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DIFFUSE  DEGENERATION  OF  THE  SPINAL  CORD.* 

Clinical  Analysis  of  Fijty    Cases. 

By  James  J.  Putnam,  M.D. 
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Pathological  Study  of  Five  Cases. 
By  E.  W.  Taylor,  M.D. 

INSTRUCTOR  IN  NEUROPATHOLOGY,  HARVARD    UNIVERSITY    MEDICAL   SCHOOL;. 

ASSISTANT    PHYSICIAN,    DEPARTMENT    OF    DISEASES   OF   THE    NERVOUS 

SYSTEM,     MASSACHUSETTS    GENERAL   HOSPITAL. 

CFrom  the  Sears  Pathological  Laboratory,  Harvard  Medical  School.) 

About  nine  years  ago  one  of  the  writers  published  a  brief 
discussion  of  certain  diffuse  degenerations  of  the  spinal  cord/ 
based  on  the  observation  of  eight  cases,  four  of  them  with 
autopsy.  In  one  or  two  of  these  cases  the  spinal  lesion  had 
been  associated  with  anemia  of  a  profound  type,  and  in  the  rest 
with  other  forms  of  mal-nutrition,  not  definitely  classifiable  but 
often  attended  with  diarrhea  and  emaciation,  and  in  one  case 
with  extensive  pigmentation  of  the  skin  of  high  degree.  Most 
of  the  patients  were  women  and  all  were  in  the  later  stages  of 
adult  life. 

Some  of  the  descriptions,  now  classical,  by  Lichtheim^ 
Minnich,  and  others,  of  the  spinal  lesions  found  in  connection- 

*Read  in  abstract  at  the  twenty-sixth  annual  meeting  of  the  Ameri- 
can Neurological  Association,  May,  1900. 

^"A  Group  of  Cases  of  Sclerosis  of  the  Spinal  Cord,  Associated 
with  Diffuse  Collateral  Degeneration;  Occurring  in  Enfeebled  Persons 
Past  Middle  Life,  and  Especially  in  Women." — Journal  of  Nervous- 
AND  Mental  Disease,  Feb.,  1891. 
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with  pernicious  anemia  had  already  been  pubHshed,  but  the 
analogy  between  these  and  the  degenerative,  diffuse,  or  "com- 
bined" scleroses  associated  with  other  forms  of  wasting  dis- 
ease, as  described  in  the  above  mentioned  paper,  had  not  been 
noted.  The  subject  was  next  taken  up  by  Dana,^  who  has 
published  from  time  to  time  papers  of  much  value,  the  last 
of  them  containing  a  reference  to  the  most  important  publi- 
cations bearing  on  the  subject,  with  an  excellent  summary  of 
symptoms,  etc.,  and  the  report  of  a  new  case,  with  autopsy. 

Cases  closely  resembling  those  reported  by  Dana  and  my- 
self have  been  described  by  various  observers,  but  no  serious 
attempt  had  been  made  by  any  European  writer  to  utilize  them 
for  classification,  or  to  point  out  the  similarities  and  contrasts 
which  exist  between  this  group,  where  the  disorder  of  nutri- 
tion is  ill-defined,  and  the  group  of  the  spinal  degenerations 
complicating  the  pernicious  anemias,  previous  to  the  pubH- 
cation  of  Bastianelli's-'^  monograph  in  1896. 

Before  speaking  of  Bastianelli's  principle  of  classification  I 
desire  to  call  attention  to  another  investigation  which  seems 
to  me  to  throw  light  on  the  etiology  of  this  disease  from  a 
new  quarter.  The  belief  has  long  been  current  that  back  of 
the  changes  in  the  bloodmaking  organs  and  the  nervous 
system,  there  was  a  toxic  agent  at  work,  derived  perhaps  from 
the  intestinal  canal,  perhaps  from  other  sources.*  A  new  step 
forward  in  the  etiological  study  of  pernicious  anemia,  and,  we 
may  hope,  of  the  nervous  diseases  which  are  so  frequently 
associated  with  pernicious  anemia,  as  well  as  with  other  forms 
of  mal-nutrition,  has  been  made  by  the  investigations  of  Adami 
and  others  to  whom  he  refers,^  on  the  different  forms  of  acute 
and  chronic  infection  due  primarily  to  the  presence,  in  vari- 

^JouRNAL  OF  Nervous  and  Mental  Disease,  Feb.,  1891;  April, 
1891;  Jan.,  1809. 

^"Le  Sclerosi  Combinate  del  Midollo  Spinale  Nelle  Anemie  Per- 
niciose,"  Bui.  della  Royal  Acad.  Med.  di  Roma,  1895-6,  Pascicolo  I.  e  11. 

^Compare  Eisenlohr :  "Ueber  Primare  Atrophic  dcr  Magen  und 
Darmschleimhaut,  und  dcrcn  Beziehung  zu  schwerer  Anemie  und 
Riickenmarkserkrankung."  Deutsche  med.  Wochenschrift  8,  Dec, 
1892,  p.  1,105.     See  also  Minnich's  classical  Monograph, 

^''On  Latent  Infection  and  Subinfection  and  on  the  Etiology  of 
Hemochromatosis  and  Pernicious  Anemia."  By  J.  George  Adami,  M.D. 
Annual  address  before  Society  of  Internal  Medicine.  Chicago,  Nov. 
29,  '99. 
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ous  organs  and  tissues,  of  bacteria  or  bacterial  poisons  derived 
from  the  intestines,  and  to  the  reactive  eflforts  of  the  tissue 
cells,  which,  though  successful  in  overcoming  the  danger  of 
specific  infection,  may  be  attended  with  a  fatal  exhaustion. 
The  diseases  which  Adami  and  others  have  especially  studied 
in  this  connection  are  hypertrophic  cirrhosis  of  the  liver, 
hemochromatosis  and  pernicious  anemia,  but  at  the  close  of 
his  address  the  writer  throws  out  a  hint  which  should  cer- 
tainly be  taken  advantage  of  in  the  study  of  such  affections 
as  those  now  before  us  when  he  says:  "Nay,  more,  I  believe 
that  in  the  development  of  many  chronic  fibroid  conditions  this 
subinfection  will  be  found  to  play  a  definite  part." 

As  regards,  now,  the  classification  proposed  by  Bastianelli, 
it  may  be  briefly  said  that  this  writer  attempts  to  divide  all 
the  cases  in  which  the  aforesaid  degenerative  spinal  lesions 
occur,  in  connection  either  with  pernicious  anemia  or  with 
the  more  chronic  forms  of  mal-nutrition,  into  two  groups,  be- 
tween which,  it  may  be,  the  line  of  separation  is  not  to  be  too 
sharply  drawn. 

In  the  first  group  it  is  the  anemia  which  dominates  the 
scene,  the  spinal  lesions  making  themselves  felt  only  toward 
the  end  of  life,  when  they  develop  with  great  rapidity.  In 
this  group  many  of  the  classical  cases,  as  reported  by  Lich- 
theim,  Minnich  and  many  others,  belong.  It  will  be  remem-» 
bered  by  any  one  familiar  with  the  literature  that  the  records 
of  these  observers  call  particular  attention  to  the  rapidity  with 
which  the  nervous  symptoms  run  their  course,  the  fatal  issue 
often  occurring  in  the  course  of  a  few  months. 

In  the  second  group,  in  which  the  more  chronic  cases  be- 
long, including  most  of  those  reported  by  Dana  and  myself 
as  well  as  others  contributed  by  a  number  of  European  physi- 
cians and  by  the  writer  himself,  the  essential  feature  of  the 
case,  Bastianelli  thinks,  is  the  disease  in  the  nervous  system, 
the  mal-nutrition  being  of  secondary  importance.  The  dis- 
ease of  the  central  nervous  system  in  the  cases  of  this  second 
group  occasionally  strikes  beyond  the  limits  of  the  spinal  cord, 
involving  the  optic  nerves,  for  example,  as  in  one  of  Bas- 
tianelli's  cases.     The  anatomical  lesions,  too,  he  thinks,  differ 
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somewhat  in  character.  In  the  cases  of  the  first  group  they 
are  relatively  slight  and  scattered,  and  the  lateral  columns  in 
particular  are  relatively  little  affected,  while  in  those  of  the 
second  group  they  are  more  pronounced  and  the  lateral  col- 
umns more  sharply  and  extensively  involved. 

As  regards  the  lesions  of  the  blood  vessels,  Bastianelli 
finds  them  less  marked  in  the  cases  of  the  first  group,  where 
the  lesions  occupy  relatively  limited  areas,  and  more  marked 
in  the  typical,  quasi-systematic,  whole-column  degenerations, 
though  on  the  vascular-origin  theory,  as  upheld  by  Marie, 
one  might  expect  the  reverse  to  be  the  case.  In  other  words, 
he  thinks  that  the  vascular  changes  are  secondary  and  keep 
pace  with  the  intensity  of  the  sclerotic  process. 

So  far  as  our  observations  go  this  triple  distinction  be- 
tween the  two  groups  of  Bastianelli  is  not  fully  maintained, 
though  doubtless  of  importance  and  value.  Substantially  the 
same  distinction  has  been  drawn  in  the  recent  communica- 
tion of  Risien  Russell,  Batten  and  Collier,  to  be  referred  to 
later.  We  do  not  find  it  to  be  invariably  true  that  in  the  more 
chronic  cases,  in  which  the  nervous  symptoms  have  played  a 
prominent  part  for  many  years,  the  spinal  lesions  are  neces- 
sarily most  marked.  Thus,  we  have  one  case,  with  autopsy 
(Pathological  Report,  Case  IV.),  where  the  patient,  a  lady 
♦small  in  stature  and  with  a  pale  skin  and  feeble  nutrition,  suf- 
fered from  the  characteristic  paresthesia,  gradually  leading 
to  ataxia,  for  thirteen  years,  yet  the  spinal  lesions  were  of 
relatively  sHght  intensity,  and  that,  too,  in  spite  of  the  fact 
that  the  previous  death  of  her  sister  from  a  similar  affection 
had  shown  some  degree  of  hereditary  predisposition  to  spinal 
degeneration.  In  Case  I.  of  the  former  series  of  cases,  pub- 
lished in  1891  (/.  c),  on  the  other  hand,  the  lesions  were  of 
a  quasi-systematic  character  and  strongly  marked,  though  the 
clinical  course  had  been  so  short  that  it  was  difficult  to  believe 
it  possible  that  the  duration  of  the  symptoms  marked  the  dura- 
tion of  the  disease. 

It  certainly  cannot  be  true,  and  is  apparently  not  claimed 
by  Bastianelli,  that  the  dividing  line  leaves  all  the  cases  in 
which  pernicious  anemia  is  present  in  one  group  and  all  the 
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rest  in  the  other.  In  general  terms  this  distinction  is  doubt- 
less justifiable,  but  there  are  striking  exceptions.  In  one  of 
our  cases  (Pathological  Report,  Case  V.)  pernicious  anemia 
was  present  and  ran  a  typical  course,  yet  spinal  symptoms  were 
recognizable  for  three  years,  their  onset  nearly  coinciding 
with  the  onset  of  pallor  and  with  a  loss  of  flesh.  It  is  note- 
worthy that  this  patient,  like  others  of  this  series,  had  always 
been  pale,  even  when  thought  to  be  well.  The  interesting  fact 
should  be  borne  in  mind  in  this  connection  that  routine  ex- 
aminations of  the  spinal  cord  in  cases  of  profound  or  "per- 
nicious" anemia  have  shown  that  degenerative  changes  may 
be  present,  though  they  have  not  been  revealed  by  symptoms 
during  life.  These  observations  are  borne  out  and  paralleled 
by  that  of  Nonne,®  who  reports  a  case  where  recovery  in  a 
clinical  sense  occurred,  though  the  spinal  lesions  were  found 
to  have  persisted.  The  recognition  of  these  facts  should  make 
us  hesitate  to  assume  that  the  development  of  the  spinal 
lesions,  which  seems  so  extraordinarily  rapid  ii^^ome  of  the 
reported  cases,  as,  for  example,  in  Case  I.  of  the  ffrst  series,  is 
really  limited  to  the  period  indicated  by  the  presence  of  clini- 
cal symptoms. 

Among  the  most  recent  communications  touching  on  this 
subject  is  that  of  Pitren,"^  who  examined  the  spinal  cord  in  nine 
cases  of  pernicious  anemia,  in  two  of  which  spinal  symptoms 
had  been  present.  Not  only  in  these  latter,  but  in  two  other 
cases  in  which  no  symptoms  of  spinal  degeneration  had  been 
noticed,  slight  signs  of  chronic  change  were  found  in  the 
posterior  columns.  Similar  observations  had  also  been  made 
by  Nonne,^  who  examined  the  spinal  cord  in  thirty-one  cases 
of  anemia,  and  by  Minnich. 

The  latest  special  study  of  this  disease  is  recorded  in  an 
interesting  paper  by  Drs.  Risien  Russell,  Batten  and  CoUier," 
reporting  nine  cases,  with  seven  autopsies,  and  giving  a  full 
list  of  the  literature,  which  is  not,  however,  discussed  in  de- 
tail.    The  opinion   expressed  by  these  writers  is   much  the 

"Archiv.   fur  Psychiatric,  etc.,  1893. 

^Nord.  med.  Ack.,  1896.  (Abstract  in  the  Neurol.  Cbl..  1896,  p.  747.; 

"Deutsche  Zeitschr.  f.  Nervenheilkunde,  1895. 

"Brain,  Spring,  1900. 
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same  with  that  of  Bastianelli  (though  his  views  are  not  cited) 
in  that  they  think  a  distinction  should  be  made  between  the 
spinal  degeneration  which  appears  toward  the  end  of  the 
severe  anemias  and  runs  a  rapid  course,  forming  perhaps  only 
an  incident  in  the  main  affection,  and  the  more  chronic  cases 
in  which  the  spinal  degeneration  is  the  essential  feature,  while 
anemia  occupies  a  less  prominent  place  or  may  even  be  want- 
ing. They  agree  with  him,  too,  that  in  the  former  group  the 
lesions  are  more  likely  to  occur  in  disseminated  patches,  while 
in  the  latter  they  are  more  systematic  and  defined.  They 
see  no  reason  for  excluding  from  the  second  group  such  affec- 
tions as  Gowers'  ataxic  paraplegia.  These  writers  range 
themselves  with  those  who  refrain  from  making  a  diagnosis 
of  pernicious  anemia  from  examination  of  the  blood  alone,  and 
they  adopt  without  reserve  the  view  that  the  caus^  of  the 
spinal  change  is  neither  degeneration  of  the  gray  matter,  nor' 
multiple  hemorrhages,  nor  anemia,  nor  alteration  of  the  blood 
vessels,  but  tliat  it  is  due  to  the  introduction  of  toxic  sub- 
stances of  some  sort.  The  arguments  which  they  advance  in 
favor  of  these  opinions  follow  much  the  same  line  with  those 
already  advanced  by  Bastianelli.  They  divide  the  disease  itself 
into  three  stages,  characterized,  in  the  main,  by  ataxia  with 
slight  spasticity,  increased  spasticity,  complete  paraplegia. 
While  giving  the  prognosis  as  absolutely  unfavorable,  they  cite 
a  case,  apparently  of  this  sort,  under  the  care  of  Ferrier,  where 
the  patient  seemed  to  have  recovered,  although  he  had  pre- 
sented the  characteristic  symptoms,  even  including  those  of 
the  third  stage. 

The  peripheral  nerves  were  examined  in  several  cases  and 
found  normal  in  all  but  one  or  two,  while  in  these  fairly 
marked  changes  were  present.  While  their  account  of  the 
symptomatology  is  excellent  and  likely  to  be  accepted  as  au- 
thoritative, it  appears  strange  that  they  do  not  dwell  more  on 
the  paresthesia  of  the  early  stage,  which  forms  such  a  striking 
feature  in  my  cases  and  in  most  of  those  hitherto  published. 
The  division  into  stages  also  seems  to  me  to  be  of  doubtful 
value,  the  passage  from  one  to  the  other  is  often  so  gradual, 
and    individual    cases    differ    so    much    in    detail    from    one 


DEGENERATION  OF  THE  SPINAL  CORD.  7 

another.  It  has,  however,  quite  as  much  importance  as  the 
corresponding  division  in  tabetic  cases. 

On  looking  over  my  private  clinical  records  (mainly  of  the 
past  ten  or  eleven  years)  I  find  the  notes  of  about  fifty  cases — if 
the  group  of  eight  cases  reported  in  1891  be  included — which 
correspond  pretty  definitely  to  the  type  of  the  dififuse,  sub- 
acute, sub-chronic  or  chronic  spinal  degeneration  (in  some  of 
the  cases  perhaps  more  than  spinal)  which  is  before  us  for 
study.  As  only  a  few  of  these  cases  came  to  autopsy  the  cor- 
rectness of  the  diagnosis  in  the  majority  is,  of  course,  open  to 
doubt.  It  is,  however,  difficult  to  see  with  what  diseases  this 
affection  could  be  confounded,  except  unusual  forms  of 
chronic  neuritis  and  multiple  sclerosis.^**  Doubtful  cases  have 
been  excluded  so  far  as  practicable,  and  though  mistakes  in 
diagnosis  may  have  been  made,  it  is  clear,  at  all  events,  that 
the  aflfection  is  common  enough  to  deserve  far  more  attention 
than  most  text-books  accord  to  it.  It  is  also  fairly  certain 
that,  although  pronounced  anemia  is  by  no  means  always  pres- 
ent, nor  impairment  of  nutrition  invariably,  and  though  the 
patients  may  'be  men  as  well  as  women,  and  are  not  always 
advanced  in  years,  yet  on  the  whole,  the  designation  given  in 
the  heading  of  the  paper  published  in  1891  (/.  c.)  is  justifiable 
and  suggestive. 

I  have  not  attempted  to  utilize  hospital  records  to  any 
extent  in  the  preparation  of  the  following  analysis,  but  have 
selected  for  the  sake  of  convenience  nine  cases  to  bring  the 
whole  number,  exclusive  of  those  already  published,  up  to 
fifty.  It  has  not  seemed  worth  while  to  burden  the  paper  with 
the  records  of  these  cases  in  detarl  and  I  have  attempted  only 
to  extract  from  the  histories  such  clinical  facts  as  are  of  prac- 
tical value  or  special  interest. 

Sex. — Of  the  fifty  cases  there  were  seven  (all  private)  in  which 
profound  anemia^^  was  present,  characterized  by  serious  and 
well-marked  blood-changes  (low  red-count,  megalocytosis  and 


^"Although  the  greater  number  of  these  patients  were  seen  only  in 
consultation,  yet  I  have  records  of  the  later  histories  of  most  of  them, 
by  the  aid  of  which  the  diagnoses  are  placed  almost  beyond  question. 

"In  a  few  others  the  diagnosis  in  this  respect  was  doubtful. 
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poikilocytosis),  and  of  these  seven,  five  were  males;  two, 
females.  In  contrast  with  these  figures,  it  is  noteworthy  that 
of  the  remaining  forty-three  patients  thirty-one  were  women 
and  twelve  men,  numbers  which  fully  bear  out  the  earlier 
statements  of  Dana  and  myself,  to  the  effect  that  the  lack  of 
vigor  or  some  other  peculiarity  of  the  female  sex  carries  with 
it  a  certain  degree  of  susceptibility  to  this  affection.  This 
fact,  especially  when  linked  with  two  others,  namely,  first, 
that  the  patients  almost  without  exception  were  of  relatively 
feeble  health  or  advanced  years,  or  both;  and,  second,  that 
indications  of  syphilis  were  exceedingly  rare,  if  not,  indeed, 
wholly  absent,  is  of  value  as  helping  to  point  the  direction  in 
which  etiological  research  should  tend. 

Age, — As  regards  the  ages  of  the  patients,  twenty-three, 
i.  e.,  more  than  half,  were  fifty  years  old  or  more  at  the  time 
of  the  onset  of  the  disease,  and  all  but  five  were  over  thirty 
years  old.  The  oldest  patients  were  seventy-one  and  sixty- 
eight  (a  woman  and  a  man,  respectively)  and  the  youngest 
twenty-two,  all,  it  should  be  said,  without  autopsy.  Erlicki 
and  Rybalkin,^^  however,  have  reported  a  case  where  the 
patient  was  a  girl  of  but  seventeen.  The  case  came  to  autopsy 
and  the  typical  anatomical  changes  were  found  in  the  spinal 
cord.  It  is  interesting  to  note  that,  in  this  case,  although  the 
ostensible  exciting  cause  was  a  *'cold"  and  fever  of  short  dura- 
tion, yet  the  patient  was,  from  birth,  of  small  stature.  Death 
occurred  at  the  end  of  a  year  and  a  half  from  the  onset  of  the 
spinal  symptoms. 

Nutrition. — The  next  question  is  whether  any  characteristic 
disorders  of  nutrition  other  than  severe  anemia  were  present 
which  might  act  as  predisposing  causes ;  or,  in  other  words, 
whether  the  ''general  feebleness,"  so  often  referred  to,  can  be 
more  accurately  defined',  or  can  be  considered  as  a  causative 
factor. 

A  review  of  the  cases  shows  that,  as  in  the  instance  just 
reported,  small  stature  or  slenderness  of  frame  was  fairly  com- 
mon, though  by  no  means  always  noticeable.  It  was  present 
to  a  striking  degree  in  Case  I.  of  the  group  reported  nine  years 

"Arch.  f.  Psych.,  etc.,  '86,  p.  693. 
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ago.  Other  signs  present  in  the  same  case  were  emaciation 
and  an  excessive  pigmentation  of  the  skin,  which  was  as  dark 
as  that  of  an  Indian.  The  patient  was  eccentric,  excitable  and 
addicted  to  coffee  in  excess,  and  perhaps  to  other  stimulants. 
The  same  small  stature  was  observable  in  one  of  the  cases  of 
the  present  series,  which  was  followed  by  autopsy.  (Case  IV.) 
The  case  was  a  chronic  one,  the  symptoms  running  over  thir- 
teen years.  Pernicious  anemia  was  not  present,  certainly  not  in 
a  typical  form,  but  the  patient  was  excessively  pale  her  life  long, 
so  that  her  face  would  attract  attention  as  she  walked  the  street. 
She,  too,  was  eccentric  to  a  marked  degree,  and  without  well- 
balanced  judgment,  yet  spirited  and  full  of  plans  and  projects, 
which  were  carried  out  with  remarkable  energy,  considering  her 
.  feeble  health. 

It  might  be  urged  that  in  both  these  cases  the  eccentricity 
was  analogous  to  the  mental  changes  occasionally  associated 
with  pernicious  anemia.  Yet  the  peculiarities  of  temperament, 
not  only  in  these  two  cases,  but  also  in  one  of  true  pernicious 
anemia,  to  be  spoken  of  later,  were  in  a  measure  native,  neu- 
rotic stigmata,  and  only  accentuated  by  the  later  degeneration 
of  the  general  nutrition.  Meantime,  the  important  thing  at 
present  is  to  record  facts  and  coincidences  as  they  appear,  and 
it  is  certainly  true  that  eccentricities  of  character,  associated 
with  other  neuropathic  signs,  were  present  in  several  cases  of 
this  series. 

General  lack  of  vigor,  usually  from  childhood,  often  accen- 
tuated by  family  or  business  worries,  the  strain  perhaps  result- 
ing from  the  long  illness  and  eventual  death  of  a  near  relative, 
or  the  like,  was  conspicuous  in  a  large  proportion  of  the  cases. 
Spare  and  sallow,  when  not  distinctly  anemic,  men  and  women 
made  up  by  far  the  greater  number  of  the  patients.  Yet  even 
this  statement  is  not  to  be  taken  without  exception,  as  there 
were  a  few  who  had  no  special  complaint  to  make  of  their  pre- 
vious health. 

Diarrhea,^^  either  chronic  or  of  frequent  occurrence,  which 
seemed  a  prominent  and  important  feature  in  the  series  of  nine 

"See  also  Bastianelli  (/.  c).  For  the  possible  significance  of  di-. 
arrhea  see  Adami  (/.  c). 
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years  ago,  and  perhaps  gains  new  importance  through  Adami's 
researches,  was  noted  as  present  in  a  distinct  form  in  only  six 
or  seven  cases  of  this  series. 

Constipation,  often  quite  obstinate,  was  much  more  com- 
mon, but  neither  of  them  occurred  so  often  as  to  remove  the 
impression  that  if  the  penetration  of  germs  through  the  walls 
of  the  intestine  be  indeed  the  essential  cause  of  the  toxemia, 
this  may  occur  under  the  influence  of  impaired  resisting  power 
alone,  or  m  association  with  latent  disorders  of  the  gastro-in- 
testinal  tract.  Unfortunately,  information  is  lacking  as  to  the 
condition  of  the  digestive  secretions  of  the  stomach,  which 
Adami's  citations  show  to  be  defective  in  some  cases  of  per- 
nicious anemia.  This  is  certainly  a  point  for  investigation  in 
future  cases. 

Pigmentation  of  the  skin  of  high  degree  was  seen  in  two 
cases, ^*  neither  of  them  pernicious  anemias,  though  both  highly 
typical  cases  of  Bastianelli's  second  group.  It  is  also  interest- 
ing to  note,  in  connection  with  Adami's  observations,  that  a 
physician  who  examined  one  of  these  patients  at  an  early  period 
of  the  affection  pronounced  her  to  have  disease  of  the  liver  and 
intestine.  Lesser  degrees  of  pigmentation,  amounting  to  no 
more  than  sallowness,  were  quite  common. 

In  the  earlier  series  of  cases  lead  was  noted  as  a  possible 
partial  cause  of  the  severe  anemia,  and  perhaps  of  the  spinal 
symptoms  in  one  or  two  cases.^^  In  the  cases  of  the  present 
series  the  same  possible  cause  is  occasionally  seen.  One  patient 
came  with  a  record  of  lead-poisoning  in  the  past,  and  a  trace  of 
lead  was  found  in  the  urine  in  another  case,  as  also  a  large  trace 
of  arsenic  in  that  of  another.  I  do  not,  however,  attach  much 
importance  to  this  fact,  since  it  is  one  of  such  common  observa- 
tion. 

Considerable  loss  of  zveight  occurred  in  several  cases  as  a 
part  of  the  general  nutritive  impairment.  It  is  worthy  of  men- 
tion that  one  patient,  a  woman  of  forty-six,  besides  presenting 

"One  of  these  patients  is  still  living,  but  the  blood  certainly 
does  not  show  as  yet  the  characteristic  changes  of  pernicious  anemia. 
A  sister  has  a  progressive  spinal  affection  which  has  led  to  paraplegia, 
and  is  probably  of  the  sort  now  in  question. 

''^One  patient  was  a  painter  of  many  years'  standing. 
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the  characteristic  sensory  and  motor  symptoms  of  this  affection, 
suffered  and  finally  died  with  great  enlargement  of  the  liver, 
ascites,  and  jaundice.  I  do  not,  however,  know  which  set  of 
lesions  was  the  first  to  appear. 

A  family  history  of  neurotic  tendency  or  nutritional  zveak- 
iiess  is  fairly  common.  One  patient  (pernicious  anemia)  is  an 
only  child  of  parents,  one  of  whom,  the  mother,  died  of  tuber- 
culosis at  forty-one,  the  other  of  a  ''painful  stomach  disorder," 
of  brief  duration,  at  sixty-eight.  The  patient  has  one  child,  a 
delicate,  hysterical  girl,  and  has  been  himself  from  birth  deli- 
cate and  club-footed. 

The  family  history  of  a  second  case  (pernicious  anemia)  is 
of  marked  interest.  The  patient,  a  man  of  fifty,  was  one  of  a 
brilliant  but  highly  neuropathic  family  of  four  sons  and  two 
daughters.  The  father,  a  man  of  unusual  ability  and  energy,  a 
tireless  and  successful  man  of  business,  and  of  fine  personal 
traits,  but  excitable  and  positive,  died  of  cerebral  apoplexy  at  a 
moderately  advanced  age.  The  mother  died  of  tuberculosis. 
The  father  belonged  to  a  large  family,  many  members  of  which 
were  gifted  but  neurotic  and  eccentric.  Of  the  patient's  five 
brothers  and  sisters,  three  died  with  cancer,  one  of  nephritis, 
one  probabh^  in  consequence  of  dipsomania.  In  a  third  case 
(pernicious  anemia)  the  patient's  brother  had  suffered  from  an 
acute,  severe  and  almost  fatal  attack  of  "multipl^neuritis."  In 
a  fourth  case,  neurotic  tendencies  were  absent,  but  the  father 
had  died  with  phthisis  at  forty,  and  the  mother  and  sister  had 
both  been  excessively  pale  before  their  death,  the  mother's 
skin  having,  too,  it  was  said,  a  yellowish  cast.     . 

In  a  great  majorityof  cases  of  the  ''simple  debility"  group, ^^ 
the  patients'  antecedents  were  not  striking,  and  not  other  than 
one  would  expect  in  the  family  history  of  persons  with  poor  nu- 
trition. A  few  are,  however,  of  importance.  In  one  case  (with 
autopsy.  Case  IV.),  the  patient  being  of  small  stature  and  of  al- 
most life-long  pallor,  and  of  an  energetic  and  lively  though  ec- 
centric disposition,  an  older  sister  had  died,  after  a  lingering 
illness,  of  a  progressive  spinal  affection,  probably  of  this  same 
sort,  characterized  by  exaggeration  of  the  deep  reflexes,  asso- 

'"See  also  first  report  (/.  c),  and  Bastianelli's  paper  (/.  c). 
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ciated  with  tremor,  and  eventually  with  contractures  of  high  de- 
gree and  complete  paraplegia.  There  had  been  occasional  tem- 
porary disturbance  of  mind,  but  no  affection  of  speech.  This 
sister  was  seen  by  me^a  few  times,  towards  the  end  of  life,  but 
before  my  interest  in  the  present  subject  began.  The  patient 
herself  was  under  my  care,  off  and  on,  through  the  whole  of  her 
long  illness. 

In  another  case,  characterized  by  pigmentation  of  the  skin/ 
though  not  by  other  signs  of  pernicious  anemia,^^  both  the  pa- 
tient herself  and  also  an  older  sister  (one  of  three)  were  eccen- 
tric and  addicted  to  chloroform-taking.  This  sister  suffered 
from  migraine.  The  father  had  died  of  phthisis.  A  second 
sister  died  in  childhood  from  an  unknown  cause.  A  third  sister 
and  the  mother  had  been  well  In  a  third  case,^^  also  charac- 
terized by  pigmentation  of  the  skin,  an  older  sister  became 
paralyzed  below  the  waist,  after  a  gradually  progressive  illness 
of  three  years'  duration.  Another  sister,  of  rather  small 
stature,  is  pale,  delicate,  and  subject  to  sicknesses  of  hysteroid 
character.  In  a  fourth  case,  both  parents  and  a  sister  had  been 
of  delicate  health,  and  the  latter  had  died  from  a  ''complication 
of  troubles"  after  a  long  period  of  invalidism.  A  fifth  case^^ 
is  notable  for  the  fact  that  a  sister  was  said  to  have  died  of 
"pernicious  anemia,"  though  repeated  examinations  of  the 
blood  had  faMed  to  establish  the  diagnosis  in  the  case  of  the 
present  patient.  A  sixth  patient  of  this  group  had  two  sisters, 
both  of  whom  were  said  to  have  died  with  some  disease  suggest- 
ing softening  of  the  brain. 

Symptomatology.  Paresthesias. — In  the  early  history  of  my 
cases  one  or  another  form  of  this  symptom  was  strikingly 
prominent.  It  was  usually  felt  first  in  the  feet,  then  in  the  hands 
— either  all  the  fingers  alike  or  in  the  median  or  ulnar  areas 
by  preference — but  the  proximal  segments,  as  the  shoulders 
or  thighs,  were  occasionally  attacked  early,  if  not  first,  as  oc- 
casionally in  tabes.     Sometimes  the  hands  were  involved  first, 


"Case  seen  but  once,  far  in  the  country.  No  examination  of  blood, 
but  a  full  and  clear  clinical  record,  partly  personal,  partly  from  the 
family  physician, 

'^Patient  still  living. 

"Patient  still  living. 
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but  improved,  while  the  legs  then  became  involved  and  grew 
worse.  In  two  cases  the  genitals  were  affected  early,  in  one  of 
them  perhaps  first,  in  like  manner.  With  the  numbness  of  this 
region  an  early  loss  of  sexual  power  was  associated.  Draw- 
ing the  finger  along  the  penis  caused  an  "electric  thrill,"  like 
that  sometimes  seen  in  the  hands  under  similar  conditions.  The 
loss  of  sexual  power  above  referred  to  was  preceded  by  her- 
petic eruption  on  the  penis.  In  another  case^®  (male  patient), 
in  which  the  blood  examination  likewise  showed  changes  in  size, 
shape,  and  number  of  the  erythrocytes  characteristic  of  a  pro- 
found, if  not  a  pernicious  anemia,  the  tongue  felt  "numb"  and 
as  if  a  foreign  body  was  on  it,  and  there  was  a  sense  of  con- 
striction about  the  chest,  although  the  illness  had  not  yet 
reached  so.  high  a  degree  as  even  to  prevent  the  patient  from 
following  his  usual  employment.  Two  other  patients  (females) 
had  a  similar  involvement  of  the  tongue,  associated  in  one  with 
"choking  sensations,"  and  slight  impairment  of  swallowing  and 
of  speech.  Bulbar  symptoms  of  such  sorts  as  these  may,  in- 
deed, occur  both  early  and  in  a  serious  form.  Thus  in  one 
important  case  (with  very  serious  blood  changes)  choking  sen- 
sations, with  difficulty  in  breathing,  and  both  motor  and  sensory 
involvement  of  the  lips  (as  well  as  of  the  limbs),  came  on  near 
the  onset  and  assumed  a  threatening  character,  but  fortunately 
subsided  later,  after  which  the  affection  assumed  its  more  usual 
form  and  course. 

Sudden  onset  or  rapid  increase  of  numbness  is  occasionally 
seen,  affecting  one  or  another  part,  and  on  the  other  hand  it 
may  improve  slightly  or  even  pass 'away  for  a  time,  or  recur,  in 
the  early  stages,  intermittently.  The  distress  from  this  pares- 
thesia, especially  when  it  was  felt  as  intense  cold,  or  as  like  the 
burning  of  frost-bites,  was  sometimes  extreme,  and  indeed  al- 
most unbearable  without  morphine. 

Micturition  may  be  involved  early,  in  slight  measure,  and 
this  symptom,  too,  is  liable  to  variations  in  intensity  or  may 
temporarily  disappear,  as  in  tabes.  Many  patients  complain 
early  oi  increased  frequency  of  micturition.  Disturbance  of  the 
rectal  sphincter,  though  met  with,  is  not  common  until  later  in 

""Patient  still  living. 
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the  disease,  when  it  occurs  in  connection  with  paraplegia  of  the 
legs. 

Reference  has  already  been  made  to  the  mental  instability 
exhibited  by  some  of  these  patients,  and  to  the  fact  that  it  is 
usually  an  exaggeration  of  native  traits.  It  may  be  added  that 
in  one  case  (a  typical  pernicious  anemia)  this  exaggeration 
reached  an  extravagant  and  almost  unendurable  degree.  An 
examination  of  the  brain  in  this  instance  (see  Dr.  Taylor's  re- 
port. Case  V)  showed  no  changes  of  importance  beyond  those 
due  to  the  very  profound  anemia  in  which  the  patient  died. 
This  fact  is  noteworthy,  since,  while  mental  symptoms  have 
been  repeatedly  met  with  in  pernicious  anemia,  but  few  reports 
have  been  made  of  anatomical  studies  of  the  brain. 

I. have  recently  seen  for  the  second  time  (in  consultation), 
after  an  interval  of  a  year,  a  typical  case  of  this  series,  with 
motor  and  sensory  symptoms  varying  in  intensity,  but  grad- 
ually getting  worse,  where  mental  changes  of  peculiar  character 
had  developed,  though  the  spinal  symptoms,  though  severe,  had 
not  reached  the  st:.ge  of  complete  paralysis.  This  is  one  of  the 
cases  where  diarrhea  had  been  prominent,  and  it  was  in  con- 
valescence from  an  attack  of  this  that  the  patient  became  more 
or  less  incoherent  (with  relatively  clear  intervals),  talkative, 
and  noisy,  delirious  and  even  violent,  and  had  spells  of  shiver- 
ing and  even,  apparently,  of  complete  unconsciousness,  with 
rigidity.  Extreme  emaciation,  incontinence  of  urine,  and  fail- 
ure of  strength,  but  without  paraplegia  and  with  but  little 
fever,  soon  came  on,  and  the  patient  died  in  exhaustion  after 
a  few  weeks'  illness.  , 

Atrophy  of  the  optic  nerve]  which  was  observed  by  Bas- 
tianelli  and  by  Russell  and  his  colleagues,  was  present  in  two, 
or  perhaps  three,  of  my  cases.  I  will  also  mention  one  more 
case,  probably  of  this  sort,  as  perhaps  indicating  that  the  optic 
atrophy  may  occur  as  a  very  early  symptom.  The  patient  is  a 
lady  of  sixty-six,  energetic  but  never  strong,  always  a  sufferer 
from  "stomach  troubles,"  and  weakened  recently  by  an  attack 
of  pneumonia.  On  account  of  failing  vision  she  consulted  Dr. 
B.  Joy  Jeffries,  who  found  V  =  20/32,  after  correction  of  re- 
fraction, and  relatively  white  disks,  and  kindly  referred  her  to 
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me.  She  gave  a  history  Of  sHght  paresthesia  of  the  hands,  feet, 
and  tongue  (as  in  other  cases  see  below),  where  it  had  begun, 
and  examination  showed  shght  exaggeration  of  knee-jerks  and 
wrist-jerks,  and  sHght  tremor  of  the  head.  There  was  no 
nystagmus,  scanning  speech,  or  intention-tremor  of  the  hands, 
and  no  Romberg  symptom,  though  a  friend  had  noticed  un- 
steadiness of  gait. 

In  two  cases  epileptiform  attacks  occurred.  In  one  they 
were  very  limited  in  number,  and  came  on  towards  the  latter 
part  of  the  spinal  disease  (mental  eccentricity  was  also  present, 
and  pigmentation  of  the  skin);  in  the  others  they  had  occurred 
at  intervals  since  the  patient's  fifteenth  year  of  age. 

The  all-important  problem  of  etiology  admits  of  a  solution 
only  within  narrow  limits.  An  inheritance  of  feeble  nutrition, 
special  tendencies  to  disease  of  the  sort  in  question,  anxiety, 
overwork,  gastro-intestinal  disorders,  perhaps  metallic  poison- 
ing; such  influences  as  these  form  a  body  of  predisposing 
causes,  the  action  of  which  we  can  in  a  measure  guess  at.  Then 
come  certain  excitmg,  possibly  localizing  causes,  which  deserve 
mention.  One  patient,  a  physician,  now  considerably  improved, 
but  whose  blood  gives  distinct  evidence  of  primary  anemia, 
found  his  hands  numb  for  the  first  time  immediately  after  a 
fatiguing  obstetrical  operation.  In  another  case,  where  the 
anemia  was  also  profound,  though  secondary,  and  the  nervous 
symptoms  progressive,  the  latter  began  cluring  a  severe  post- 
partum hemorrhage,  with  which  the  disease,  as  a  whole,  was 
apparently  ushered  in.  If  all  these  influences  are  classified, 
they  seem  to  fall  into  (i)  those  which  lead  to  the  introduction 
of  poisons,  among  which  the  gastro-intestinal  disorders  are 
prominent ;  (2)  those  which  induce  lack  of  resistance  on  the 
part  of  the  tissues  to  the  action  of  these  poisons,  perhaps  in 
the  several  senses  indicated  by  Adami;  (3)  those  which  cause 
a  native  weakness  of  these  special  parts  of  the  nervous  system; 
(4)  those  which  bring  a  special  strain  on  the  same  parts, 
though  just  what  the  nature  of  this  strain  may  be  it  would 
be  guess-work  to  define. 

The  striking  absence  of  syphilis  from  the  histories  of  these 
patients  has  already  been  alluded  to,  and  is  of  especial  impor- 
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tance  as  accentuating  the  contrast  between  this  disease  and 
tabes,  and  the  importance  of  that  form  of  infection,  not,  indeed, 
as  the  sole  cause  of  the  latter  affection,  but  as  a  frequent  partial 
cause. 

The  relative  predisposition  of  sex  has  also  been  noted  above. 

Finally,  the  great  frequency  with  which  prolonged  anxiety 
and  worry  recur  in  the  patients'  histories  leads  one  to  realize 
anew  the  part  mental  influences  play  in  regulating  for  good  or 
evil  the  nutritive  processes  of  the  body. 

The  duration  of  the  illness  or  of  the  patient's  life  seems  to 
be  very  variable,  and  in  view  of  the  fact  that  in  most  of  the 
cases  reported  some  years  ago  by  Lichtheim,  Minnich,  Nonne, 
etc.,  which  were  mainly  examples  of  pernicious  anemia,  the 
nervous  symptoms  gained  ground  rapidly  and  led  quickly  to  a 
fatal  termination,^!  while  other  cases  have  been  of  long  dura- 
tion, it  appears  reasonable  to  assume  an  acute  and  a  chronic 
form  of  the  disease,  or  else  to  assume  that  we  have  really  to  do 
with  two  different  but  kindred  affections  (as  indicated  above). 

In  thirty-eight  cases  I  have  been  able  to  complete  the  his- 
tories up  to  date  or  up  to  the  time  of  death.  The  hitherto  fatal 
cases  are  seventeen  in  number,  and  of  these,  four  were  cases  of 
pernicious  anemia.  The  duration  of  life  after  the  onset  of  the 
nervous  symptoms^^  was  as  follows: 

{A)  Cases  With  Pernicious  Anemia. 

Less  than  one  year 2  cases 

Between  one  and  two  years i  case 

Between  two  and  three  years '  i 

(B)  Cases  Without  Pernicious  Anemia. 

Less  than  one  year i  case^ 

Between  one  and  two  years 4  cases 

Between  two  and  three  years ' 5 

Between  three  and  five  years 2 

More  than  five  years i  case^* 

Of  the  patients  who  are  still  living,  a  good  many  have  had 
symptorns  for  three  to  five  years,  and  a  few  even  longer. 

In  the  analysis  by  Russell,  Batten,  and  Collier  (/.  c.)  the 

"^So  also  in  some  of  the  cases  in  my  earlier  paper,  especially  Case 
I,  though  not  necessarily  instances  of  pernicious  anemia. 

^Subject  to  slight  errors. 

^^This  patient  was  a  woman  71  years  old. 

^^This  patient  had  symptoms,  consisting  at  first  of  paresthesia,  later 
of  ataxia  and  progressive  weakness,  for  13  years. 
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fatal  ending  was  found  to  be  the  sequel  of  complete  paraplegia. 
Doubtless  this  sequence  is  common,  and  perhaps  the  rule.  Nev- 
ertheless, several  patients^'*  of  the  present  series  died  from  ex- 
haustion or  from  an  intercurrent  disease  before  the  paralysis 
had  become  complete. 

Course  of  the  Illness. — In  the  great  majority  of  cases  the 
patients  grew  worse  steadily,  or  with  trifling  remissions  from 
time  to  time,  and  this  is  usually  true,  as  various  other  observers 
have  noted,  even  when  the  accompanying  anemia  or  other 
nutritional  disorder  has  become  temporarily  less. 

On  the  other  hand,  striking  and  prolonged  remissions  are 
sometimes  seen,  occurring  spontaneously,  though  perhaps  aided 
by  treatment. 

Furthermore,  there  is  one  special  outlook  for  therapeutics 
which  my  experience  shows  to  be  of  very  great  importance, 
namely,  in  the  educational  treatment  of  the  ataxia  by  the 
method  of  Frenkel. 

I  give  three  outline  histories  to  verify  these  important  state- 
ments : 

Case  I. — A  lady,  fifty-one  years  of  age,  the  patient  of  Dr. 
Henshaw,  of  Cambridge,  to  whom  I  am  indebted  for  the  later 
history,  consulted  me  in  August,  1898,  on  account  of  general 
lack  of  nervous  endurance  and  sense  of  extreme  exhaustion, 
and  especially  for  a  ''stiffness,"  weakness  and  numbness  of  the 
feet  and  legs,  and  to  a  less  degree  of  the  hands.  She  had  a 
sense  of  severe  constriction  or  "tightness"  down  the  backs  of 
the  legs  and  round  the  knees,  which  was  particularly  trouble- 
some after  she  had  retired  for  the  night,  and  a  feeling  of 
rigidity  of  the  muscles  which  was  so  great  that  walking  out  of 
doors  cost  her  great  effort.  The  abnormal  sensations  in  the 
hands  was  of  especial  interest,  from  the  fact  that — as  in  other 
cases — their  intensity  varied  much  more  than  one  can  assume 
the  actual  neural  depreciation  to  have  varied.  This  patient 
had  never  been  robust,  though  always  cheerful  and  capable  of 
enjoyment.  She  was  naturally  thin  and  spare,  weighing  usually 
about  115  pounds.  Her  family  history  seemed  unimportant, 
and  she  had  had  four  children,  all  of  whom  were  said  to  have 
good  health.  For  ten  or  fifteen  years  before  her  illness  began 
she  had  had  much  cause   for  worry  and   anxiety  about  her 

^Only  4  died  unuer  my  own  observation,  and  I  am  dependent  for 
information  respecting  the  mode  of  death  of  the  rest  on  the  reports 
of  their  physicians  and  relatives. 
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domestic  affairs,  and  this  was  the  harder  to  bear  from  the  fact 
that  before  her  marriage  she  had  been  free  from  care  and  re- 
sponsibihty.  Nine  months  before  I  saw  her  she  had  begun  to 
have  tinghng  in  the  hands,  and  this  had  continued  ever  since, 
although  of  late  it  had  been  less  intense.  The  feet  and  legs  had 
then  become  involved,  and  the  symptoms  relating  to  them  soon 
became  more  serious  than  those  in  the  hands,  though  at  one 
time  the  latter  had  been  so  much  affected  that  she  was  unable 
to  pick  up  a  pin  without  great  difficulty.  This  pricking  sensa- 
tion was  mainly  confined  to  the  palmar  surfaces,  and  reached  as 
far  as  the  roots  of  the  fingers.  When  these  surfaces  were 
rubbed  it  gave  a  feeling  as  if  stung  by  nettles.  The  patient  was 
put  on  tonic  treatment,  and  was  also  recommended  to  Dr.  R. 
W.  Lovett  in  the  hope  that  she  might  walk  the  better  for  care- 
ful treatment  of  the  feet  and  muscles,  and  this  proved  to  be  the 
case.  She  improved  steadily,  and  after  about  six  months  or 
less  called  to  tell  me  that  she  felt  entirely  well.  Unfortunately, 
this  gain  was  not  of  long  duration.  After  a  few  months  the 
symptoms  started  up  afresh,  apparently  in  consequence  of  re- 
newed anxiety.  This  time  the  hands  were  but  little  involved, 
but  the  legs  became  rapidly  weaker,  until  very  soon  she  was 
wholly  paralyzed  as  regards  both  sensation  and  motion,  and 
had  incontinence  'of  urine  and  feces.  She  was  then  trans- 
ferred to  the  Adams  Nervine  Hospital,  where  she  died  some 
months  later,  two  years  from'  the  beginning  of  the  illness. 
During  the  last  two  or  three  weeks  of  her  life  her  mental  con- 
dition became  much  impaired.  She  would  call  out  and  even 
scream  for  persons  who  were  perhaps  in  the  very  room,  and 
ask  to  be  turned  in  bed  every  few  moments.  In  spite  of  the 
paralysis  of  sensation,  she  suffered  much  from  discomfort 
which  was  referred  to  the  lower  extremities.  There  were  no 
contractures,  the  paralysis  being  flaccid  and  complete.  Death 
occurred  apparently  from  exhaustion.  No  autopsy  was  ob- 
tained. 

Case  II. — Showing  marked  improvement  under  treatment 
for  co-ordination. 

The  patient  is  a  lady  of  thirty  years,  of  slender  build,  weigh- 
ing habitually  only  105  to  no  pounds.  She  is  married  and  has 
three  children,  two  of  them  being  twins.  In  connection  with 
these  confinements  she  had  considerable  uterine  hemorrhage, 
and  since  the  birth  of  the  last  child  her  health  has  not  been  as 
good  as  before.  Four  years  ago  she  had  jaundice  for  a  week  or 
two.  She  is  of  a  worrying  temperament,  as  she  says  her 
mother  was  before  her,  and  has  had  a  good  deal  of  cause  for 
anxiety  on  account  of  prolonged  illness  in  her  family.  Her 
mother  is  of  a  nervous  temperament,  and  walks,  it  is  said,  with 
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an  ataxic  gait.  This  difficulty  in  walking,  it  seems,  began  a 
good  many  years  ago,  but  has  been  much  worse  for  four  years, 
smce  an  attack  of  "rheumatic  fever."  Before  that  it  was  hardly 
noticed. 

One  year  before  her  first  visit  to  me  this  patient  began  to 
have  blurring  of  the  eyesight,  although  no  error  of  refraction 
was  discovered  by  the  oculist  who  then  examined  her.  This 
impairment  of  vision  has  continued  to  trouble  her,  so  that  she 
has  difficulty  in  threading  a  needle  and  sometimes  even  in 
recognizing  her  friends  as  they  pass  on  the  street. 

Soon  after  this,  that  is,  nine  months  or  more  ago,  her  gait 
became  somewhat  ataxic,  and  at  about  the  same  time — perhaps 
in  consequence  of  the  impaired  control — she  fell  and  broke  her 
arm. 

At  one  time  she  had  a  strong  sense  of  constriction  about  the 
thighs,  midway  between  the  knee  and  hip,  and  soon  after  the 
difficulty  of  walking  was  first  observed  she  had  a  sense  of 
numbness  in  the  hands  and  arms,  and  some  degree  of  actual 
impairment  of  the  touch  sense  in  the  fingers;  now  no  longer 
present. 

On  physical  examination  she  was  found  to  have  static  and 
motor  ataxia  of  both  upper  and  lower  limbs,  slight  in  the 
former,  but  strongly  marked  in  the  latter,  so  that  it  caused  her 
serious  inconvenience  in  walking. 

Ophthalmoscopic  examination  showed  a  paleness  of  the 
disks,  especially  the  right,  the  vessels  standing  out  with  undue 
sharpness.  Vision  was  impaired  at  least  one-half.  The  wrist, 
knee,  and  ankle  reflexes  were  all  somewhat  exaggerated. 

For  the  treatment  of  the  ataxia,  the  patient  was  placed 
under  carefully  supervised  gymnastic  treatment,  and  although 
it  is  but  three  months  since  this  was  begun,  the  results  have  far 
exceeded  my  expectation.  The  patient  has  acquired  a  skill  and 
confidence  such  that  to  a  casual  observer  her  gait  would  almost 
pass  for  normal. ^^ 

I  will  say,  in  passing,  that  my  experience  in  the  treatment  of 
true  tabetic  ataxia  by  this  method  leads  me  to  think  that  it 
affects  something  more  than  a  simple  improvement  in  co-ordi- 
nation. The  paresthesias  also  are  sometimes  less  complained 
of,  and  it  may  be  that  something  is  done  toward  a  real  arrest  of 
the  disease. 

I  am  encouraged  by  this  thought  to  recommend  suitable 
gymnastic  treatment  even  when  no  marked  inco-ordination  is 
present.  The  restoration  of  functional  activity  is  the  end  to  be 
sought  at  all  hazards. 

^^This  patient  grew  worse  again  later,  and  is  failing,  but  another  in 
same  condition  has  maintained  her  improvement  for  several  vears. 
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The  histories  of  the  cases  followed  by  autopsy  are  given  in 
brief  in  the  latter  portion  of  this  article. 

In  glancing  over  these  clinical  histories,  especially  with  the 
post-itiortem  findings  in  mind,  two  or  three  conclusions  strike 
one  as  being  almost  inevitable.  Firstly,  it  seems  clear  that  we 
have  to  deal  with  a  fairly  definite  form  of  disease,  almost  as 
definite  as  tabes,  though  with  a  somewhat  less  rich  and  varied 
symptomatology.  In  using  the  term  ''disease"  for  both  these 
affections,  we  mean  to  imply  that  they  represent,  as  it  were, 
special  "plains  of  cleavage,"  or  modes  of  dissolution  of  the 
nervous  system.  Even  if  the  morbid  changes  are  due  to  a 
poison,  nevertheless  they  imply,  too,  a  definite  construction,  and 
definite  liabilities  of  the  nervous  system,  such  as  would  make  it 
react  in  almost  the  same  way  to  a  variety  of  (toxic?)  causes. 

Secondly,  the  question  might  be  raised  whether  the  pro- 
gression of  the  disease  implies  the  continuous  action  of  some 
toxic  agent.  It  does  not  seem,  as  a  matter  of  fact,  absolutely 
necessary  to  assume  this  to  be  true.  One  may  imagine  that  if 
the  first  injury  suffered  by  the  nervous  system  interrupted  the 
normal  play  of  important  functions,  that  very  lack  of  functional 
activity  itself  might  lead  to  further  degeneration,  and  so  on. 
To  these  interacting  and  mutually  reinforcing  causes  of  in- 
creasing decay  would  soon  be  added, of  course, the  unfavorable 
conditions  of  local  nutrition  due  to  the  process  itself  acting  on 
neighboring  parts,  and  also  the  unfavorable  conditions  arising 
from  the  failure  of  general  nutrition. 

Finally,  while  we  are  ready  to  admit  that  the  grouping  sug- 
gested by  Bastianelli,  as  well  as  by  Russell,  Batten  and  Collier, 
is  useful  as  a  working  principle,  and  perhaps  corresponds  to 
certain  real  clinical  and  anatomical  peculiarities;  yet  we  cannot 
admit,  with  the  latter  authors,  that  the  spinal  degeneration  at- 
tendant on  pernicious  anemia  ought  not  to  be  classed  with  the 
chronic  sub-acute  degenerations  such  as  they  and  we  mainly 
describe.  On  the  contrary,  it  seems  to  us  that,  whether  one 
looks  at  the  cases  from  the  standpoint  of  the  degree  of  the 
anemia,  or  of  the  duration  of  the  spinal  symptoms,  or  of  the 
intensity  and  nature  of  the  anatomical  changes,  gradations  be- 
tween the  two  groups  referred  to  are  everywhere  apparent.^^ 

"It  is  perhaps  true  that  a  loss  of  knee-jerks  is  more  likely  to  occur 
early  in  the  pernicious  anemia  cases. 
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If  the  spinal  changes  occurring  in  pernicious  anemia  do  not  be- 
long in  the  same  group  with  the  others,  the  question  would 
immediately  arise  where  they  do  belong.  For  they,  too,  are 
certainly  of  toxic  origin,  and  a  study  of  them  cannot  fail  to 
throw  light  on  the  other  sub-acute  degenerations  of  analogous 
character.^® 

As  regards  treatment,  we  believe  the  essential  point  to  be 
the  restoration  of  functional  activity  so  far  as  that  is  practicable, 
especially  by  graduated  gymnastics. 

(To  be  continued.) 

"^Since  the  above  paper  was  sent  to  press  a  case  has  come  under  my 
care  which  seems  to  me  to  bear  out  and  illustrate  the  statement  given 
in  the  text  as  to  the  relation  between  the  spinal  degeneration  attendant 
on  pernicious  anemia  and  the  subacute  form  associated  with  general 
cachexia  or  even  occurring  without  any  disorders  of  nutrition. 

The  patient  is  a  lady  sixty-nine  years  old,  small  in  stature  like 
many  of  the  patients  referred  to  above,  and  never  robust,  and  with 
two  daughters,  of  whom  the  same  statement  might  be  made.  For  ten 
or  twelve  years,  that  is,  for  a  period  which  began  apparently  with  the 
illness  and  death  of  her  husband,  after  a  distressing  sickness,  she  has 
been  particularly  ill,  though  even  previous  to  this  her  health  had  been 
impaired  by  a  series  of  debilitating  attacks  of  some  inflammatory  affec- 
tion of  the  face,  which  recurred  year  after  year.  Two  years  ago  she 
had  an  illness  called  the  grippe,  and  at  this  time  the  anemia  began  to 
assume  a  distinctly  pernicious  character  and  the  spinal  symptoms  also 
began  to  show  themselves  in  the  usual  form  of  paresthesia  oi  the 
fingers. 

About  a  year  ago  the  blood  was  examined  by  an  expert  pathologist, 
Dr.  Mark  W.  Richardson,  and  unequivocal  signs  of  pernicious  anemia 
were  found. 

Except  for  slight  and  temporary  improvement  both  sets  of  symp- 
toms have  been  progressively  increasing,  so  that  now  the  patient  is 
almost  confined  to  the  bed  or  chair,  and  presents  a  bloodless  appear- 
ance and  well  marked  anemic  heart  murmurs.  The  knee-jerk  is  absent 
on  each  side. 

It  will  thus  be  seen  that  while  the  case  is  obviously  one  of  per- 
nicious anemia,  the  spinal  symptoms  have  been  of  two  years'  duration 
while  the  early  history  of  the  case  justifies  the  placing  of  it  in  the  same 
c-.tegory  with  a  number  of  the  others  on  which  the  statistics  of  the  paper 
were  based.  It  resembles,  for  example,  Case  IV  of  those  reported 
with  autopsy,  although,  unfortunately,  in  the  latter,  no  blood  examina- 
tion was  made  during  the  later  part  of  the  patient's  life  when  the  anemia 
had  become  very  great. 


REPORT  OF  A  CASE  OF  BRAIN  INJURY,  WITH  PECULIAR 
WHISTLING  SPELLS  FOLLOWING  OPERATION.* 

By  William  C.  Krauss,  M.D., 

BUFFALO,   N.   Y. 

The  following  interesting  case  of  brain  injury,  with  conse- 
quent periods  of  whistling,  attracted  considerable  attention 
among  the  daily  papers  at  the  time,  and  from  their  reports  of 
the  case  it  soon  became  evident  that  something  extraordinary 
had  taken  place.     The  facts  of  the  case  are  as  follows : 

C.  M.,  age  27;  of  Polish  descent;  his  occupation  being 
that  of  herdsman  in  the  East  Buffalo  stock-yards,  was  a  pow- 
erfully built  man,  about  six  feet  in  height,  and  weighed  in 
the  neighborhood  of  230  pounds.  As  to  his  habits  and  pre- 
vious illnesses  but  little  could  be  learned,  save  that  some 
months  previous  to  the  accident  he  had  suffered  a  stroke  of 
apoplexy,  resulting  in  a  hemiplegia  of  the  left  side  of  the  body. 
He  was  slowly  regaining  use  of  the  left  arm  and  leg,  and  was 
able  to  drive  stock  about  the  yards  and  across  the  railroad 
tracks. 

On  the  morning  of  December  30,  1898,  he  was  found 
lying  along  the  railroad  tracks,  having  been  struck  by  some 
passing  train  during  the  night.  He  was  sent  to  the  Fitch 
Accident  Hospital,  in  an  unconscious  condition,  and  did  not 
regain  consciousness. 

On  close  examination  at  the  hospital  it  was  found  that  he 
had  received  three  scalp  wounds — one  two  inches  long  over 
the  occiput,  one  two  and  one-half  inches  long  over  the  left 
parietal  eminence,  and  one  two  inches  long  over  the  left  fron- 
tal region.  There  was,  moreover,  a  depressed  fracture  of  the 
skull,  three  inches  above  and  one  inch  behind  the  left  ear.  No 
other  important  findings  were  noted  except  a  few  body  wounds 
of  minor  importance. 

He  was  immediately  trephined,  and  the  depressed  bone  re- 
moved.   On  removing  him  to  his  bed  it  was  necessary  to  strap 

*Read  by  title  before  the  26th  annual  meeting  of  the  American 
Neurological  Association,  May  1-3,  1900. 
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his  arms,  as  he  constantly  tried  to  remove  the  bandages  witli 
his  right  arm  or  waved  it  up  and  down,  not  resting  quietly. 

About  ten  o'clock  at  night  he  began  to  whistle,  not,  how- 
ever, the  "popular  songs  of  the  day,"  but  the  whistle  calls  he 
was  accustomed  to  use*-  in  calling  or  driving  his  flocks.  He 
would  continue  whistling  for  about  one  minute,  then  would 
cease  for  five  or  ten  minutes,  and  kept  this  up  at  regular  in- 
tervals until  he  died,  January  3,  1899,  at  10.30  P.  M.  At  no 
time  was  it  possible  to  distinguish  any  melody.  The  sounds 
were  of  the  satne  pitch  and  intensity,  and  of  the  same  charac- 
ter. They  were  audible  throughout  the  ward,  and  attracted 
the  attention  of  patients  and  attendants.  To  the  physicians 
in  attendance  it  was  a  strange  experience  to  hear  these  whistle 
calls  coming  from  a  patient  in  a  state  of  unconsciousness.  It 
was  impossible  to  rouse  the  patient  at  any  time  before  or  after 
the  accident,  and  he  died,  whistling  a  few  minutes  before 
death.  There  was  complete  loss  of  control  over  the  bladder 
and  rectum,  no  increased  temperature;  pulse  slightly  lowered. 
He  was  put  on  milk  diet,  and  given  stimulants  in  abundance. 

The  case  is  an  unique  one,  and  one  for  which  I  offer  no 
explanation.  Its  peculiar  feature,  the  whistling  spells,  entitles 
it  to  publication,  and  may  serve  to  call  forth  other  similar 
cases. 


BRUSH  MASSAGE. 
By  Frank  R.  Fry,  A.M.,  M.D. 

PROFESSOR    OF    DISEASES    OF   THE    NERVOUS    SYSTEM,    MEDICAL    DEPARTMENT 
WASHINGTON   UNIVERSITY,   STT  LOUIS,   MO. 

The  use  of  dry  bristle  brushes  for  the  purpose  of  massag- 
ing is  a  simple  process,  yet  after  more  than  three  years'  con- 
stant experience  with  it  I  can  pronounce  it  very  effective. 
It  also  has  advantages  in  many  instances  over  ordinary  mas- 
sage methods  which  I  think  warrant  me  in  calling  attention 
to  it.  It  is  simple  and  easily  learned,  and,  therefore,  in  line 
with  the  modern  tendency  to  simplify  and  not  to  elaborate  any 
of  the  methods  used  in  manipulative  therapeutics,  as  massage, 
hydrotherapy,  etc.;  the  idea  being,  I  think,  to  reduce  them  to 
simple  methods  as  far  as  possible,  which  may  be  compre- 
hended in  the  ordinary  hygienic  care  of  the^  largest  possible 
number  of  our  patients. 

As  I  have  employed  it,  brush  massaging  consists  in  knead- 
ing all  accessible  portions  of  the  body  with  brushes.  The  brush 
is  kept  in  contact  with  the  skin  and  manipulated  with  a  com- 
bined circumductory  and  creeping  movement,  and  with  a  vary- 
ing degree  of  rapidity  and  pressure.  The  dry  brush  adheres 
to  the  skin,  drawing  with  it  the  superficial  structures  in  a  way 
that  can  hardly  be  described,  but  which  is  readily  discovered 
on  trial.  As  the  amplitude  of  the  different  movements  depends 
much  on  the  length  of  bristle  and  spring  of  the  brush,  the  com- 
bined or  special  movement  almost  imparts  itself  to  the  hand  of 
the  operator,  at  least  it  is  easily  acquired.  Specially  con- 
structed brushes  are  not  necessary.  From  a  good  assortment 
of  flesh  brushes  one  may  always  select  suitable  ones  for  this 
purpose.  I  generally  find  well-made,  leather-back  ones  the 
most  acceptable.  Working  regularly  with  this  method  the 
operator  soon  understands  how  to  graduate  it  to  patients  of 
greater  or  less  sensitiveness,  and  when  to  use  a  soft  and  when 
a  firm  brush.  Of  course  the  attending  physician  should  re- 
tain an  intelligent  surveillance;  something,  by  the  way,  which 
many  of  us  too  often  fail  to  do  in  placing  patients  in  the  hands 
of  masseurs  and  the  like. 

24 
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It  is  almost  uniformly  acceptable  to  patients,  we  may  sa\ 
always  so  when  cautiously  begun  and  from  day  to  day  in- 
creased in  force,  with  a  soft,  pliable  brush  to  begin  with  and 
a  more  severe  one  later  on.  The  rapidity  with  which  the  skin 
and  muscles  gain  a  tolerance  will,  I  think,  surprise  those  who 
have  not  witnessed  it.  In  some  instances  it  has  seemed  to  me 
almost  wonderful.  And  it  is  very  gratifying  indeed  to  the 
patients  to  remark  this  rapidly  increasing  capacity  on  their 
part  to  endure  a  good  rubbing  of  this  kind. 

One  of  the  advantages  of  this  method  to  me  has  been  that 
I  have  had  no  trouble  in  obtaining  operators  whom  I  could 
control  and  trust,  and  at  the  same  time  bring  the  benefits  of  the 
treatment  within  the  financial  range  of  persons  of  moderate 
means.  Not  infrequently  some  member  of  a  patient's  family 
gives  the  daily  rub  in  an  efficient  manner,  after  being  in- 
structed by  some  proficient  person.  This  is  a  great  ad\'^ntage 
in  chronic  cases  when  the  continuous  employment  of  massage 
talent  would  become  a  serious  drain  upon  a  slender  ex- 
chequer. On  the  other  hand,  a  dainty  operator  with  a  display 
of  nice  looking  brushes  and  a  skillful  use  of  them  can  fur- 
nish a  seance  of  thirty  to  sixty  minutes  quite  to  the  taste  of 
our  most  fastidious  class  of  lady  lovers  of  massage.  Trained 
nurse  pupils  I  have  found  to  acquire  the  process  most  readily. 
In  one  institution  in  which  I  have  had  most  of  my  sanitarium 
cases  in  the  past  three  years  the  nurses  have  made  the  brush 
rubs  popular  by  the  excellent  manner  of  administering  them. 
As  a  rule  they  like  to  continue  the  use  of  them  when  they  get 
out  into  private  work,  because  they  notice  the  beneficial  and 
gratifying  effects  to  their  patients. 

The  method  is  effectual  in  the  heaviest  work  for  which 
massage  is  employed.  Several  capable  and  experienced  mas- 
seuses have  found  much  satisfaction  in  using  the  brush  in  the 
manner  here  described,  and  have  told  me  that  they  liked  it 
especially  in  the  heaviest  work,  as,  for  instance,  in  reducing 
fat  subjects.  On  the  other  hand,  w^hen  the  most  gentle  manip- 
ulations are  required,  I  have  been  equally  pleased  with  it,  for 
example,  in  several  cases  of  torticollis  and  other  tics,  certain 
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cases  of  tabes  which  could  not  tolerate  ordinary  massage,  neu- 
ralgias, neuritis,  etc. 

It  is  an  excellent  means  of  relieving  lithemic  and  neuras- 
thenic aches  and  pains  of  all  descriptions,  and  especially  the 
neck  and  back  paresthesias,  which  torment  this  class  of  sub- 
jects. It  is  a  good  daily  exercise  for  the  ordinary  run  of  neu- 
rasthenics, many  using  the  dry  brush  upon  themselves  daily 
when  not  situated  to  have  the  rub  from  other  hands,  which  is 
always  much  preferable. 

It  is  hardly  necessary  that  I  should  even  briefly  indicate 
the  range  of  cases  to  which  the  brush  massage  is  applicable, 
especially  in  mentioning  it  to  neurological  practitioners,  to 
whom  this  communication  is  more  particularly  addressed,  and 
whom  I  should  like  to  find  employing  it,  believing  they  will, 
in  a  measure  at  least,  share  my  own  experience  with  it. 


NEW  YORK  NEUROLOGICAL  SOCIETY. 
October  2,  1900. 
Dr.  J.  Arthur  Booth  in  the  chair. 
PERIODICAL  PSYCHOSES. 
Dr  A.  B.  Defendorf  read  this  paper.  He  said  that  years 
ago  all  forms  of  insanity  were  looked  upon  as  more  or 
less  periodical,  but  gradually  this  list  had  been  reduced 
to  periodical  mania  and  periodical  melancholia.  The  Eng- 
lish and  American  observers  have  been  slow  to  recognize 
periodical  insanity.  The  records  of  hospitals  for  the  insane 
show  it  to  constitute  a  not  inconsiderable  percentage  of  cases 
admitted,  coming  second  to  dementia  praecox.  These  cases 
are  characterized  by  intense  psychomotor  restlessness,  yet 
they  exhibit  no  signs  of  fatigue  after  weeks  or  months  of  ex- 
cessive motion.  One  of  the  striking  features  of  this  form  is 
that  consciousness  continues  unclouded.  In  the  extreme 
maniacal  condition  called  delirious  mania  their  consciousness 
of  surroundings  does  become  clouded.  These  patients  are 
rich  in  words  if  not  in  ideas.  Delusions  when  present  are 
transitory,  and  are  usually  of  the  expansive  type.  They  are 
happy  and  contented,  yet  they  change  very  suddenly  from 
happiness  to  melancholia  or  7'ice  versa.  In  the  depressive 
form,  the  associations  of  ideas  show  retardation,  and  the  emo- 
tional attitude  is  uniformly  one  of  depression  or  despair.  More 
or  less  stable  delusions  are  present.  Cases  would  be  found 
showing  both  the  maniacal  and  depressive  elements,  but 
usually  one  or  the  other  predominates.  The  most  prominent 
etiological  factor  is  defective  heredity,  it  'being  found  in  from 
70  to  80  per  cent.  Other  causes  are  shock,  acute  diseases  and 
mental  strain.  Where  the  first  attack  occurs  after  childbirth 
it  is  likely  to  recur  with  each  succeeding  confinement,  and 
continue  after  the  climacteric.  The  first  attack  is  likely  to 
be  of  the  depressive  form.  More  than  half  of  the  cases  occur 
before  the  age  of  twenty-five.  As  the  attacks  are  repeated 
the  lucid  intervals  tend  to  shorten.  During  these  intervals 
the  mental  faculties  are  fully  retained.  The  prognosis  of  the 
psychoses  is  bad.  During  the  height  of  the  disease,  or  in  the 
extremely  maniacal  or  depressive  forms,  death  may  occur 
from  exhaustion,  or  may  be  self-inflicted.  The  author's  con- 
clusions were:  (i)  Periodical  insanity  is  characterized  by  a 
definite  symptomatology,  which  permits  of  diflferentiation  in 
the  first  attack;  it  is  a  prominent  psychosis. 

Dr.  B.  Sachs  said  that  while  all  recoj^nized  that  there  was  such 
a  thing  as  periodical  insanity,  there  was  danger  lurking  in  the  term, 
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because  almost  all  forms  of  mental  phenomena  are  apt  to  exhibit  a 
tendency  to  recurrence.  For  this  reason  it  should  be  insisted  that 
there  must  be  a  regular  recurrence,  for  instance,  of  mania  and  de- 
pression with  perhaps  a  lucid  interval.  It  was  rather  curious  that 
those  describing  periodical  insanity  insist  that  there  must  be  marked 
depression.  He  could  recall  a  case  of  distinct  hypochondriasis  fol- 
lowed by  a  lucid  interval  of  seven  years  and  then  an  attack  of  pro- 
nounced melancholia.  There  was  again  a  lucid  interval  followed  by 
an  attack  of  mania.  Attention  was  called  to  the  remarkable  sudden- 
ness with  which  the  patient  passes  from  one  state  to  another.  He 
had  had  under  observation  a  girl  who  had  been  in  a  state  of  de- 
pression for  over  eight  months,  and  then  very  suddenly  had  had  a 
lucid  interval  lasting  one  year.  This  had  in  turn  been  followed  by 
acute   mania. 

Dr.  W.  D.  Granger  said  that  a  few  cases  of  undoubted  circular 
insanity  were  so  decided  in  their  symptoms  that  they  could  not  be 
mistaken  for  anything  else.  This  was  particularly  true  if  the  person 
was  seen  late  in  life,  and  had  a  history  of  recurrent  attacks  extending 
over  many  years.  There  were,  however,  many  cases  less  pronounced 
in  type,  rendering  it  dif^cult  to  classify  them.  He  had  personally  seen 
only  a  few  cases  of  circular  insanity.  He  had  never  seen  the  sudden 
changes  referred  to  by  the  last  speaker,  nor  had  he  ever  seen  a  case 
of  true  incoherence  in  connection  with  circular  insanity.  He  had 
seen  several  cases  of  recurrent  insanity  in  which  there  would  be  from 
two  to  five  attacks  of  rather  mild  melancholia.  He  had  had  a  young  lady 
suffering  from  this  form  of  insanity,  and  also  her  mother,  brother 
and  sister.  The  sister  had  had  a  mOiSt  violent  mania,  proved  at 
autopsy  to  have  been  a  complication  of  typhoid  fever.  She  had  had 
periodical  attacks  of  active,  though  not  violent,  mania.  Another  form 
of  the  circular  type  that  he  had  noticed,  and  had  never  seen  described  in 
the  text-books,  was  the  form  of  chronic  mania  developing  in  the 
last  few  years  of  life,  recurrent  attacks  of  mania  and  melancholia. 

Dr.  William  H.  Thomson  said  that  he  had  had  under  his  con*- 
tinuous  observation  for  ten  years  a  case  of  periodical  insanity,  and 
probably  the  only  one  to 'which  he  would  be  willing  to  apply  the' 
term  perioalcal  insanity.  The  attacks  had  recurred  regularly  every 
other  day  all  these  years.  The  patient  was  a  man,  forty-eight  years 
of  age,  when  the  disease  had  first  set  in.  There  was  no  hereditary 
psychosis.  At  the  beginning  he  had  been  attacked  with  melancholia, 
and  had  attempted  suicide.  Attention  had  been  early  directed  to  the 
fact  that  his  condition  was  worse  every  other  day,  and  for  this  reason 
he  had  had  most  thorough  and  persistent  antimalarial  treatment. 
When  first  seen  by  the  speaker,  his  memory  had  been  good,  and  he 
had  been  in  no  way  irrational.  The  temperature  had  been  normal. 
The  next  day  his  temperature  had  risen  to  ioi°  F.,  and  he  had  become 
delirious.  On  the  following  day  his  condition  was  that  noted  at  the 
first  visit.  The  febrile  symptoms  had  ceased  after  about  three  months, 
but  in  other  respects  the  case  had  kept  up  this  alternation  ever  since 
that  time.  Examination  of  his  secretions  had  thrown  no  light  what- 
ever on  the  etiology  of  his  singular  mental  disturbance.  The  type 
was  that  of  melancholia  with  excitement.  He  had  never  been  truly 
maniacal.  Regarding  periodical  psychoses  in  general,  Dr.  Thomson 
said  he  could  not  agree  with  the  reader  of  the  paper  that  they  con- 
stituted such  a  definite  class,  for  if  so  they  should  be  definitely  peri- 
odical. Another  case  was  then  cited,  in  which  the  attacks  had  begun 
with  talkativeness  and  an  appearance  of  well-being,  which  would  last 
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for  about  six  weeks,  and  would  be  followed  by  extreme  mental  de- 
pression. At  no  time  was  the^e  any  confusion  of  personality  or  any  de- 
lusions. The  attacks  of  mental  paresis  would  last  two  or  three  months, 
and  would  usually  come  on  every  winter.  Such  a  case  seemed  to  him 
a  true  example  of  periodical  psychosis,  but  many  of  those  described 
in  the  paper  seemed  to  him  to  come  rather  under  the  head  of  relaps- 
ing than  periodical  insanity. 

Dr.  William  M.  Leszynsky  said  that  no  one  could  tell  at  the 
first  attack  whether  there  would  be  recurrence  or  not.  With  a  good 
previous  history  it  was  an  entirely  different  matter. 

Dr.  L.  Pierce  Clark  said  that  while  in  a  hospital  for  insane  he 
had  seen  a  case  of  intermittent  mental  stupor  which  recurred  at  short 
and  fairly  regular  intervals,  thus  resembling,  in  some  respects,  the 
case  reported  by  Dr.  Thomson.  Such  cases  were  very  rare,  only  six 
being  on  record.  Sudden  transitions  were  quite  characteristic  in  the 
mental  disorder  first  described  by  Charcot  in  connection  with  mental 
epilepsy.  • 

Dr.  Defendorf  said  that  the  periodicity  was  the  characteristic  of 
the  whole  course  of  the  disease  throughout  the  life  of  the  individual, 
and  it  was  certainly  an  irregular  periodicity.  But  there  were  certain 
fundamental  symptoms,  such  as  the  condition  of  the  memory,  the 
tendency  towards  deterioration,  and  in  the  character  of  the  delusions 
and  hallucinations  upon  which  the  diagnosis  should  be  founded.  Rela- 
tive to  the  sudden  transitions  from  one  state  to  another,  he  said  that 
this  occasionally  happened,  sometimes  over  night. 

STATUS  EPILEPTICUS;  ITS  NATURE  AND  PATHOLOGY. 

Drs.  L.  P.  Clark  and  T.  P.  Prout  presented  this  paper,  Dr. 
Clark  reading-  the  clinical  portion.  About  forty-five  cases 
formed  the  basis  of  the  paper.  Unfortunately  only  five  cases 
could  be  studied  histo-pathologically.  The  modern  notion  of 
status  is  that  it  is  the  acme  or  true  climax  of  the  disease,  and 
not,  as  formerly  supposed,  a  chance  termination  of  epilepsy 
that  by  proper  treatment  could  have  been  avoided.  It  is  a  state 
of  epilepsy  in  which  one  seizure  follows  another  so  closely  that 
the  previous  psychical  exhaustion  is  not  recovered  from.  One 
patient  at  the  Craig  Colony  for  Epileptics  had  384  typical 
psychic  seizures  in  one  day.  Status  occurs  with  about  equal 
frequency  in  all  the  dififerent  forms  of  epilepsy,  except  that 
dependent  upon  organic  brain  disease.  The  latter  constitutes 
one-half  of  all  the  cases  of  status.  Exhaustion-paralysis  is 
very  characteristic  of  status.  No  foundation  had  been  found 
for  the  statements  of  some  writers  that  either  age  or  sex 
exerts  any  influence.  According  to  their  experience,  the 
shortest  intervals  had  been  in  those  developing  their  epilepsy 
between  the  age  of  ten  and  sixteen  years.  On  an  average, 
eleven  years  elapse  between  the  beginning  of  the  epilepsy  and 
the  occurrence  of  status.  Menstruation  in  women  does  not 
seem  to  be  productive  of  status.  In  the  great  majority  of 
cases  the  approach  of  status  is  denoted  by  a  steady  increase 
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in  the  frequency  of  the  epileptic  seizures.  They  had  seen  300 
attacks  a  day  in  several  cases,  and  still  recovery  had  occurred. 
One  case  had  had  status  epilepticus  for  twelve  days,  and  had 
recovered,  having  had  during  this  time  1,800  seizures.  The 
temperature  elevation  in  status  usually  begins  after  the  first 
severe  convulsion,  and  there  is  usually  a  direct  ratio  between 
the  number  and  severity  of  the  convulsions  and  the  elevation 
of  temperature.  The  record  of  the  pulse,  temperature  and 
frequency  of  respiration  gives  the  best  indication  of  the  sever- 
ity of  the  status.  Generally  the  maximum  of  the  fever  marks 
the  maximum  of  the  seizures,  and  if  the  fever  persists  after 
this,  one  should  be  led  to  suspect  some  complication.  Oc- 
casionally the  fever  subsides  by  crisis.  Occasionally  also  the 
temperature  rises  to  107°  or  108°  F.  As  to*  the  cause  of  the 
fever  curve,  he  said  that  some  look  upon  the  elevation  of  tem- 
perature as  purely  psychical,  while  others  believe  it  is  the 
result  of  a  direct  effect  on  the  heat  center.  Ihe  pulse  rate 
increases  in  frequency  with  each  attack,  but  the  pulse  curve 
usually  runs  nearly  parallel  to  the  temperature  curve,  though 
responding  more  slowly  on  recovery  from  status.  Almost 
always  there  is  Cheyne-Stokes  respiration,  but  it  is  not  so  un- 
favorable a  symptom  as  in  some  other  disorders.  Both  pneu- 
monia and  pleurisy  are  fairly  frequent  comphcations.  The 
prognosis  of  status  is  necessarily  grave.  A  low  temperature 
is  supposed  to  be  a  fair  sign,  though  there  may  be  recovery 
after  a  temperature  of  107.5°  F-  Paralysis  of  the  muscles  of 
deglutition  is  a  very  unfavorable  sign.  The  gradual,  steady 
increase  in  the  symptoms  is  the  most  unfavorable  sign  of  all. 
Many  patients  have  a  record  of  two  to  five  status  periods,  and 
it  is  probable  that  the  mortality  does  not  exceed  25  per  cent.  ' 
It  is  possible  to  abort  a  case  of  status  if  taken  in  time,  and  cer- 
tainly the  present  mortality  should  be  reduced.  The  plan  of 
treatment  pursued  in  the  cases  mentioned  in  the  paper  was  as 
follows:  At  the  outset  the  patient  was  given  a  dose  com- 
posed of  twenty-five  grains  of  bromide,  twenty  grains  of 
chloral  and  a  large  dose  of  opium  and  morphine.  If  the  con- 
vulsions were  not  controlled,  thirty  or  forty  grains  of  chloral 
were  given  by  the  rectum,  and  if  this  was  not  sufficient,  bro- 
mide was  given  hypodermically  in  a  part  of  the  body  that 
would  be  the  least  painful  if  abscesses  formed,  as  they  often  do 
after  such  injections.  The  injections  are  very  painful  and 
should  only  be  given  in  the  stuporous  stage.  They  usually 
control  the  condition. 

Dr.  Prout  then  took  up  the  pathological  side  of  the  sub- 
ject.    He  said  that  the  modern  belief  was  that  the  epileptic 
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Storm  has  its  seat  in  the  cortex.  Recent  experimental  re- 
search seemed  to  warrant  the  following  conclusions:  (1)  That 
the  transmission  of  the  impulse  in  epilepsy  is  through  the 
extra-pyramidal  tracts  which  transmit  motor  reflex  impulses; 
(2)  that  the  sensory  portions  must  be  irritated  in  order  to 
produce  the  fit,  and  (3)  the  fit  appears  to  be  a  complex  refiex 
phenomenon.  The  paper  was  founded  on  a  study  of  thirteen 
cases.  In  all  but  two  the  post-mortem  examination  was  made 
within  seven  hours  after  death.  The  changes  found  in  the 
brain  are  by  far  the  most  pronounced  in  the  status  cases.  The 
degree  of  chromatolysis  seems  to  depend  upon  the  number 
and  severity  of  the  convulsions.  In  the  cells  of  the  second 
layer  the  nucleus  is  swollen  markedly,  the  nuclear  membrane 
is  hazy  and  indistinct,  and  the  neucleolus  is  frequently  re- 
placed by  a  granular  mass.  These  are  especially  numerous 
in  the  status  cases.  Many  nucleoli  were  found  far  removed 
from  the  cells  to  which  they  belonged.  He  had  examined  the 
normal  human  brain  with  regard  to  this  nucleolar  extrusion, 
and  had  found  it  comparatively  infrequent.  Leucocytes  cling- 
ing to  degenerated  nerve  cells  were  also  very  frequently 
observed.  The  neuroglia  was  studied  in  seven  cases,  and  the 
conditions  found  varied  a  good  deal.  A  broadening  of  the 
outer  cortical  layer  was  fairly  constant,  and  occurred  appar- 
ently at  the  expense  of  the  cortical  layer.  The  condition  of 
the  neuroglia  seemed  to  depend  largely  upon  the  condition  of 
the  epilepsy.  It  was  more  pronounced  in  the  insane  epileptic 
than  in  cases  of  simple  epilepsy.  When  morbid  processes 
attack  the  nucleus,  the  vitality  of  the  cell  itself  is  endangered. 
The  increase  in  the  neuroglia  is  the  result  of  nerve-cell  de- 
struction. The  author's  conclusions  were:  (i)  It  would 
seem  that  epilepsy  is  essentially  a  sensory  phenomenon;  (2) 
the  essential  lesion  pertains  to  the  nucleus  of  the  cortical  cells 
and  jeopardizes  the  cell;  (3)  the  chromatolysis  is  probably  a 
nutritional  change  brought  about  by  the  jeopardization  of  the 
nucleus ;  (4)  the  role  of  the  leucocyte  in  the  cortex  after  severe 
convulsions  is  most  probably  that  of  the  phagocyte;  (5)  the 
neuroglia  proliferation  in  epilepsy  is  one  of  the  jnore  remote 
consequences,  and  (6)  epilepsy  is  progressive  disease  of  which 
status  is  the  climax. 

Dr.  Schlapp  said  that  he  had  had  occasion  to  treat  two  cases  of 
status  the  past  summer,  and  both  had  recovered.  One  case  had  had 
thirty  attacks  in  eight  hours.  She  had  then  become  stupid  and  had 
finally  developed  hallucinations,  the  whole  condition  lasting  two 
weeks.  In  both  of  the  cases  there  was  such  a  large  quantity  of 
albumin  in  the  urine  that  the  latter  became  solid  on  boiling.  He 
thought  this  condition  was  commonly  present  in  status.  He  did  not 
think  it  was  right  to  assume  that  the  second  or  third  layer  of  cells 
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could  be  taken  as  sensory  cells,  so  much  depended  upon  the  par- 
ticular reg-ion  of  the  brain.  Most  of  these  cells  were  now  looked  upon 
as  association  cells,  thus  opposing  the  theory  of  Bruce. 

Dr.  Defendorf  asked  regarding  the  temperature  of  the  patient 
dying  in  status.  He  had  had  an  opportunity  of  studying  two  cases, 
and  in  both  there  had  been  what  had  been  called  "acute  alteration/' 
This  was  often  found  in  other  conditions,  particularly  where  there 
had  been  high  temperature. 

Dr.  Sachs  asked  whether  in  these  cases  of  status  epilepticus  gross 
changes  had  been  found  that  might,  in  some  way,  have  been  account- 
able for  these  cell  changes.  A  number  of  years  ago  he  had  examined 
the  brain  of  a  child  dying  in  status,  and  the  one  condition  found  at 
that  time  had  been  a  very  large  subpial  hemorrhage,  covering  almost 
the  entire  brain.  He  would  like  to  know  whether  in  the  brains  ex- 
amined by  Dr.  Prout  similar  condition's  had  been  found.  If  they 
had,  it  did  not  seem  to  him  fair  to  determine  the  true  pathology  of 
epilepsy  from  patients  who  have  died  in  status.  A  truer  knowledge  of 
this  pathology  should  be  obtained  from  a  study  of  the  brains  that  had 
not  undergone  such  secondary  changes.  The  plates  exhibited  showed 
cellular  changes  such  as  had  been  reported  in  a  number  of  very  widely- 
different  diseases  of  the  brain. 

Dr.  Schlapp  said  that  he  had  seen  recently  a  case  presentingr 
hemorrhages  througlnout  all  the  me'mbranes. 

Dr.  Leszynsky  said  that  fifteen  years  or  more  ago  he  had  pub- 
lished a  paper  entitled,  "Epilepsy  as  a  Cause  of  Death."  In  every- 
one of  the  cases  coming  to  autopsy  there  had  been  intense  venous 
stasis,  and  in  some  a  few  small  hemorrhages.  One  or  two  of  these 
patients  died  within  two  hours,  and  one  after  a  single  convulsion. 
A  very  competent  pathologist  had  made  the  autopsies.  At  that  time 
the  most  successful  method  of  treatment  of  these  cases  had  been  early 
venesection,  and  he  had  seen  no  reason  to  change  his  view  regarding 
the  efficacy  of  this  treatment.  The  injection  of  chloral  into  the  rectum 
was  certainly  very  satisfactory.  He  had  practised  venesection  because 
of  the  intense  venous  stasis,  not  only  found  at  autopsy,  but  seen  in  the 
face  of  the  patient. 

Dr.  L.  P.  Clark  said  that  album.inuria  had  been  frequently  ob- 
served in  the  cases  that  they  had  studied,  yet  the  degree  had  varied 
greatly,  and  had  not  been  at  all  in  proportion  to  the  severity  of  the 
seizures.  In  most  of  th*eir  cases  there  had  been  no  systematized  de- 
lusions present,  and  the  delirium  had  resembled  that  of  typhoid.  A 
very  large  number  of  gross  lesions  had  been  found  as  the  result  of 
the  severity  of  the  convulsions.  He  had  seen  intense  venous  engorge- 
ment and  hemorrhages,  though  sometimes  these  had  been  absent  in 
very  severe  cases  of  status. 

Dr.  Prout,  in  closing,  said  he  did  not  wish  to  be  understood 
ss  saying  that  the  invasion  of  the  cortex  with  leucocytes  is  character- 
istic of  epilepsy.  It  was  well  known  that  such  an  invasion,  was  marked 
in  general  paresis.  He  had  only  mentioned  the  fact  as  showing  that 
the  leucocyte  was  carrying  off  efTete  material.  In  speaking  of  the 
cells  of  the  second  layer,  he  had  referred  to  them  as  sensory  in  con- 
tradistinction to  those  which  we  are  accustomed  to  associate  with 
motor  phenomena.  He  did  not  think  it  had  been  conclusively  shown 
that  these  cells  are  associational  in  character.  Many  off  the  sections 
figured  in  the  plates  show  the  presence  of  punctate  hemorrhages. 
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The  President,  Dr.  William  G.  Spiller,  in  the  chair. 

A  CASE  OF  PROBABLE  CEREBELLAR  TUMOR. 

Dr.  David  Riesman  presented  a  patient,  a  married  man 
forty  years  of  age,  by  occupation  originally  a  forester,  but  now 
a  tailor,  without  neuropathic  family  history.  Venereal  infec- 
tion is  denied.  There  is  no  history  of  injury,  nor  of  the  abuse 
of  alcohol  or  tobacco. 

Nine  years  previously,  after  much  exposure,  the  man  be- 
gan to  suffer  from  severe  headache,  which  lasted  a  year  and  a 
half,  and  was  finally  relieved  by  a  remedy  that  appears  to  have 
been  iodide  of  potassium.  Five  years  ago  a  subjective  ver- 
tigo developed,  which  of  late  has  become  intensified,  so  that 
on  several  occasions  he  has  fallen,  whether  tx3  any  particular 
side  he  does  not  know.  Vision  is  good,  but  at  times  he  sees 
double.  Since  the  beginning  of  the  vertigo  there  has  also 
been  difficulty  in  walking,  the  gait  being  staggering  to  such  an 
extent  that  he  has  frequently  been  accused  of  intoxication. 
Two  years  ago  difficulty  in  walking  developed. 

He  has  never  vomited.  Headache  is  rare;  when  it  occurs, 
it  is  occipital.  Intelligence  and  memory  are  unimpaired.  The 
left  side  of  the  trunk  and  left  leg  are  a  little  numb,  and  the 
occasional  seat  of  pricking  sensations.  Sexual  power  is  greatly 
diminished.  On  percussion  the  skull  is  tender  along  the 
lambdoid  suture  and  over  the  occipital  bone.  The  pulse  is 
persistently  rapid.  There  is  a  well-marked  lateral,  and  to  a 
less  extent  oblique,  nystagmus.  The  pupils  are  equal  and 
react  promptly  to  hght,  and  there  is  no  ocular  palsy.  Ex- 
amination of  the  eye-grounds  shows  some  atrophy  of  the  optic 
nerve.  Hearing  is  much  impaired  on  the  left  side.  Motion 
of  the  soft  palate  is  somewhat  imperfect,  but  there  is  not  a 
complete  paralysis.  There  is  no  ataxia  of  the  arms  whatever, 
nor  any  loss  of  power.  The  gait  is  reeling  in  character;  the 
feet  are  not  lifted  high,  as  they  are  in  locomotor  ataxia.  He 
sways  a  little  on  standing  with  closed  eyes,  and  cannot  walk 
with  the  eyes  closed;  when  urged  to  do  so  he  lists  toward 
the  right.  He  has  to  rely  very  strongly  upon  the  balancing 
action  of  his  arms,  and  on  that  account  cannot  carry  anvthing 
in  his  hands  without  causing  his  gait  to  become  more  stag- 
gering. He  can  stand  on  either  leg  for  a  few  moments  with- 
out much  difficulty.  There  is  no  ataxia  of  the  legs  whatever 
in  the  recumbent  posture,  and  the  knee-heel  test  is  executed 
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without  difficulty.  When  lying  down  the  vertigo  disappears. 
There  is  no  impairment  of  power  in  the  lower  extremities. 
The  knee-jerks  are  both  exaggerated.  Ankle-clonus  is  in- 
constantly present.  The  plantar  reflexes  are  present;  the  cre- 
master  and  abdominal  reflexes  absent.  The  sphincters  are 
undisturbed.  Sensation  is  good  everywhere  except  in  the  left 
leg  and  in  the  left  side  of  the  trunk  up  to  the  costal  border 
in  front  and  to  the  neck  behind.  In  these  places  there  is  slight 
hypesthesia,  both  for  touch  and  for  heat  and  cold.  There  is 
no  curvature  of  the  spine,  nor  any  tenderness.  Electric  ex- 
amination shows  that  the  left  side  can  bear  a  stronger  current 
than  the  right;  the  muscles  respond  properly. 

Dr.  Riesman  thought  that  the  vertigo  and  reeling  gait  in 
this  patient  are  suggestive  of  a  cerebellar  lesion — one  involv- 
ing the  middle  lobe.  The  lesion  must  be  small,  as  the  signs 
of  pressure  are  not  marked.  The  numbness  of  the  left  side 
is  not  easily  explained.  There  might  be  pressure  upon  the 
sensory  tracts  of  the  medulla  or  on  portions  of  the  cerebellum 
through  which  afferent  fibers  pass  from  the  direct  cerebellar 
tract  or  from  parts  of  the  posterior  columns  and  the  antero- 
lateral ground  bundles.  The  differential  diagnosis  between 
tumors  of  the  prefrontal  region  and  of  the  cerebellum  is  diffi- 
cult. The  absence  of  all  mental  impairment  is  in  favor  of  the 
cerebellar  lesion,  although  by  no  means  conclusive.  A  tumor 
in  the  mid-brain  region,  involving  the  quadrigeminal  bodies, 
might  produce  many,  if  not  all  of  the  symptoms  present  in 
the  patient;  but  the  ocular,  and  perhaps  the  auditory,  symp- 
toms would  be  more  pronounced  if  the  tumor  sprang  from 
this  region.  On  these  grounds  the  lesion  is  believed  to  be  in 
the  cerebellum. 

As  to  the  nature  of  the  lesion,  it  is  possible  that  the  man 
had  a  gumma,  which  subsided  and  left  a  cicatricial  process  in 
its  place.  The  absence  of  specific  history,  as  is  well  known, 
does  not  exclude  the  existence  of  this  disease.  On  the  other 
hand,  iodides  often  cause  improvement,  even  in  the  absence 
of  syphilis,  so  that  the  nature  of  the  lesion  must  be  left  un- 
decided. 

Dr.  F.  X.  Dercum  agreed  with  the  speaker  that  this  probably 
was  a  case  of  cerebellar  disease,  but  he  thought  it  doubtful  that  the 
lesion  could  be  attributed  to  a  specific  cause.  It  is  well  known  that 
cases  of  cystic  glioma  often  get  better  under  the  use  of  the  iodides. 
He,  however,  thought  that  in  this  case  the  nature  of  the  lesion  was  a 
secondary  matter. 

Dr.  Spiller  asked  whether  Dr.  Riesman  had  taken  into  considera- 
tion the  possibility  of  internal  hydrocephalus  and  of  disseminated 
sclerosis ;  and  also  whether  the  patient  had  had  vertigo  more  intense 
when  lying  pn  one  side  or  the  other.     Dr.   Spiller  had  had  a  patient 
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with  symptoms  of  cerebellar  tumor,  who  had  intense  vertigo  when 
lying  on  the  left  side.  Shortly  after  this  two  similar  cases  were  re- 
ported by  Schmidt.  In  Schmidt's  cases  necropsy  showed  the  tumor 
to  be  on  the  opposite  side  from  that  the  lying  on  which  occasioned 
the   vertigo. 

Dr.  David  Riesman  said  that  his  patient  had  no  vertigo  on  lying 
dovvn.  He  had  considered  disseminated  sclerosis,  but  in  the  absence 
of  intention  tremor,  scanning  speech,  and  impairment  of  power,  he 
had  felt  warranted  in  excluding  this.  He  did  not  see  how  it  was  pos- 
sible to  differentiate  m  adults  between  internal  hydrocephalus  and 
cerebellar  growth.  A  number  of  cases  had  been  reported  in  which 
operation  was  done  for  tumor  and  internal  hydrocephalus  was  found. 
In  regard  to  the  nature  of  the  lesion,  he  did  not  wish  to  assert  posi- 
tively that  it  was  syphilitic.    It  might  be  a  s<clerotic  or  a  cystic  process. 

A    CASE    OF    MULTIPLE    NEURITIS    OF    THE    UPPER 
LIMBS,  POSSIBLY  THE  RESULT  OF  HYDRO- 
FLUORIC  ACID   POISONING. 

Dr.  W.  G.  Spiller  presented  a  man,  aged  fifty-eight  years, 
who  had  been  perfectly  healthy  until  last  March,  when  he 
worked  two  days  in  a  glass  manufactory  with  some  acid,  the 
name  of  which  he  did  not  know.  Another  man  who' worked 
with  him,  and  who  was  better  informed  of  the  danger  of  the 
occupation,  wore  rubber  gloves.  The  patient's  hands,  espe- 
cially the  right,  came  in  contact  with  the  acid.  Dr.  Lupin  had 
seen  him  when  the  neuritis  first  developed,  and  at  that  time 
the  hands  were  swollen,  hard  and  white,  and  were  without 
sensation.  When  the  patient  was  seen  by  Dr.  Spiller  in 
August,  1900.  right-sided  musculo-spiral  palsy  was  present, 
and  the  right  hand  could  not  be  raised  at  the  wrist.  Sensa- 
tion for  pain  and  touch  was  normal  on  the  palmar  and  dorsal 
aspects  of  each  hand.  The  flexion  of  the  right  hand  was  very 
feeble.  Resistance  to  passive  movement  at  the  right  elbow 
and  right  shoulder  was  good.  The  right  hand  and  forearm 
were  painful  on  slight  pressure.  Flexion  of  the  left  hand 
was  good,  and  extension  of  the  hand  was  better  than  that  of 
the  right  hand,  but  was  very  much  impaired.  Tenderness  to 
slight  pressure  was  felt  in  the  left  forearm  and  hand.  At  a 
later  examination  the  electrical  reactions  of  the  extensors  on 
the  right  forearm  were  quantitatively  diminished.  No  signs 
of  implication  of  the  lower  limbs  were  found. 

Dr.  Spiller  regarded  the  case  as  one  of  polyneuritis 
caused  by  the  local  contact  of  some  acid,  possibly  hydro- 
fluoric. 

Dr.  F.  Savary  Pearce  said  that  the  atypical  distribution  of  the 
palsy,  and  the  fact  that  the  right  hand  was  more  markedly  affected, 
reminded  him  of  a  case  of  lead  palsy  seen  in  the  Medico-Chirurgical 
Hospital.     He  at  first  thought  that  it  was  a  case  of  pressure  paralysis. 
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but  more  careful  examination  showed  the  blue  line  on  the  gums. 
The  man  was  a  painter.  The  palsy  was  localized  chiefly  in  the  right 
arm.  The  middle  finger  of  the  left  had  was  involved,  and  the  grasp 
of  the  left  hand  was  lessened.  Perhaps  in  neuritis  the  result  of  poisons 
from  without,  the  overworked  peripheral  neurones  usually  in  the  right 
arm,  are  earliest  made  vulnerable  to  the  toxic  substance. 

Dr.  A.  A.  Eshner  suggested  that  as  hydrofluoric  acid  is  volatile, 
there  was  a  possibility  that  the  poison  had  been  absorbed  through  the 
respiratory  tract.  In  a  case  of  this  kind  one  would  expect  to  find  a 
constitutional  rather  than  local  manifestations.  It  has  been  stated 
that  in  some  cases  of  lead-poisoning  the  toxic  agent  has  been  absorbed 
through  the  respiratory  tract.  The  late  Dr.  Da  Costa*  reported  a 
case  of  hemiplegia  which  he  attributed  to  lead-poisoning  after  ex- 
posure for  only  three  days  in  a  freshly  painted  house. 

Dr.  Simon  Flexner  remarked  that  the  suggestion  of  Dr.  Eshner 
was  supported  by  what  is  known  of  poisoning  from  arsenical  wall 
papers.  The  arsenic  is  converted  through  the  agency  of  fungi  into 
arseniuretted  hydrogen,  which  is  absorbed  by  the  respiratory  tract, 
causing  the  poisonous   effects. 

Dr.  James  Hendrie  Lloyd  considered  the  fact  that  this  was  a 
case  of  local  poisoning  a  point  of  special  interest,  as  most  cases  of 
neuritis  are  due  to  poisons  ingested.  In  this  case  there  appears  to  be 
only  a  local  effect.  Some  years  ago  Manouvriez,  a  French  observer, 
called  atttntion  to  what  he  considered  "local  saturnism" — an  affection 
characterized  by  local  symptoms  due  to  the  external  application  of 
lead.  In  quite  a  large  mmiber  of  cases  the  local  effects  corresponded 
to  the  local  application  of  lead  to  the  skin.  Some  workmen,  foi;  in- 
stance, had  used  their  feet  to  stamp  lead,  and  had  loss  of  power  in 
the  legs.  Anesthesia  has  been  known  to  occur  in  an  area  upon  which 
lead  had  been  applied. 

Dr.  Hobart  A.  Hare  thought  that  in  this  case  the  diagnosis  of 
peripheral  neuritis  had  better  basis  than  the  diagnosis  of  the  cause. 
He  thought  that  the  evidence  of  its  being  due  to  hydrofluoric  acid 
was  not  conclusive.  Nothing  is  known  of  the  effect  of  this  acid  on 
the  nerves.     This  might  be  a  case  of  pressure  palsy. 

Dr.  William  G.  Spiller  said  that  he  had  not  asserted  positively 
that  the  palsy  was  due  to  hydrofluoric  acid  poisoning,  but  that  this 
was  probably  the  cause.  The  man's  hands  were  exposed  to  some  acid 
for  two  days,  and  it  was  said  that  men  engaged  in  the  same  manufac- 
tory often  became  ill.  The  patient  had  used  his  right  hand  principally 
in  working  with  the  acid.  If  the  poison  had  been  absorbed  by  the 
lungs,  we  might  expect  that  the  lower  limbs  would  also  have  been 
affected,  although  they  could  have  escaped.  The  physician  who  saw 
the  case  in  its  acute  stage  said  that  the  hands  were  swollen,  hard  and 
white,  and  without  sensation. 

A  CASE  OF  PROGRESSIVE.  ASCENDING.  UNILATERAL 
PARALYSIS. 

Dr.  Wm.  G.  Spiller  presented  a  man,  forty-one  years  of 
agre,  a  peddler  by  trade,  without  venereal  disease,  who  four 
years  ago  while  peddling  became  gradually  weak  in  his  left 
lower  Hmb,  and  it  was  not  until  a  year  later  that  he  experi- 
enced any  weakness  in  the  left  upper  limb.     The  man  was 
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very  positive  in  regard  to  this  statement.  This  weakness  has 
persisted  until  the  present  time.  He  was  never  unconscious 
and  had  never  had  convulsions,  diplopia,  headache  or  vomit- 
ing. His  station  was  good.  The  muscles  of  the  left  lower 
limb  were  spastic,  and  in  walking  the  toes  of  the  left  foot  were 
Inverted.  The  right  knee-jerk  was  prompt,  but  the  left  was 
still  more  so,  and  ankle-clonus  and  Babinski's  reflex  were  ob- 
tained on  the  left  side.  The  left  upper  limb  was  held  slightly 
flexed,  but  could  be  voluntarily  extended,  and  the  tendon  re- 
flexes in  the  left  upper  limb  were  exaggerated.  Von  Bech- 
terew's  scapulo-hurneral  reflex  was  very  distinct  on  the  left 
side.  Sensation  and  muscular  development  were  normal 
everywhere.  The  movements  of  the  face  on  the  left  side  were 
somewhat  impaired.  The  man  was  paretic  on  the  left  side, 
but  still  had  very  fair  use  of  the  left  extremities.  The  reac- 
tions to  the  electrical  currents  were  normal.  Dr.  H.  F.  Han- 
sell  had  made  an  ophthalmoscopic  examination:  'Tn  the  right 
eye  the  media  were  clear,  the  fundus  was  normal,  and  myopia 
3  D.  existed.  In  th^  left  eye  the  media  were  clear,  the  arteries 
were  small  and  the  veins  normal.  The  edges  of  the  disc  were 
distinct.  The  nerve  head  was  white,  the  atrophy  being  prob- 
ably spinal  in  origin,  as  there  was  no  indication  of  a  previous 
neuritis.     Myopia  6  D.  existed.    Reaction  of  pupil  normal." 

Dr.  Spiller  referred  to  a  similar  case  reported  before  the 
Society  about  a  year  ago,  by  Dr.  C.  K.  Mills,  in  which  an 
unilateral  degeneration  of  the  pyramidal  tract  was  believed 
to  be  the  cause  of  the  clinical  phenomena.  Such  a  diagnosis 
would  apply  equally  well  to  Dr.  Spiller's  case,  although  a 
degeneration  of  this  kind  has  never  been  seen.  The  lesions 
that  could  produce  such  a  symptom-complex  were  carefully 
considered. 

Dr.  Charles  K.  Mills  said  that  the  report  of  this  case  confirmed 
him  in  the  view  that  such  cases  represent  a  new  form  of  disease; 
that  is,  so  far  as  the  recording  of  cases  is  concerned.  When  the  pa- 
tient had  reached  the  stage  that  this  one  had,  he  presented  many  of 
the  symptoms  of  ordinary  hemiplegia  from  focal  lesion. 

BELL'S    PALSY.    WITH    ANESTHESIA    IN    THE    DISTRIBU- 
TION OF  THE  FIFTH  NERVE  ON  THE  SAME 
SIDE  OF  THE  FACE. 

Dr.  James  Hendrie  Lloyd  showed  a  patient  with  Bell's 
palsy  in  whom  there  was  complete  anesthesia  in  the  territory 
of  the  fifth  nerve,  without  paralysis  of  the  motor  branch. 
The  case  had  occurred  suddenly  after  exposure  to  cold.  There 
had  been  a  great  deal  of  pain  at  first,  with  some  stiffness  of 
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the  neck  muscles  and  retraction  of  the  head.  The  symptoms 
had  already  persisted  for  three  months,  although  the  paralysis 
of  the  facial  nerve  had  greatly  improved.  The  association  of 
these  two  nerves  in  a  paralysis  without  marked  intra-cranial 
symptoms  was  unusual.  The  persistence  of  the  anesthesia 
and  its  limitation  to  the  territory  of  the  fifth  nerve  indicated 
an  organic  lesion,  while,  on  the  other  hand,  the  escape  of  the 
motor  branch  of  the  fifth  nerve  was  rather  against  such  a 
diagnosis.  The  patient  had  had  several  hysterical  crises,  and 
this  fact  suggested  the  possibility  of  the  anesthesia  being  hys- 
terical. The  Bell's  palsy,  however,  was  unmistakably  due  to 
an  inflammation  of  the  seventh  nerve. 

Dr.  Charles  K.  Mills  thought  that  while  the  case  was  one  of 
hysteria,  it  was  not  impossible  that  there  was  a  conjoined  rheumatoid 
inflammation  of  the  sensory  branches  of  the  fifth  and  seventh  nerves. 
The  history  would  indicate  such  a  possibility. 

Dr.  D.  J.  McCarthy  had  observed  that  in  Bell's  palsy  the  exit 
points  of  the  fifth  nerve  are  often  sensitive  to  pressure.  In  Dr. 
Lloyd's  case  there  had  been  no  sensitiveness  over  these  points.  This 
he  thought  was  against  the  rheumatic  origin  of  the  affection.  The 
permanency  of  the  anesthesia  over  the  fifth  nerve  distribution  could 
be  explained  by  the  permanency  of  the  palsy  on  one  side  of  the  face. 
The  patient's  attention  being  fixed  on  the  palsy  would  tend  to  keep 
the  sensory  disturbance  confined  to  the  same  side,  and  the  anesthesia 
he  regarded  as  probably  hysterical  in  character. 

Dr.  David  Riesman  expressed  the  opinion  that  the  absence  of 
trophic  changes  was  a  point  in  favor  of  the  functional  origin  of  the 
condition.  If  the  anesthesia  were  organic,  one  would  expect  to  find 
changes  in  the  cornea  after  three  months,  especially  in  view  of  the 
fact  that  the  eye  was  unprotected  by  reason  of  the  facial  palsy. 

Dr.  Lloyd  said  in  conclusion  that  a  careful  observation  of  the 
case  had  led  him  to  the  opinion  that  we  had  here  simply  an  interest- 
ing example  of  hysterical  anesthesia,  complicating  seventh  nerve 
paralysis. 

BILATERAL  FACIAL  PALSY  WITH   HEMIPLEGIA. 

Dr.  C.  S.  Potts  presented  a  case  of  hemiplegia  involving  the 
left  side,  including  the  face,  with  paralysis  of  all  the  muscles 
supplied  by  the  seventh  nerve  upon  the  right  side,  and  asso- 
ciated movements  of  the  muscles  about  the  mouth  in  the  right 
side  when  attempts  were  made  to  close  the  eye  or  wrinkle 
the  forehead  on  the  same  side. 

The  previous  history  of  the  patient  was  uncertain.  He 
said  he  had  had  syphilis,  the  initial  lesion  appearing  about 
three  months  before  the  onset  of  the  present  symptoms,  which 
was  two  years  ago.  The  paralysis  of  the  right  side  of  the 
face  occurred  first. 

When  admitted  to  the  hospital  there  was  marked  weak- 
ness of  the  left  arm  and  leg,  with  contractures;  the  angle  of 
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the  mouth  was  drawn  to  the  right  and  the  tongue  was  pro- 
jected to  the  left.  After  being  in  the  hospital  a  few  weeks 
the  mouth  was  drawn  to  the  left,  as  it  is  at  present.  The 
tendon  jerks  on  the  left  side  were  increased,  and  testing  the 
plantar  reflex  caused  marked  extension  of  the  great  toe. 
There  was  inability  to  wrinkle  the  forehead  and  to  completely 
close  the  eye  on  the  right  side.  The  mouth  could  not  be 
drawn  voluntarily  to  either  side,  but  when  he  smiled  it  was 
markedly  drawn  to  the  left.  The  electrical  reactions  on  the 
left  side  were  normal,  but  on  the  right  side  of  the  face  there 
were  reactions  of  degeneration.  There  was  no  involvement 
of  other  muscles,  and  no  sensory  paralysis. 

When  the  patient  attempted  to  close  the  right  eye  or 
wrinkle  the  right  side  of  the  forehead  the  mouth  was  drawn 
markedly  to  the  right.  The  explanation  of  this  phenomenon 
seems  to  Dr.  Potts  to  be  as  follows :  There  is  a  partial  but  not 
complete  interference  with  the  functions  of  the  seventh  nerve  on 
the  right  side;  there  is  also  weakness  of  the  muscles  control- 
ling the  mouth  on  the  left  side.  When  the  patient  attempts  to 
close  the  right  eye  or  wrinkle  the  right  side  of  the  forehead  the 
cortical  centers  emit  stronger  impulses  than  normal  in  their 
efforts  to  overcome  the  resistance  to  their  passage  in  the  dis- 
eased seventh  nerve.  These  impulses  are  transmitted  to  the 
muscles  about  the  mouth  which  are  deprived  of  the  antago- 
nistic action  of  the  muscles  on  the  left  side,  they  being  also 
paretic,  and  contraction  of  these  muscles  on  the  right  side 
results. 

Dr.  Wharton  Sinkler  remarked  that  this  contraction  of  the  lower 
facial  muscles  on  attempting  to  close  the  eye  was  not  infrequently- 
seen  in  Bell's  palsy  of  long  standing,  in  which,  after  recovery  of  the 
power  of  motion,  there  is  secondary  contraction.  He  had  at  present 
under  observation  a  ycung  \voman  who  had  apparently  recovered  from 
an  attack  of  facial  paralysis,  but  when  she  attempts  to  close  the  eye 
the  face  is  drawn  over  to  the  side  that  was  paralyzed. 

Dr.  William  G.  Spiller  said  that  the  explanation  given  by  Dr. 
Potts  was  that  advanced  for  associated  movements  in  hemiplegia.  In 
Dr.  Potts'  case  the  associated  movements  occurred  after  injury  of  the 
peripheral  neurones,  whereas  in  cerebral  hemiplegia  the  lesion  is  in 
the  central  neurones. 

UNUSUAL  TRAUMA  WITH  SECONDARY  BELL'S  PALSY. 

Dr.  F.  Savary  Pearce  reported  an  unusual  case  of  facial 
palsy.  A  young  woman  had  come  to  Dr.  Le  Gates  for  treat- 
ment, with  a  jagged  wound  back  of  the  right  ear  between  the 
mastoid  process  of  the  temporal  bone  and  the  ramus  of  the 
inferior  maxilla.  From  this  open  wound  there  was  a  dis- 
charge of  fetid,  sanguineous  pus.     The  girl  complained  of 
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severe  pain  about  the  right  ear,  radiating  especially  toward 
the  lower  jaw.  She  had  also  marked  constitutional  symp- 
toms: severe  frontal  headache,  fever,  etc.  She  had  been  a 
peacemaker  in  a  quarrel,  but  persisted  that  she  had  felt  noth- 
ing penetrate  the  wound'  she  had  received  at  the  time  she  had 
taken  part  in  the  quarrel.  The  wound  was  probed,  but  noth- 
ing could  be  detected.  In  spite  of  careful  antiseptic  treat- 
ment the  pain,  tenderness  and  constitutional  symptoms  of 
fever  and  irritable  heart  action  continued.  One  week  later 
operation  under  ether  revealed  nothing,  so  singularly  had  the 
offending  body  been  concealed  in  the  deeper  structures  of  this 
part  of  the  infra-cranial  region.  A  singular  phenomenon  was 
the  sense  of  odor  of  tobacco  that  the  patient  complained  of 
constantly  from  the  date  of  the  accident. 

About  two  weeks  after  the  date  of  injury  an  operation  re- 
vealed a  piece  of  an  old  pipe,  the  tip  of  a  pipe  that  undoubt- 
edly had  been  in  the  possession  of  one  of  the  combatants. 
This  bodv  was  pyramidal  in  shape,  quite  blunt,  and  measured 
one-quarter  inch  in  circumference  at  the  smaller  end,  three- 
eighths  inch  at  the  larger  end,  and  was  an  inch  and  a  quarter 
long.  It  appeared  to  be  made  of  bone,  and  had  at  one  time 
a  strong  odor  of  tobacco.  The  wound,  after  removal  of 
this  foreign  body,  healed  promptly,  and  the  patient  says  the 
odor  of  tobacco  at  once  disappeared. 

About  July  13,  ten  days  after  she  had  been  discharged, 
and  over  three  weeks  after  the  injury  had  'been  inflicted,  she 
reported  complaining  of  the  tears  flowing  over  the  cheek  from 
the  right  eye.  She  was  referred  to  the  dispensary  for  nervous 
diseases  September  i.  She  had  complete  paralysis  of  the 
right  seventh  nerve ;  the  face  was  drawn  to  left,  and  she 
could  not  wrinkle  the  right  brow  nor  close  the  right  eye. 
There  was  no  involvement  of  sensation  or  hearing,  taste  was 
normal,  and  the  tongue  was  protruded  straight.  By  October 
4,  1900,  there  was  still  very  marked  seventh  nerve  palsy.  The 
galvanic  reaction  was  as  follows: 

f  R.  7th  nerve,  j  AnCl  C=6  m.  a. 
J  \  KCl  C=8  m.  a. 

j  L.  7th  nerve  \  AnCl  C=4  m.  a. 
[  \  KCl  C=3  m.  a. 

She  steadily  improved  from  galvanism  employed  three 
times  a  week. 

The  question  of  whether  this  patient  could  have  been  suf- 
fering from  nicotine  poisoning  was  worthy  of  mention.  Dr. 
Pearce  thought  that  such  a  filthy  pipe  stem  could  contain 
enough  of  the  drug  to  cause  poisoning,  and  that  the  neuritis 
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of  the  facial  nerve  probably  was  caused  in  this  -way  rather 
than  by  direct  trauma.  The  seventh  nerve  was- not  severed, 
and  probably  not  injured  at  the  time  of  extraction  of  the  pipe 
stem.  He  thought  also  that  the  odor  of  tobacco  perceived  by 
the  patient  might  be  accounted  for  by  the  circulation  carrying 
a  solution  of  the  tobacco  to  the  olfactory  centers,  as  Dr.  Glea- 
son  had  been  unable  to  find  in  the  pharynx  any  wound  that 
was  probably  the  result  of  a  penetration  of  the  pipe  stem  into 
the  pharynx. 

Dr.  Van  Epps  read  a  paper  on  the  Babinski  reflex: 

Dr.  Frederick  A.  Packard  said  he  had  investigated  the  Babinski 
reflex  in  children  between  the  ages  of  three  months  and  twelve  years 
in  the  Children's  Hospital.  In  children  under  the  age  of  five  years 
almost  any  kind  of  reflex  could  be  obtained  at  different  times  and  by 
holding  the  leg  in  various  positions.  The  reflex  often  varied  at  the 
same  sitting,  according  to  the  direction  in  which  the  stroke  was  made. 
He  had  concluded  that  in  children  no  variation  of  the  plantar  reflex 
was  of  the  slightest  diagnostic  value.  The  position  of  the  limb  made 
a  great  difference  in  the  results  and,  as  Collier  insists,  all  the  muscles 
should  be  relaxed. 

Dr.  D.  J.  McCarthy  said  that  Babinski  recommended  the  relax- 
ation of  the  leg  and  the  holding  of  the  ankle  rigid.  The  results  varied 
according  to  the  method  of  procedure.  Dr.  McCarthy  referred  to  a 
case  of  spinal  tumor  in  which  the  limbs  had  become  so  rigid  that  the 
knee-jerk  could  not  be  obtained,  yet  the  Babinski  reflex  was  present. 

Dr.  William  G.  Spiller  said  that  Babinski  was  not  so  radical  in 
liis  statements  as  some  who  had  written  on  the  subject.  The  Babinski 
reflex  does  not  necessarily  indicate  degeneration  of  the  pyramidal 
tract,  and  may  be  present  when  the  function  of  this  tract  is  impaired. 
Two  cases  reported  by  Babinski  show  the  importance  of  this  sign,  if 
"his  diagnosis  is  accepted.  There  was  loss  of  the  Achilles-tendon  jerk 
and  the  Babinski  reflex  was  present.  He  therefore  concluded  that 
these  were  cases  of  combined  systemic  disease.  The  lost  Achilles- 
tendon  jerk  indicated  involvement  of  the  posterior  columns,  and  the 
Babinski  reflex  indicated  disturbance  of  the  lateral  columns. 

Dr.  Spiller  was  interested  in  the  report  of  one  of  Dr.  Van  Epps* 
■cases  in  which  the  knee-jerk  was  lost  in  hemiplegia  and  the  Babinski 
reflex  was  present,  and  the  patient  died  within  four  days.  He  had  ob- 
served two  similar  cases  and  thought  that  when  this  combination  was 
present  the  prognosis  was  more  serious. 

Hyper-extension  of  the  big  toe  occurs  in  Friedreich's  ataxia.  This 
may  be  due  to  a  condition  similar  to  that  producing  the  Babinski  re- 
flex. Dr.  Spiller  had  found  this  hyperextension  in  a  case  of  infantile 
cerebral  herniplegia.  and  he  thought  that  the  relation  of  permanent 
hyperextension  of  the  big  toe  to  the  Babinski  phenomenon  would 
afford  an  interesting  study. 

Dr.  Spiller  had  had  a  case  with  the  symptoms  of  myelitis  in  which 
there  was  loss  of  the  knee-jerk,  loss  of  the  tendo-Achillis  jerk,  and 
presenice  of  the  Babinski  reflex.  He  thought  that  in  this  case  a  lesion 
was  present  in  the  lumbar  and  upper  sacral  portions  of  the  cord. 


periscope. 
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Les  meres  et  alcool  (Mothers  and  Alcohol).  Maurice  Nicloux 
(L'Obstetrique,  March  15,  1900). 

The  author  reports  an  extensive  series  of  experiments  with  the  fol- 
lowing conclusions :  Ingested  alcohol  passes  from  the  mother  to  the 
fetus  and  into  her  milk,  the  proportion  in  the  blood  of  the  fetus  and  in 
the  milk  being  about  the  same  as  in  the  blood  of  the  mother.  There- 
fore the  nervous  condition,  drunkenness,  anesthesia,  etc.,  of  the  drink- 
ing mother  must  indicate  a  marked  toxicity  in  the  infant,  and  the  whole 
baneful  influence  of  alcohol  upon  the  tissues  is  exerted  during  their 
process  of  formation,  with  especial  injury  to  the  nervous  system. 

Jelliffe. 

Die  Ursache  des  Neurasthenie  (The  Origin  of  Neurasthenia). 
L.  Hoflmayr  (Deutsch.  Archiv.  f.  klin.  Med.,  Vol.  66,  Dec.  13, 
1899,  p.  492). 

The  author  is  not  satisfied  that  neurasthenia  is  a  form  of  nerve 
fatigue,  and  does  not  believe  that  severe  nervous  exertion  produces  a 
chronic  efi^ept  in  healthy  persons,  any  more  than  a  severe  physical  exer- 
tion does.  He  calls  attention  to  the  fact  that  epidemics  of  neurasthenia 
are  not  common  after  arduous  campaigns,  although,  if  the  current 
theories  are  accepted,  they  certainly  should  be.  He  therefore  falls  back 
upon  the  auto-intoxication  theory,  believing  that  there  are  two  sources 
from  which  the  poison  may  be  derived ;  either  from  the  respiratory 
tract  as  a  result  of  imperfect  exchange  of  the  gases,  and  he  instances 
in  proof  of  this  the  readiness  with  which  neurasthenics,  become  fatigued 
in  impure  air ;  or  from  the  gastro-intestinal  tract,  as  the  result  of 
the  formation  of  poisons  during  fermentation  of  the  food.         Sailer. 

Uebre  eine  neue  form  hereditaren  Nervenleidens  (Schwachsinn 
MIT  ZiTTERN  UND  Sprachstorung  (A  Ncw  Form  of  Hereditary 
Nervous  Disease — Feeble  Mentality  with  Tremor  and  Disturbance 
of  Speech).  O.  Giese  (Deutsche  Zeitschrift  fur  Nervenheilkunde, 
Vol.  17,  Nos.  I  and  2,  p.  71). 

Giese  describes  a  peculiar  form  of  family  disease  that  cannot  be 
easily  classified.  In  two  children,  brother  and  sister,  who  had  no 
hereditary  tendency  to  nervous  disease,  but  were  somewhat  feeble  men- 
tally, a  peculiar  group  of  symptoms  gradually  developed  during  the 
period  of  puberty,  viz. :  increased  mental  feebleness ;  slow,  monotonous, 
indistinct  speech ;  irregular  tremor  of  the  hands  and  of  some  of  the 
facial  muscles,  present  during  rest  but  increased  by  motion ;  uncertain 
gait,  exaggerated  reflexes,  and  general  muscular  rigidity,  especially 
marked  in  the  case  that  had  existed  the  longer.  Sensory  disturbances 
were  not  observed.  A  peculiar  fatigue  of  the  muscles  of  speech  and 
respiration  was  noticed  after  the  patients  had  been  talking  awhile. 
The  tremor  was  increased  by  voluntary  motion  and  closure  of  the  eyes. 
Giese  did  not  obtain  a  necropsy  in  either  case,  as  both  patients  were 
still  living  when  his  report  was  written.  The  pathology  of  this  disease 
is  not  known.  Spiller. 
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A  Discussion  on  Influenza  as  it  Affects  the  Nervous  System 
(British  Med.  Jour.,  Sept.  29,  1900). 

J.  S.  Bury  classified  his  cases  into  two  groups.  In  the  first  the 
nervous  symptoms  v/ere  of  two  types,  the  comatose  and  delirious;  in 
the  second  group  he  classified  a  number  of  minor  nervous  sequelae. 

The  comatose  type  shows  in  a  well-marked  example  a  patient  with 
or  without  the  usual  influenza  symptoms,  who  gradually  becomes  drowsy 
and  apathetic;  he  answers  questions  with  difficulty,  and  in  a  few  days 
becomes  comatose.  Post-mortem  examinations  in  such  cases  have 
shown  either  nothing  abnormal  or  slight  congestion  of  the  meninges,  or 
a  purulent  meningitis  with  or  without  an  encephalitis,  which  may  be 
hemorrhagic  in  character.  The  meningitis  may  have  been  secondary 
to  an  otitis  or  a  primary  influenza  meningitis.  A  cerebral  abscess  may 
develop. 

In  contrast  with  this  comatose  type  cases  are  met  with  in  which 
there  is  great  restlessness,  irritability,  delirium,  and  even  mania.  Dresch- 
feld  has  reported  several  such  cases. 

Of  the  nervous  sequelae  following  influenza  there  seems  to  be  a  rich 
harvest,  greater,  in  fact,  than  any  following  other  infectious  diseases. 
Aff'ecting  the  brain  there  may  be  neurasthenia,  hysteria,  epilepsy,  out- 
bursts of  delirium,  and  every  variety  of  psychosis ;  with  meningitis, 
encephalitis,  cerebral  hemorrhage,  embolism,  and  thrombosis  of  arteries, 
veins  or  sinuses.  In  the  cord  almost  every  variety  of  myelitis  has  been 
found,  and  in  the  nerves  neuritis  or  neuralgia  in  the  territory  of  nearly 
every  cerebral  or  spinal  nerve.  Retrobulbar  neuritis  was  of  special  in- 
terest. The  paralyses  affecting  the  bulbar  nerves  or  their*  nuclei  are 
often  very  bizarre,  and  illustrate  one  of  the  striking  peculiarities  of  the 
influenza  toxins.  Isolated  paralysis  of  the  superior  rectus,  of  the  in- 
ferior or  external  rectus,  with  paralysis  of  accommodation,  with  paral- 
ysis of  both  third  nerves,  or  both  fourths  or  fifths,  or  sevenths,  or  with 
one  side  of  the  tongue.     All  of  these  tend  to  recover. 

Dr.  Broadbent  reported  cases  of  hemiplegia  due  to  influenza,  and 
had  seen  one  fatal  case  of  paralysis  of  the  respiratory  muscles  in  an  in- 
fluenza multiple  neuritis.  Dr.  Allbutt  brought  out  the  fact  that  the 
cases  of  paralysis  were  very  tedious  and  the  prognosis  quite  grave,  but 
the  majority  finally  recovered,  although  at  times  with  some  slight  im- 
pairment. He  thought  that  the  front  cerebral  lobes  were  especially 
prone  to  the  action  of  the  toxin.  He  urged  lumbar  puncture  in  order 
to  clear  up  the  diagnosis  of  many  of  the  difficult  cases.  Dr.  Buzzard 
spoke  of  the  analogies  which  existed  in  the  bizarre  distribution  of  the 
symptoms  to  precisely  similar  groupings  in  syphilis  and  anterior 
poliomyelitis  of  children.  These  facts  pointed  almost  conclusively  to 
the  fact  that  the  causative  factor  in  these  irregular  paralyses  was  the 
toxin  of  the  influenza  bacillus.  Jelliffe. 

A  Case  of  Death  from  Psychic  Insult,  with  Remarks  upon 
Delirium  Nervosum  Dupuytren,  and  Operation-Psychoses.  F. 
Pagenstecher  (Phila.  Med.  Jour.,  Vol.  V,  1900,  p.  863). 

The  results  of  psychic  insults  have  been  known  to  surgeons  for  some 
time  under  the  name  of  delirium  nervosum  Dupuytren,  and,  more  re- 
cently, of  operation-psychoses. 

Pagenstecher  reports  a  case,  which  he  believes  to  be  the  first  of  the 
kind  reported,  in  which  death  was  the  outcome  of  a  psychic  insult.  He 
gives  the  history  of  the  case  in  detail,  of  which  the  following  are  the 
essential  features:     The  patient  was  a  merchant  51  years  of  age,  who 
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had  never  been  ill  or  injured  in  any  way.  He  was  not  a  drinking  man. 
One  day  while  at  his  desk  sharpening  a  pencil  he  cut  his  thumb  and 
his  pen  fell  from  his  ear  upon  the  wound,  staining  it  with  ink.  His 
nephew  tried  to  wash  off  the  ink  and  then  the  man  went  to  a  physician 
near-by.  He  was  very  much  excited  and  told  the  doctor  that 
he  was  much  worried  for  fear  of  blood-poisoning,  as  his  ink  was  so 
poisonous.  He  complained  of  pain  in  his  left  arm  and  was  anxious  to 
notify  his  accident  insurance  company.  The  physician  found,  on  the 
ball  of  the  left  thumb,  four  small  vertical  scratches,  though  all  extended 
only  to  the  true  skin  and  could  scarcely  have  bled.  These  scratches 
were  each  about  i  cm.  long,  and  one  of  them  was  stained  with  ink. 
The  patient  wanted  the  doctor  to  amputate  his  arm  if  he  thought  it 
necessary.  A  dressing  was  put  upon  the  thumb  and  the  man  went  back 
to  his  factory.  Later  in  the  day  he  went  home  and  complained  of  the 
pain  in  the  arm.  Then  he  went  to  see  his  family  physician,  who  scraped 
away  the  ink  with  a  knife  and  used  bichloride  solution  on  the  thumb  and 
put  on  a  fresh  dressing.  The  patient  felt  the  poison  working  its  way  up 
to  the  axilla,  and  told  his  physician  also  to  amputate  the  arm  if  it  was 
necessary.  After  this  dressing  was  put  on  the  patient  fell  in  a  fainting 
fit,  with  profuse  perspiration,  and,  because  of  this  and  because  he 
thought  he  felt  enlarged  axillary  glands,  this  physician  thought  that 
there  were  perhaps  symptoms  of  blood-poisoning,  but  not  enough  to 
justify  amputation.  The  patient  passed  a  bad  night  and  was  very  much 
excited  when  his  physician  called  the  next  morning  with  an  associate. 
He  demanded  amputation  of  his  arm,  was  delirious,  had  auditory  hallu- 
cinations, made  arrangements  for  his  own  funeral,  complained  of  head- 
ache, and  tossed  restlessly  about  in  bed.  At  this  time  his  pulse  was 
70.  soft  and  regular ;  his  temperature  was  not  taken.  After  the  doctors 
left,  a  nurse  being  with  him,  his  face  and  mouth  twitched  and  he 
crouched  in  the  corner.  When  quieted  he  began  to  tell  the  nurse  all 
about  his  private  affairs.  Then  the  twitching  of  the  face  and  his  ner- 
vousness began  anew.  The  patient's  face  was  yellowish-white  and  the 
pulse  was  regular.  At  4  P.  M.  Pagenstecher  was  called  to  operate,  and 
found  the  patient  free  from  delirium,  but  most  positive  that  he  was  go- 
ing to  die  and  that  his  arm  must  be  amputated.  He  was  fearful  of  the 
pain  which  would  be  caused  by  the  removal  of  the  dressing  on  his 
thumb,  but  said  nothing  when  it  was  taken  off.  There  was  no  sign  of 
irritation  in  the  wound,  nor  any  appearance  of  infection  or  glandular 
enlargement.  The  statement  about  the  painful  areas  on  the  arm  were 
very  contradictory.  The  patient  appeared  weak  when  he  sat  up,  and 
the  twitching  of  the  face  and  mouth  was  striking.  He  also  demanded 
amputation  from  Pagenstecher.  An  hour  later  his  pulse  was  72,  soft, 
and  full.  Two  hours  later  the  patient  was  in  a  moribund  condition,  the 
heart's  beat  being  scarcely  audible.  Death  was  sudden  and  wholly  un- 
expected. The  heart  continued  to  beat  for  one  and  a  half  minutes  after 
respiration  ceased.  Blood-poisoning  was  ruled  out  by  the  results  of  the 
necropsy,  but  no  real  cause  of  death  was  found. 

Pagenstecher's  opinion  is  that  the  case  was  one  of  traumatic  neu- 
rosis which  developed  into  an  acute  psychosis.  He  thinks  that  death 
possibly  resulted  from  insufficiency  of  the  heart,  and  doubts  that  it  beat 
after  respiration  ceased.  Two  perfect  examples  of  Dupuytren's  de- 
lirium nervosum  are  cited  in  detail  as  illustrating  less  severe  results  of 
psychic  insults. 

Pagenstecher  also  discusses  the  predisposing  causes  of  delirium 
nervosum  and  operation-psychoses  and  the  cause  of  death  in  this  case, 
and  cites  a  number  of  writers   who  have  written  on  these   subjects. 
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This  patient  had  a  large  amount  of  accident  insurance,  and  the  insurance 
company  presented  three  theories  against  the  claim,  i.  e.:  (i)  that  the 
patient  committed  suicide  by  curare  poisoning,  (2)  that  it  was  a  case 
of  tetanus,  and  (3)  that  it  was  a  case  of  acute  hysterical  psychosis. 
Pagenstecher  agrees  with  the  last  theory,  except  in  regard  to  the  term 
hysterical.  Bonar. 

100      BeOBACHTUNGEN      von       HEMI-       UNO      DIPLEGISCHEN       INFANTILEN 

Cerebrallahmungen  (Mit  besonderer  Riicksicht  auf  nachfolgende 
Epilepsie)  (100  Observations  on  Hemiplegia  and  Diplegia  in  In- 
fantile Cerebral  Paralysis,  with  Especial  Attention  to  Consecutive 
Epilepsy).  A.  Fuchs  (Jahrbiicher  fiir  Psychiatrie  und  Neurologic, 
Vol.  XIX,  No.  I,  p.  106). 

This  is  a  study  by  A.  Fuchs  of  100  cases  of  infantile  paralysis  of 
cerebral  origin,  with  a  view  to  the  questions  of  etiology,  of  clinical 
symptoms,  and  of  the  resulting  conditions,  especially  of  epilepsy  and 
idiocy.  A  neuropathic  hereditary  history  was  obtained  in  54  per  cent,  of 
all  cases ;  of  the  remainder,  alcohol,  syphilis,  tuberculosis  of  the  parents 
were  the  most  frequent  etiological  factors.  Only  three  cases  were  found 
in  which  the  true  etiology  of  Little  could  be  demonstrated,  in  44  per 
cent,  of  all  cases  epilepsy  developed  either  immediately  after  the  cere- 
bral attack  or  later  in  life.  In  42  per  cent,  of  the  cases  the  phenomena 
of  post-hemiplegic  spontaneous  movements  were  found.  Athetosis  was 
more  frequent  than  chorea.  In  this  latter  particular  Fuchs'  statistics 
differ  from  the  older  ones.  The  deep  reflexes  were  found  increased,  as 
a  rule;  clonus  was  found  frequently,  more  often  in  those  cases  where, 
as  the  result  of  the  paralysis,  a  generalized  neurosis,  especially  epilepsy, 
developed.  A  most  constant  after-result  of  the  paralysis  was  joint 
deformity;  in  two  cases  a  hypoplasia  of  the  scapula  was  found.  It  is 
interesting  to  note  that  the  so-called  idiopathic  muscle  defect,  or  the 
high  position  of  the  scapuli.  which  had  been  frequently  described,  may 
be  due  to  an  infantile  cerebral  paralysis,  which  has  left  no  other  trace 
behind.  On  the  question  of  epilepsy, the  following  is  noted:  In  the 
differentiation  of  the  genuine  from  symptomatic  epilepsy,  it  might  be 
well  to  limit  the  term  genuine  epilepsy  to  those  cases  in  which,  together 
with  the  well-known  clinical  picture  of  epilepsy,  that  is,  convulsions, 
psychical  epilepsy  is  present  also.  This  occurs  either  in  the  form  of 
equivalents  for  the  convulsions  or  in  the  form  of  epileptic  impulsive 
insanities  with  absence  of  convulsions.  All  other  forms,  as  well  as 
those  in  which  an  anatomical  lesion  is  present  or  suspected,  should  be 
classified  as  symptomatic  epilepsy.  In  both  cases  no  consideration, 
either  as  to  the  frequency  or  intensity  of  the  attacks,  is  necessary. 

Schwab. 

"Ueber  die  Wirksamseit  der  Spinalpunction  und  das  Verhaltek 
DER  Spinalflussigkeit  bei  chronischem  Hydrocephalus"  (On 
the  Efficiency  of  Spinal  Puncture  and  the  Character  of  the  Spinal 
Fluid  in  Chronic  Hvdrocephalus).  Grober  (Miinchener  med. 
Woch.,  1900,  XLVII.  No.  8,  S.  245). 

The  author  gives  the  histories  of  two  cases  of  chronic  hydroceph- 
alus treated  by  repeated  lumbar  puncture  in  addition  to  general  tonic 
and  hygienic  measures. 

Case  I.  A  boy  of  three  years,  with  the  general  symptoms  of  rickets, 
an  enormous  head,  with  widely  open  fontanelle,  and  unable  to  use  his 
limbs  or  to  talk,  was  under  treatment  for  seven  months,  during  which 
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time  he  was  punctured  weekly  twenty-five  iinies  in  all.  At  the  end  of 
this  period  he  could  talk  fairly  well,  could  use  his  arms  and  run  about 
the  ward,  and  the  fontanelle  had  contracted  to  about  lentil  size. 

Case  2.  A  boy  of  two  years,  markedly  rachitic,  with  enormous 
head,  anterior  fontanelle  12x18  cm.,  unable  to  sit  up  or  to  grasp,  entirely 
undevoleped  mentally,  and  having  a  rotatory  nystagmus,  was  punc- 
tured twelve  times;  time  under  treatment  not  stated.  At  the  end  of 
this  time  his  muscular  power  had  improved  and  he  could  grasp;  the 
nystagmus  only  appeared  under  conditions  of  excitement  and  the  fon- 
tanelle had  shrunk  to  11x13.5  cm,,  but  no  mental  improvement  was 
noticed. 

The  author  punctures  after  the  method  of  Quincke,  in  the  third  or 
fourth  lumbar  space. 

His  experience  has  convinced  him  of  the  importance  of  paying 
attention  to  the  pressure  exerted  by  the  escaping  fluid.  Normally  it  is 
given  by  Quincke  as  equal  to  150  mm.  (of  water).  In  case  i  the 
highest  figures  were  600  and  700  mm.  at  the  beginning  of  the  evacua- 
tion ;  later,  however,  it  was  regularly  200-300  mm.,  but  on  intermitting 
the  puncture  for  a  month  it  rose  again  to  700  mm.  If  the  pressure  was 
allowed  to  fall  below  100  mm.  there  were  invariably  produced  unpleas- 
ant sympl^ms  varying  from  headache  to  clonic  convulsions  in  the 
legs.  The  level  of  the  fluid  fluctuated,  being  higher  upon  expiration, 
when  the  child  cried,  or  when  the  fontanelle  was  pressed  upon.  In 
closing,  the  author  gives  the  results  of  chemical  analysis  of  the  fluid 
drawn  off,  and  discusses  the  composition  of  cerebro-spinal  fluid  in 
general,  with  possible  indications  to  be  drawn  from  variations  which 
may  be  found.  Allen. 

Ueber  psychtsche  Taubhett  (On  Psychical  Deafness).  Alt  (Wiener 
klin.  Rund.,  1900,  XIV,  No.  12). 

The  expression  "psychical  deafness"  was  first  used  by  Heller,  a 
pedagogue  and  not  a  physician,  to  describe  a  condition  of  apparent  deaf- 
mutism  is  idiot  children.  In  his  paper  Alt  reviews  the  physiological 
connection  between  hearing  and  speech,  discusses  the  proper  methods 
of  examination,  and  indicates  through  clinical  descriptions  what  sort  of 
cases  should  and  what  should  not  be  classed  as  examples  of  psychical 
deafness.  He  would  limit  the  term  to  those  in  whom  the  trouble  lies, 
not  in  the  auditory  apparatus  proper,  but  in  a  general  defect  of  the 
brain,  as  evidenced  by  a  condition  of  idiocy,  or  at  least  of  feeble- 
mindedness. Allen. 

Ueber  die  Bedeutung  der  Zehenreflexe  (The  Significance  of  the 
Toe-Reflexes).  Martin  Cohn  (Neurologisches  Centralblatt,  No. 
13,  1899,  p.  580). 

In  line  with  the  investigations  of  Babinski,  Cohn  examined  the  toe- 
jerks  of  a  large  number  of  healthy  individuals  and  also  those  of  per- 
sons affected  with  nervous  disease.  In  adults  without  lesion  of  the  ner- 
vous system,  the  plantar  reflex  elicited  in  60  per  cent,  of  the  cases 
flexion,  in  20  per  cent,  extension  of  the  toes,  while  in  10  per  cent,  there 
was  no  movement  of  the  toes  at  all.  In  young  children  the  toe  reflex 
was  mostly  absent,  while  in  infants,  extension  chiefly  resulted,  which 
was  especially  marked  in  the  big  toe.  In  paralysis  due  to  apoplexy, 
in  cerebral  tumor,  and  in  amyotrophic  lateral  sclerosis  there  was  ex- 
tension of  the  toes.  In  spastic  paraplegia  the  reflexes  varied.  Menin- 
gitis gave  an  active  arching  reflex,  while  tabes  and  polyneuritis  showed 
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no  toe-reflexes  whatever.  In  a  case  of  hysterical  paralysis  of  one  leg 
there  was  a  reflex  of  extension  of  the  toes  on  the  affected  side,  whereas 
on  the  sound  side  the  reflex  was  one  of  flexion.  Cohn  therefore  con- 
cludes that  a  reflex  of  extension  of  the  toes  cannot  be  said  to  be  of 
absolute  pathognomonic  significance.  Jelliffe. 

Beobachtungen  iJBER  Zehenreflexe  (Observations  Upon  Toe- 
Reflexes).  Leonard  Schuler  (Neurologisches  Centralblatt,  No.  13, 
1899,  p.  585). 

Following  Babinski's  published  investigations  regarding  toe-re- 
flexes, Schuler  gives  as  a  result  of  his  work  the  following  statistics : 
In  healthy  men  he  found  movements  of  flexion  of  the  big  toe  in  80  per 
cent. ;  movements  of  extension  in  8  per  cent. ;  movements  of  extension 
of  the  big  toe  and  flexion  of  the  other  toes  in  2  per  cent. ;  while  in  10 
per  cent,  of  the  cases  there  were  no  reflex  movements  at  all  elicited.  In 
women  the  results  were  very  similar.  In  children  there  were  found  40 
per  cent,  without  reflexes,  in  12  per  cent,  a  marked  extension,  in  30  per 
cent,  flexion,  and  in  18  per  cent,  no  clearly  defined  movement.  In  tabes, 
and  likewise  in  a  case  of  hysteria  with  hemianesthesia,  there  were  no 
reflexes  obtained.  In  all  cases  of  disease  in  the  pyramidal  tracts,  the 
reflexes  were,  without  exception,  of  extension  of  the  toes.  Schiiler 
concludes  therefore  that  these  phenomena,  described  originally  by  Babin- 
ski,  are  of  importance  in  differentiating  between  diagnosis  of  organic 
and  functional  diseases.  Jelliffe. 

ZuR  Lehre  von  der  multiplen  selbstandizen  iGehirnnerven  Neu- 
. .     RiTis    (The    Multiple.     Uncomplicated     Neuritis     of    the     Cranial 

Nerves).     Carl    v.    Rad.     (Deutsche    Zeitschrift    fiir    Nervenheil- 

kunde,  Vol.  17,  Nos.  3  and  4,  p.  209). 

The  case  of  multiple  cerebral  neuritis  uncomplicated  by  spinal  neu- 
ritis reported  by  v.  Rad  occurred  in  a  boy  aged  14  years.  The 
paralysis  in  the  muscles  innervated  by  the  facial  nerves  began  after  pain 
had  existed  in  each  side  of  the  face  for  about  two  weeks,  and  was  asso- 
ciated with  paralysis  of  the  right  abducens  and  later  of  the  other  nerves 
to  the  external  muscles  of  the  eyes.  Reaction  to  light  and  in  accommo- 
dation was  preserved.  Pain  on  pressure  over  the  facial  nerves  was 
severe,  and  reaction  of  degeneration  was  observed.  Both  facial  nerves 
were  paralyzed  in  all  their  branches.  Recovery  from  the  polyneuritis 
of  the  cranial  nerves  was  complete  in  about  four  and  a  half  months. 

S  FILLER, 

Ueber  einen  Fall  von  transitorischer  reiner  Worttaubheit  (A 
Case  of  Transitory  Pure  Word-deafness).  Otto  Veraguth  (Deutsche 
Zeitschrift  fiir  Nervenheilkunde,  Vol.  17,  Nos.  3  and  4.  p.  177). 

A  man  who  had  no  hereditary  disease,  but  whose  nervous  system 
probably  had  suffered  from  a  former  attack  of  typhoid  fever  and  exces- 
sive use  of  alcohol,  received  an  injury  of  the  head.  He  soon  recovered 
but  some  symptoms  persisted,  viz. :  impaired  vision,  unequal  pupils,  con- 
centric limitation  of  the  visual  fields  for  colors,  dyslexia  and  impaired 
mentality.  A  mitral  lesion  of  the  heart  was  detected.  About  half  a 
year  after  the  accident,  and  following  renewed  alcoholic  excesses  after 
an  abstinence  of  several  years,  transitory  pure  word-deafness  was  ob- 
served, i.  c  the  man  understood  nothing  that  was  said  to  him,  but 
heard  sounds  and  spoke  and  read  correctly.  The  writing  was  not  tested. 
Death  resulted  from  endocarditis.     General  atrophy  of  the  cerebrum 
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was  found,  especially  of  the  cortex  and  medullary  substance  of  the  first 
temporal  gyrus  in  each  hemisphere,  and  of  the  pajs  opercularis  of  the 
left  third  frontal  gyrus.  No  focal  lesion  existed.  The  alcoholic  ex- 
cesses, in  association  with  the  atrophied  cerebral  cortex,  may  have  aided 
in  the  production  of  the  transitory  pure  word-deafness.  Spiller. 

On  Lead  Encephalopathy  and  the  Use  of  Diachylon  as  an" 
Abortifacient.  W.  B.  Ransom  (British  Medical  Journal,  June  30^ 
1900,  p.  1590). 

Ransom  reports  three  cases  of  cerebral  disease  due  to  lead  poison- 
ing, two  of  which  were  caused  by  diachylon  taken  to  procure  abortion^ 
and  some  other  cases  in  which  diachylon,  taken  with  the  same  object, 
produced  a  different  set  of  symptoms.  The  following  are  the  cases  ot 
cerebral  disease:  Case  I.  A  boy,  aged  seventeen  years,  a  painter  by- 
occupation,  was  sent  into  the  hospital  for  cerebral  tumor.  For  three 
weeks  patient  had  suffered  from  headache,  vomiting — chiefly  after  food 
— colicky  pains  in  the  abdomen  and  dimness  of  vision.  On  admission 
to  hospital  he  was  found  to  be  well  nourished,  but  anemic,  lethargic, 
and  complained  of  severe  frontal  headache.  There  was  well  marked 
double  optic  neuritis,  and  a  large  retinal  hemorrhage  in  the  left  eye. 
The  heart  was  somewhat  dilated,  and  there  was  a  soft  blowing  murmur 
at  apex.  Urine  was  free  from  sugar  and  albumin.  There  was  a  slight 
blue  line  on  gums.  There  was  no  paralysis,  spasm,  or  anesthesia,  and 
the  pupils  and  reflexes  were  normal.  The  boy  was  put  on  potassium 
iodide,  but  did  not  improve  until  he  was  given  digitalis  also.  Within 
a  week  after  beginning  the  digitalis  his  condition  became  much  im- 
proved, and  five  weeks  after  admission  all  his  symptoms  had  dis- 
appeared. 

Case  II. — Married  woman,  aged  thirty-nine  years.  Had  not  been 
well  for  a  year.  Had  had  two  live  children  and  six  miscarriages,  but 
there  were  no  signs  of  syphilis.  For  five  months  she  had  suffered 
from  severe  headaches  and  vomiting  without  relation  to  food.  During, 
the  last  three  months  patient  had  three  convulsions.  One  month  ago 
patient  began  to  be  unsteady  upon  her  feet,  and  had  been  confined  ta 
bed  for  three  weeks.  For  a  week  woman  had  been  semi-delirious, 
having  visual  hallucinations,  and  for  two  days  had  had  diplopia.  Ex- 
amination :  A  stout,  florid  woman,  with  poor  intellect  and  memory. 
She  can  answer  some  questions  fairly  well.  A  very  intense  blue  line  on 
her  gums.  She  has  some  visual  hallucinations  at  night.  Complains 
of  severe  headache  on  vertex.  Patient  can  sit.  up  in  bed,  but  can  hardly 
stand  or  walk  alone,  tottering  with  head  craned  forward  and  swaying 
from  side  to  side.  The  ataxia  is  not  increased  when  the  eyes  are  closed. 
The  knee-jerks  are  well  marked.  Pupils  react  normally  and  are  of 
medium  size,  the  left  a  little  larger  than  the  right.  There  is  a  con- 
vergent strabismus,  and  occasionally  some  diplopia.  There  is  double 
optic  neuritis  with  hemorrhages  on  and  around  each  disc;  no  cho- 
roiditis or  signs  of  syphilis.  There  is  a  general  weakness  in  the  limbs, 
but  no  atrophies,  tremors,  or  local  paralyses.  No  anesthesia  is  present, 
nor  is  there  any  facial  or  lingual  paralysis.  Speech  is  normal.  This 
patient  improved  rapidly  on  potassium  iodide  and  magnesium  sulphate. 
The  woman  admitted  having  taken  diachylon  to  produce  an  abortion 
about  a  year  before  she  came  to  hospital. 

Case  III. — Unmarried  woman,  aged  twenty-two  years.  Patient 
had  complained  of  pains  in  stomach  and  head  for  three  or  four  months. 
There  had  been  some  vomiting  and  severe  colicky  pains.  For  last 
month  there  had  been  intense  headache  in  the  frontal  and  right  occipital 
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regions.  Patient  admitted  having  taken  two  pills  of  diachylon  four 
months  before  because  her  menses  were  late.  A  week  after  taking  the 
pills  she  began  to  feel  dizzy  and  weak.  Examination:  A  pale,  thin 
girl,  with  a  distinct  blue  line  on  gums.  Patient  is  drowsy  and  at  limes 
slightly  delirious.  She  can  sit  up  alone,  but  cannot  stand  alone.  Knee- 
jerks  absent;  plantar  reflexes  well  marked.  Her  arms  are  rather  weak, 
but  not  paralyzed.  There  is  a  well  marked  double  optic  neuritis. 
Pupils,  eye  and  face  movements  normal.  No  anesthesia.  Patient's 
vision  was  not  examined  at  this  time,  but  the  writer  thinks  she  could 
recognize  people  and  read  large  type.  During  the  first  month  in  the 
hospital  her  condition  remained  about  the  same,  except  that  she  be- 
came more  apathetic  and  drowsy,  and  a  paresis  of  the  left  external 
rectus  developed.  Her  intense  headache  and  the  vomiting  continued. 
Then  her  symptoms  gradually  disappeared  until  she  was  in  perfect 
health.  But  when  the  optic  neuritis  subsided  it  was  found  that  the 
discs  were  atrophied  and  the  patient  was  blind.  The  girl  has  since 
remained  blind.     The  treatment  was  the  same  as  in  the  previous  case. 

These  three  cases  illustrate  most  of  the  symptoms  of  lead  encephal- 
opathy, and  show  how  closely  this  disorder  resembles  cerebral  tumor. 
The  fact  that  the  severe  symptoms  did  not  appear  in  these  cases  for 
such  a  long  time  after  the  taking  of  the  diachylon  is  interesting  as  illus- 
trating the  slowness  of  elimination  of  the  lead  from  the  system. 

Ransom  thinks  it  curious  that  so  much  reliance  should  be  put  upon 
potassium  iodide  in  the  treatment  of  lead-poisoning,  when  researches 
seem  to  prove  that  it  does  not  increase  the  elimination  of  the  metal, 
and  he  calls  attention  to  the  fact  that  case  I.  did  not  begin  to  improve 
on  potassium  iodide  until  digitalis  was  added.  He  thinks  that  Ep.som 
salts,  with  light  diet  and  general  tonic  conditions,  the  most  useful 
elements  of  treatment.  The  writer  cites  some  cases  in  which  diachylon 
taken  to  procure  abortion  produced  toxic  symptoms  other  than  cere- 
bral, and  he  discusses  the  increasing  use  of  diachylon  as  an  aborti- 
facient.  Bonar. 

Ueber  den  diagnostischen  Werth  des  Grafe'schen  Symptoms 
UND  SEINE  Erklarung  (The  Diagnostic  Value  of  Grafe's  Symptom 
and  its  Explanation).  G.  Flatau  (Deutsche  Zeitschrift  fur  Ner- 
venheilkunde.  Vol.  17,  Nos.  i  and  2,  p.  109). 

Numerous  observers  have  found  that  Grafe's  sign  (the  appearance 
of  the  sclera  between  the  upper  portion  of  the  iris  and  the  upper  eyelid 
when  the  eyeball  is  directed  slowly  downward)  is  not  pathognomonic 
of  Graves'  disease,  and  may  be  absent  in  pronounced  cases  of  this  dis- 
ease and  present  in  other  conditions.  Flatau  has  made  a  study  of  the 
cases  in  Oppenheim's  clinic  and  has  obtained  the  sign  in  bulbar  paraly- 
sis, brain  tumor,  neurasthenia,  hysteria,  etc.,  and  even  in  healthy  per- 
sons.    He  was  able  to  produce  it  in  his  own  person  at  will. 

S  FILLER. 

Seasickness.     H.  Partsch  (Medical  Record,  June  9,  1900). 

A  long  experience  on  ship-board  has  taught  Dr.  Partsch  that  pre- 
vious preparation  is  unnecessary  and  useless.  Rooms  amidships  are 
preferable  and  good  ventilation  is  extremely  important.  For  the  first 
few  days,  lie  down  most  of  the  time,  keeping  the  eyes  closed  and  avoid 
excitement  or  tiring  conversation.  Whenever  the  slightest  sensation 
of  illness  is  felt  lie  down  at  once  and  close  the  eyes.  Usually  only  one 
pillow  should  be  used,  and  if  very  ill  no  pillow  at  all.  Seasickness  is 
the  result  of  the  disturbance  of  the  circulatory  apparatus  and  the  accu- 
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mulation  of  blood  in  the  relaxed  abdominal  blood-vessels.  Retching  is 
nature's  method  of  flooding  the  brain,  and  vomiting  and  nausea  are 
merely  incidental,  not  essential.  An  abundance  of  nutritive  material  is 
necessary.  One  should  eat  about  seven  times  daily,  and  the  sicker  the 
patient  the  oftener  he  must  eat  and  the  less  at  a  time.  When  seasick 
the  easily-digested  fluids  are  best,  such  as  ale,  porter,  stout,  broths, 
soups,  and  meat  extracts,  the  desires  of  the  patient  being  considered. 
Food  should  always  be  taken  at  least  ten  minutes  before  arising  in  the 
morning,  and  when  the  patient  is  ill  food  should  be  taken  without  raising 
the  head.  The  worst  case  of  retching  will  be  easily  made  comfortable 
in  at  least  thirty  minutes,  by  lying  down  without  a  pillow,  closing  the 
eyes  and  taking  a  pint  of  stout  in  six  doses  at  five-minute  intervals. 
Another  food  is  made  by  mixing  the  yolks  of  two  raw  eggs  with  an 
equal  amount  of  brandy  and  giving  a  teaspoonful  at  ten-minute  inter- 
vals. The  best  time  to  take  any  beverage  or  food  is  just  after  a 
paroxysm  of  retching.  Should  it  be  taken  before  and  thrown  up,  then 
take  another  dose  immediately  afterward  and  that  will  stay  down. 
Severe  headaches  may  be  controlled  by  bromide  of  sodium  in  thirty- 
grain  doses,  to  be  repeated  in  one  hour.  Jelliffe. 

Hereditary  Epilepsy  for  Fifty  Years'  Duration  Cured  by  an 
Attack  of  Hemiplegia. 

Brunet  relates  the  following  case  in  the  Archives  de  Neurol,  1900 
(LX),  March,  p.  224.:  Patient  a  female,  born  in  1812.  Entered  Char- 
ite  as  insane  in  1857 ;  father  was  an  epileptic  in  the  same  asylum.  First 
convulsion  occurred  when  seven  years  of  age  and  after  scarlatina.  In  the 
observation  period  she  had  convulsions  every  week  or  fortnight,  fol- 
lowed by  delirium.  In  1857  she  suffered  an  incomplete  left  hemiple- 
gia. During  the  next  three  years  her  convulsions  gradually  dimin- 
ished, and  from  i860  to  1877  she  had  no  attacks;  in  1877  she  died  of 
apoplexy.  In  1871-1872  she  was  very  carefully  watched  by  both  day 
and  night  for  the  seizures.  Her  mental  state  improved  at  this  time, 
dating  from  cessation  of  attacks.  Clark. 

Thermo-Electric  Studies  on  the  Epileptic  Brain. 

Mirto,  of  Palermo  (Annali  di  nevrologia,  1900,  fasc.  VI,  XVII)  haS 
studied  the  case  of  an  epileptic  boy  aged  15,  who  sustained  a  fall  in 
early  infancy  from  which  resulted  a  breach  in  the  skull.  This  was  cov- 
ered with  hairy  scalp  through  which  the  pulsations  of  the  brain  could 
be  seen.  The  seat  was  the  posterior  portion  of  the  left  parietal  re- 
gion. The  case  appeared  to  be  one  of  typical  epilepsy.  Experiments 
were  made  upon  this  patient  with  the  thermo-electric  battery  some- 
what after  the  manner  of  Mosso  in  his  experiments  on  the  tempera- 
ture of  the  brain.  During  an  epileptic  paroxysm  the  cerebral  tempera- 
ture was  elevated.  A  diagram  of  the  curve  is  given  and  the  deviation 
is  seen  to  be  2  ram.,  which  is  equal  to  1-5  of  a  degree.  Jelliffe. 

GeFAHREN      DER     LuMBALPUNCTION  ;      PLOTZLICHE      ToDESFALLE  ^  DANACH 

(Dangers   of   Lumbar   Puncture;    Sudden   Death   Following).     F. 
Gumprecht  (Deutsche  med.  Wochenschrift,  No.  24,  1890,  p.  386). 

One  of  the  dangers  of  lumbar  puncture  is  the  breaking  of  the  needle 
while  it  is  still  inserted  in  the  patient.  Gumprecht  has  collected  the  re- 
ports of  fifteen  cases  of  sudden  death  following  lumbar  puncture,  and 
adds  two  cases  of  his  own.     It  cannot  be  asserted  that  the  lumbar  punc- 
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ture  was  the  cause  of  death  in  all  these  cases,  but  the  evidence  shows 
that  death  was  probably  caused  by  the  puncture.  Most  of  the  fatal 
terminations  were  in  cases  of  cerebral  tumor,  and  the  danger  is  greater 
when  the  tumor  is  in  the  posterior  cranial  fossa.  The  fatal  cases  are 
usually  those  in  which  there  are  symptoms  of  increased  cerebral  pres- 
sure before  the  puncture — vomiting,  headache,  anomalies  of  the  pulse, 
and  choked  disc.  The 'death  may  follow  the  lumbar  puncture  within  a 
few  minutes  or  may  be  delayed,  and  usually  occurs  from  failure  of  res- 
piration. Artificial  respiration  should  be  resorted  to,  and  trepanation 
might  be  advisable,  as  the  pressure  of  the  cerebral  fluid  may  be  much 
greater  than  that  of  the  spinal  from  the  occlusion  of  the  communicating 
passages.  Spiller. 

Mechanical  Muskelerregbarkeit  uxd  Sehnenreflexe  bei  Tabes 
DORSALis  (Mechanical  Muscular  Irritability  and  Tendon  Reflexes  in 
Tabes  Dorsalis).  Frenkel  (Deutsche  Zeitschrift  fiir  Nervenheil- 
kunde,  Vol.  17,  Nos.  3  and  4,  p.  277). 

Frenkel  says  that  the  tendon  reflexes  in  the  upper  extremities  are 
almost  always  lost  in  tabes,  and  the  absence  of  these  reflexes  may  be 
one  of  the  earliest  signs  of  the  disease.  Abnormal  excitability  of  the 
muscles  to  jjiechanical  irritation  is  the  rule  in  tabes,  and  the  highest 
degree  of  this  is  found  almost  exclusively  in  the  upper  limbs,  and  es- 
pecially in  the  preataxic  stage  of  the  disease.  Abnormal  muscular  irri- 
tability was  not  found  by  Frenkel  in  cases  with  preserved  or  exaggerated 
tendon  reflexes,  but  when  these  reflexes  were  lost  the  mechanical  ex- 
citability of  the  muscle  substance  was  increased,  so  that  the  cutting  off 
of  some  unknown  reflex  irritation  would  seem  to  cause  an  abnormal  irri- 
tability of  the  muscle.  Spiller. 

Alcool  et  la  morte  (Alcohol  and  the  Death  Rates).  Chi.  Fernet. 
(Bull,  de  I'Acad.  de  Med.,  May  14.  1900.) 

Although  the  use  of  alcohol  is  an  important  factor  in  regard  to  the 
prognosis  of  disease,  it  seldom  figures  as  the  cause  of  death.  Yet  it  is 
the  direct  cause  of  death  in  the  accidents  of  drunkenness,  such  as  in- 
juries, exposure  to  cold,  etc.,  or  when  excessive  drinking  results  in  a 
fatal  acute  gastritis,  gastro-enteritis,  hepatitis,  or  pneumonia.  It  is  a 
direct  but  more  remote  cause  when  it  produces  the  ultimately  fatal 
chronic  conditions  of  arteriosclerosis,  cirrhosis  of  the  liver,  intersti- 
tial nephritis,  inflammation  of  the  stomach  and  intestines,  cardiopa- 
thies and  meningo-encephalitis.  By  including  delirium  tremens,  or 
from  having  lessened  the  recuperative  power  of  the  body,  it  is  an  in- 
direct cause  of  death  through  rendering  more  fatal  such  acute  infec- 
tions as  pneumonia,  influenza,  erysipelas,  etc.,  and  certain  traumatic 
lesions.  More  indirectly  still  does  it  cause  death  by  reducing  the  re- 
sisting power,  and  rendering  the  body  more  susceptible  to  infection, 
or  by   non-viable   or   mal-developed   infants.  Jelliffe. 

The  Thyroid  Gland  and  the  Menopause.  C.  R.  Burr  (Boston 
Med.  and  Surg.  Jour.,  Dec.  21,  1899,  p.  624). 

The  writer  reports  the  case  of  a  woman,  fifty-six  years  of  age,  who 
had  an  apoplectic  stroke  nearly  a  year  and  a  half  after  her  menses  had 
ceased,  in  which  she  lost  power  of  speech  and  the  use  of  her  right  side. 
Since  the   menopause   sh«  had  had  the  numerous  nervous  symptoms 


52  PERISCOPE. 

usually  attributed  to  that  period.  There  were  flushings,  neuralgias, 
hysterical  attacks,  a  rapid  pulse  and  loss  of  weight.  Nine  months  after 
the  apoplectic  attack  there  was  marked  tremulousness,  flushed  face  and 
an  injected  eye.  Her  speech  was  thick.  She  perspired  profusely,  was 
markedly  emotional,  and  her  pulse  was  from  lOO  to  120.  She  could  not 
endure  any  pressure  about  the  neck.  Both  eyes  were  prominent,  and 
the  thyroid  gland  was  enlarged.  Tincture  of  belladonna,  mii,  t.  i.  d., 
was  prescribed,  as  the  writer  decided  that  it  was  a  case  of  exophthalmic 
goiter.  At  the  end  of  two  weeks  the  sense  of  oppression  around  the 
neck  had  disappeared,  the  thyroid  could  hardly  be  felt,  all  the  nervous 
symptoms  were  diminished,  or  absent,  and  the  eyes  were  no  longer 
prominent. 

The  thyroid  is  congested  during  menstruation,  coition,  pregnancy 
and  accouchement.  It  is  not  known  definitely  whether  its  secretion  is 
also  increased,  as  it  is  with  the  congestion  in  exophthalmic  goiter.  It 
would  appear  from  the  above  case,  the  writer  thinks,  that  the  meno- 
pause caused  the  congestion  of  the  gland ;  that  the  secretion  of  the  gland 
was  increased ;  and  that  the  active  principle  of  the  secretion  caused  an 
auto-intoxication,  as  in  exophthalmic  goiter.  The  symptoms  of  the 
menopause  are  very  similar  to  the  secondary  symptoms  of  thyroidal  in- 
toxication. A  number  of  other  symptoms  presented  by  the  patient  are 
also  attributed  to  the  intoxication  caused  by  the  excess  of  thyreoglob- 
ulin in  the  circulation.  Bonar. 

ZwEi     Falle    von    KiEiNHiRNTUMOREN     (Two    Cascs    of    Cerebellar 
Tumor).     Schede  (Deutsche  med.  Wochenschrift,  No.  30,  1900). 

Schede  reports  two  cases  of  cerebellar  tumor  in  which  operation 
for  the  removal  of  the  tumor  was  performed.  In  neither  case  could 
the  location  of  the  growth  be  positively  determined  from  the  symptoms. 
Each  patient  fell  toward  the  left  side,  and  this  was  regarded  as  indica- 
tive of  a  right-sided  growth,  but  the  sign  was  unreliable,  as  m  each  case 
the  tumor  was  on  the  left  side.  In  only  one  case  could  the  tumor  be 
removed,  and  improvement  in  this  case  was  marked.  The  other  patient 
died.  Spiller. 

ZUR     DYSARTHRISCHEN     FORM     DER     MOTORISCHEN     ApHASIE,     BEZW.     ZUR 

suBCORTicALEN,  MOTORISCHEN  Aphasie.  (Dysarthric  Form  of  Motor 
Aphasia,  especially  Subcortical  Motor  Aphasia.  W.  Koenig. 
(Monatsschrift  fur  Psychiatrie  und  Neurologic,  Vol.  7,  No.  3, 
p.  179)- 

Koenig  reports  a  clinical  case,  with  the  symptoms  of  transcorti- 
cal, cortical  and  subcortical  motor  aphasia;  and  also  a  case  of  subcor- 
tical motor  aphasia,  with  necropsy,  in  which  the  diagnosis  of  brain 
tumor  was  made.  Dysarthria  suggested  a  bulbar  lesion,  but  para- 
phasia seemed  to  indicate  that  the  lesion  was  cerebral.  A  tumor  of  the 
size  of  a  small  apple  was  found  in  the  lower  half  of  the  central  gyri 
and  lower  part  of  the  parietal  lobe,  presumably  of  the  left  side.  The 
importance  in  these  cases  is  in  the  conclusions  drawn  from  them,  viz. : 
Dysarthria,  not  differing  from  that  known  as  bulbar  dysarthria,  may 
be  a  symptom  of  aphasia,  and  may  be  associated  with  stammering. 
It  may  be  the  remains  of  a  previous  motor  or  total  aphasia,  or  the 
indication  of  a  slight  disturbance  of  function  of  the  motor  speech 
center.  •  Spiller. 
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THERAPY. 

De  l'eosinate  de  sodium  dans  le  traitement  de  l'epilepsie  et  des! 
ACCIDENTS  Qu'iL  PRODUITS  (Eosinate  of  Sodium  in  the  Treatment 
of  Epilepsy  and  the  Accidents  Which  It  Produces).  Bourneville 
and  Chapotin  (Le  Progres  medical,  1899,  No.  52,  1900,  No.  I). 

The  writers  have  recently  treated  a  number  of  epileptic  children 
with  eosinate  of  sodium.  Owing  to  the  collateral  effects  of  the 
remedy,  it  became  necessary  to  suspend  its  use.  The  authors  give  a 
long  clinical  description  of  this  salt,  which  contains  a  high  proportion 
of  bromine  (one  gramme  of  salt  contains  two-fifths  of  a  gramme  of 
bromine.)  Sainton  first  used  the  drug  for  epilepsy  in  1898.  The  only 
collateral  effect  noted  was  the  presence  of  fluorescein  in  the  urine. 
The  present  authors  used  the  drug  in  23  cases,  divided  into  three 
series.  It  was  given  in  25  eg.  capsules,  one  daily  for  a  week,  then  two 
daily  for  a  week,  and  so  up  to  a  daily  dose  of  3  grammes.  Case  I 
(idiopathic  epilepsy);  the  major  attacks  were  abolished,  but  attacks 
of  vertigo  seemed  to  be  increased.  Case  II  (symptomatic);  no  thera- 
peutic result.  Case  III  (idiopathic);  no  therapeutic  result.  In  both 
these  cases  the  drug  produced  strong  collateral  symptoms.  Numerous 
small  ulcerated  points  appeared  about  the  face  and  ears,  which  left 
brown  indelible  scars.  There  was  also  a  loosening  of  the  nails  of 
both  thumbs  by  a  serous  discharge.  Seven  other  cases  are  given, 
but  nothing  new  is  brought  out.  In  some  of  the  patients  the  eosinate 
actually  caused  an  increase  in  the  number  of  seizures.  No  decided 
benefit  was  obtained  in  any  case.  The  number  of  attacks  was  some- 
times diminished  or  arrested,  but  the  attacks  often  appeared  to  be 
worse  than  ever  after  cessation  of  the  treatment. 

The  principal  interest  in  connection  with  eosinate  of  sodium 
appears  to  be  the  trophic  lesions  to  which  it  gives  rise.  The  eosinic 
intoxication  is  as  follows:  It  is  purely  local,  there  are  no  digestive 
disturbances,  no  fever,  or  cardiac  arrhythmia.  The  skin  is  almost  the 
sole  organ  affected.  It  takes  about  2.5  grammes  to  produce  these 
lesions.  The  parts  habitually  exposed  to  the  air  are  those  affected  by 
the  drug.  The  face  and  hands  redden  and  swell.  Then  minimal  trau- 
matisms may  give  rise  to  severe  trophic  lesions.  Slight  scratches 
appear  to  be  sufficient  to  cause  ulcerations  over  which  yellowish  crusts 
form  and  remain  five  or  six  days.  After  they  drop  off  a  small  brown 
scar  remains  in  situ.  The  scars  are  not  indelible,  but  persist  for 
months.  Next  in  importance  are  the  lesions  of  the  nails,  the  latter 
being  separated  from  the  matrix,  a  serous  discharge  often  co-existing. 
The  thumbs  are  principally  affected,  the  other  fingers  more  rarely 
and  with  much  less  intensity.  The  toe  nails  are  not  affected.  A  care- 
ful comparison  is  made  between  the  lesions  due  to  eosinate  and  those 
which  accompany  bromism.  Much  more  bromide  has  to  be  taken, 
as  compared  with  eosinate,  in  order  to  produce  these  lesions.  With 
regard  to  character  of  lesion,  bromides  induce  diffuse  and  confluent 
forms  of  acne,  which  bear  no  resemblance  to  the  ulcerations  of  eosin- 
ism.  On  the  other  hand,  both  drugs  cause  ervthema  and  bromide 
pigmentation,  but  the  characters  are  entirely  distinct  under  the  two 
remedies.  On  the  whole,  there  is  no  similarity  between  the  two  forms 
of  intoxication,  save  perhaps  that  those  patients  who  are  most  cleanly 
in  their  habits,  and  who  have  in  general  a  better  morale,  escape  both 
kinds  of  intoxication  to  a  large  extent,  when  compared  with  the 
filthy  and  careless  epileptic.  Clark. 
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Le  traitement  de  l'epilepsie  par  la  methode  de  Flechsig  (Treat- 
ment of  Epilepsy  by  Flechsig's  Method).  T.  Teglas  and  Heitz 
(Archiv.  d.  Neurolog,  x.,  1900,  56). 

In  this  article  a  critical  review  of  the  opium  bromide  treatment  of 
epilepsy  as  advanced  by  Flechsig  is  given,  together  with  a  report  of 
twenty-two  cases  treated  by  this  method.  They  find  that  the  con- 
comitant physical  manifestations  rapidly  disappear  under  this  treat- 
ment. They  conclude  that  but  few  patients  are  able  to  stand  this 
method  of  treatment;  that  it  requires  careful  watching,  is  difficult  to 
carry  out,  and  is  often  dangerous.  The  disadvantages  are  not  counter- 
balanced by  the  benefits  received,  and  everything  considered,  the  bromide 
method  is  to  be  preferred.  McCarthy. 

Beitrage  zur  Kenntniss  und  der  Behandlung  der  Epilepsie  (Con- 
tribution to  the  Knowledge  and  Treatment  of  Epilepsy).  G.  Leu- 
buscher  (Monatsschrift  fiir  Psychiatric  und  Neurologic,  V,  5,  1899, 
P-  355). 

Leubuscher  satisfies  himself  that  the  results  attained  by  the  Flechsig 
cure  are  good  and  are  at  times  obtained  after  the  bromide  treatment  has 
failed.  This  Flechsig  cure  necessitates  residence  at  a  hospital  for  three 
or  four  months  in  order  that  the  opium  treatment  resorted  to,  as  well 
as  the  first  weeks  of  the  bromine  treatment,  may  be  under  medical 
control  and  direction.  Especially  is  this  important  in  the  period  during 
which  the  opium  is  decreased  and  all  the  attendant  symptoms  make 
their  appearance.  Jelliffe. 

Trephining  for  Traumatic  Epilepsy.  Lamboth  (La  Press  med. 
Beiges,  Jan.  28,  1900). 

Lamboth  relates  the  following  case:  Youth  of  twenty-one  years 
of  age  had  severe  epileptic  convulsions  for  eight  years.  Thickening 
of  left  parietal,  surface  size  of  palm,  developed  toward  cranium  and 
much  lessening  its  cavity.  Trauma  originated  in  a  fracture  in  situ. 
possible  separation  of  two  tables  having  been  followed  by  prolifera- 
tion of  diploe,  or  perhaps  more  probably  an  infectious  diploetis  had 
occurred ;  ophthalmoscopic  evidences  of  compressions  absent.  Patient 
had  fallen  from  a  height  and  struck  his  head;  had  been  a  typical 
epileptic  for  thirteen  years,  but  development  and  intelligence  had  not 
suffered.  Craniectomy  was  performed  and  a  piece  of  bone  10  cm.  by 
3  cm.  removed.  It  is  stated  that  his  attacks  became  much  changed  in 
type  and  immediately  after  the  operation  occurred  at  night  only. 

Clark. 


Hemi-Craniectomy     for      Epilepsy.      Lamprasi     (Annali       di      nev- 
rologia,  1900,  XVII,  fasc.  VI,  p.  414). 

Lamprasi  describes  the  following  case:  A  youth,  aged  twenty 
years;  epileptic.  Left  parieto-frontal  region  much  depressed;  attacks 
of  convulsions  typical,  but  without  aura  or  monospasm;  no  mention 
of  trauma.  It  was  decided  to  remove  one-half  of  the  skull,  and  a 
horseshoe  incision  was  made  from  front  of  ear  to  rear  of  same;  an 
osseous  pedicle  was  left.  Forty  days  after  the  operation  patient  had 
continued  free  from  seizures.  Clark. 
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EiN  NEUER  Behandlung  FUR  Thomsen's  Krankheit  (A  Ncw 
Treatment  of  Thomsen's  Disease).  Hermann  Gessler  (Deutsch. 
Archiv.  f.  klin.  Med.,  Vol.  66,  Dec.  13,  1899,  p.  259). 

Gessler,  believing  that  Thomsen's  disease  is  the  result  of  some 
lesion  in  the  muscle  plates  associated  with  hypertrophy  of  the  sarco- 
lemma  of  the  muscles,  states  that  our  treatment  should  aim  to  reduce 
the  vitality  of  the  nerves,  and  thereby  to  diminish  the  muscular  hyper- 
trophy. For  this  purpose,  he  suggests  stretching  or  moderate  com- 
pression. In  one  case  in  which  this  was  employed,  he  was  able  to  ob- 
tain very  positive  results,  such  as  the  restoration  of  the  movements  to 
the  normal,  and  the  disappearance  of  the  myotonic  contraction.  The 
patient,  however,  relapsed  at  the  end  of  six  months.  Sailer. 

Some  Notes  on  the  Use  of  Mercurol:  A  New  Remedy  in 
Urethritis. 

Ramon  Guiteras,  M.D.,  states  that  he  has  thoroughly  tried  Mer- 
curol in  his  clinic,  and  from  his  experience  has  drawn  certain  con- 
clusions which  he  presents  in  this  paper.  After  describing  the 
chemical  nature  of  Mercurol  he  states  that  he  found  the  weaker  solu- 
tions had  little  effect  and  the  stronger  solutions  were  at  iirst  irri- 
tating. He  finally  concluded  that  the  average  strength  best  borne  by 
the  patient  is  ten  grains  I0  the  ounce,  or  approximately  two  per  cent. 
After  having  reached  this  conclusion  he  had  the  histories  of  100  cases 
recorded,  in  ^^  of  which  an  examination  for  the  gonococcus  was  made, 
revealing  its  presence  in  30  cases.  In  the  remaining  67  cases  a  clinical 
diagnosis  was  depended  upon,  since  the  writer  considers  the  experi- 
enced eye  competent  to  recognize  the  disease.  In  one  extremely 
interesting  case  no  gonococcus  could  be  found  in  the  urethral  dis- 
charge, although  gonococci  were  present  in  that  of  some  venereal 
ulcers  on  the  glands. 

In  these  cases  a  two  per  cent,  solution  of  Mercurol  was  ordered 
which  the  patients  were  directed  to  inject  three  times  a  day,  after 
micturition;  the  injection  to  be  held  within  the  urethra  for  five  min- 
utes at  each  operation.  The  clinical  reports  of  the  cases  show  that 
frequently  in  two  days  after  beginning  the  use  of  Mercurol,  gonococci 
could  no  longer  be  found  in  the  discharge. 

The  author  discusses  at  some  length  the  value  of  the  term  "prac- 
tically cured,"  and  sums  up  his  argument  by  saying  that  to  draw  con- 
clusions of  value  we  should  consider  only  cases  that  have  been  under 
treatment  for  three  or  more  weeks,  omitting  those  making  but  a  few 
visits.  On  this  basis  he  eliminates  all  but  65  cases  from  his  report 
and  tabulates  these  as  follows: 

Ten  cases  were  cured  in  four  weeks,  or  15  per  cent.;  hfteen  cases 
were  cured  in  six  weeks,  or  23  per  cent.;  twenty  cases  were  practically 
cured,  as  there  was  no  discharge,  though  there  were  some  shreds  in 
the  urine  at  the  end  of  from  four  to  eight  weeks,  30  per  cent. 

One  of  the  most  valuable  observations  that  the  writer  has  made 
is  the  fact  that  only  two  cases  suflfered  from  complications,  one  having 
developed  gonorrheal  rheumatism  and  the  other  epididymitis.  He 
states  that  this  fact  in  itself  would  tend  to  argue  much  in  favor  of 
the  use  of  Mercurol,  for  where  is  there  any  other  solution  or  mixture 
wjiich  does  not  show  a  greater  percentage  of  complications?  When 
we  consider  that  many  writers  claim  that  epididymitis  occurs  in  20 
per  cent,  of  all  cases  of  urethritis;,  the  rate  of  i  per  cent.,  reported  in 
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this  series  of  cases  argues  much  in  favor  of  Mercurol  as  a  harmless, 
yet  efficient  injection. 

Another  interesting  feature  is  that  in  only  one  of  the  lOO  cases 
was  there  any  marked  posterior  urethritis.  Therefore  it  would  seem 
that  Mercurol  quickly  destroys  the  gonococcus,  lessens  the  severity  of 
the  inflammation,  and  tends  to  prevent  the  development  of  compli- 
cations. From  a  comparative  study  of  the  different  methods  of  treat- 
ing gonorrhea  the  author  concludes  that  treatment  with  Mercurol  is 
an  advance  beyond  the  older  methods  with  balsamics  and  astringent 
injections. — The  Lancet,  London,  England,  Sept.  22,  1900. 

PATHOLOGY. 
EiN   Fall  von   Sensibilitatsstorung  im   Gebiete  des   Nervus  cuta- 

NEUS     FEMORIS     extern  us     MIT     PATHOLOGISCH-ANATOMISCHEM       Be- 

funde  (A  Case  of  Disturbance  of  Sensation  in  the  Distribution  of 
the  External  Cutaneous  Nerve  of  the  Thigh  with  Pathological 
Anatomical  Findings).  E.  Nawratzki  (Deutsche  Zeitschrift  fiir 
Nervenheilkunde,  Vol.  17,  Nos.  i  and  2,  p.  99). 

The  case  of  paresthetic  meralgia  described  by  Nawratzki  occurred 
in  a  man  80  years  old.  The  symptoms  were  objective  disturbances  of 
sensation  without  subjective  disturbances,  and  in  these  respects  the  case 
was  atypical.  .A.t  the  necropsy  a  peculiar  spindle-shaped  swelling  was 
observed  in  each  external  cutaneous  nerve  of  the  thigh,  and  these  nerves 
were  also  found  to  be  much  degenerated.  Peculiar  cylindrical  struc- 
tures, which  have  been  observed  by  others  in  nerves  and  not  well  under- 
stood, are  regarded  by  Nawratzki  as  pathological  formations  in  his 
case.  Spiller. 

Pathologisch  anatomische  Untersuchungen  AN  Alkoholde- 
liranten  (On  the  Pathology  of  Delirium  Tremens).  Karl  Bon- 
hoefifer  (Monatsschrift  fiir  Psychiatric  und  Neurologic,  V,  4,  1899, 
p.  265). 

Bonhoefifer  discovered  changes  in  the  ganglion  cells  by  means  of 
Nissl's  methods,  which  consisted  of  an  absorption  of  the  structure  of 
Nissl's  bodies,  changes  in  the  staining  power,  and  changes  in  the  shape 
of  the  cells.  Changes  in  the  nucleus  were  at  times  present,  at  times 
absent.' 

The  variety  of  the  conditions  in  the  cells  met  with  in  a  single  brain 
is  by  no  means  characteristic.  Nor  were  the  anatomical  conditions 
similar  in  the  various  specimens.  The  most  profound  changes  were 
visible  in  those  cases  which  had  succumbed  to  pure  delirium.  Not 
every  delirium,  says  the  author,  is  succeeded  by  marked  degenerative 
changes  in  the  boundaries  of  the  cortex  of  the  cerebrum.  However, 
after  severe  deliriums  of  some  duration,  these  changes  were  never 
absent. 

Changes  in  Purkinje's  cells  were  not  noteworthy.  On  the  other 
hand,  the  fibers  of  the  cortex  of  the  cerebellum  showed  special  tendency 
to  degeneration,  especially  those  in  the  cerebellar  worm,  after  severe 
delirium.  'At  the  same  time  a  more  marked  degeneration  was  evident 
in  the  posterior  root  zones  of  the  cord  and  in  the  restiform  body. 

The  posterior  columns  of  the  cord  especially  were  the  seat  of  de- 
generative changes,  while  in  the  other  columns  these  were  not  so 
marked.  Bonhoeffer  also  found  a  tendency  to  Ijlood-vessel  changes 
around  the  gray  matter  of  the  medulla  oblongata.  Jelliffe. 
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A  Treatise  on  Mental  Diseases.  Based  upon  the  Lecture  Course  at 
the  Johns  Hopkins  UniversUy,  1899,  and  Designed  for  the  Use  of 
Practitioners  and  Students  of  Medicine.  By  Henry  J.  Berkley,  M.D., 
Clinical  Professor  of  Psychiatry,  the  Johns  Hopkins  University, 
Chief  Visiting  Physician  to  the  City  Insane  Asylum,  Baltimore. 
With  Frontispiece,  Lithographic  Plates  and  Illustrations  in  the 
Text.     New  York:    D.  Appleton  &  Company.     1900. 

The  medical  profession  is  to  be  congratulated  that  a  comprehen- 
sive, practical  work  on  mental  diseases  in  English  has  at  last  in  this 
book  been  presented  to  them.  The  dearth  of  treatises  on  this  subject, 
especially  those  presenting  it  in  a  comprehensive  and  practical  man- 
ner, and  including  not  only  the  latest  anatomy,  histology  and  path- 
ology of  the  central  nervous  system,  but  also  a  simple  working  classi- 
fication of  the  different  forms  of  mental  disturbance  and  the  best 
-up-to-date  treatment  of  them  makes  this  volume  very  welcome.  It 
will  fill  a  long-felt  want  in  the  physician's  library. 

The  author  has  divided  the  volume  into  three  parts.  Part  I  treats 
of  the  anatomy  and  histology  of  the  central  nervous  system  and  is 
•subdivided  into  six  sections,  as  follows:  Section  I,  Introductory,  de- 
scribing the  meninges,  the  convolutions,  the  development  of  the  fis- 
sures, and  the  arterial  supply  of  the  cerebrum;  Section  II,  Histology  of 
the  cortex;  Section  III,  the  layers  of  the  cortex;  Section  IV,  the  rela- 
tion of  the  cortical  elements  to  one  another;  Section  V,  the  finer  struc- 
ture of  the  nerve  cell;  Section  VI,  ^the  growth  of  the  intra-cortical 
nerve  fibres  and  cellular  layers.  Part  II  is  on  general  pathology,  and 
is  subdivided  into  five  sections  and  an  addendum,  thus :  Section  I,  the 
l)Oundary  lines  between  degenerative  and  non-degenerative  types  of 
insanity:  Section  II,  gross  pathology;  Section  III,  special  pathology; 
Section  IV,  pathology  of  the  cerebral  vessels;  Section  V,  syphilitic  vas- 
cular lesions;  and  an  addendum  on  "Arterial  Anomalies  in  the  Insane." 
Part  III,  consisting  of  five-sixths  of  the  book,  is  devoted  to  the  study 
of  the  clinical  forms  of  mental  diseases.  In  the  first  four  chapters 
the  author  discusses  the  classification,  general  etiology,  general  symp- 
tomatology, and  general  therapy  of  mental  disorders. 

The  existing  confusion  in  the  classification  of  mental  diseases  is 
due  to  the  different  bases  upon  which  the  various  classifications  have 
heen  made.  A  classification  based  upon  clinical  symptomatology  is 
unsatisfactory,  because  the  symptoms  of  one  form  of  disease  overlap 
those  of  another;  while  an  etiological  basis  is  also  unsatisfactory, 
because  the  fundamental  causation  is  frequently  unknown  and  unas- 
certainable.  Berkley  thinks  that  a  classification  based  upon  the  mor- 
l)id  anatomy  is  much  better  than  either  of  the  two  just  mentioned. 
He  has  followed  in  this  book  the  main  lines  of  Krafft-Ebing's  classi- 
fication, except  when  the  more  recent  study  of  a  disease  has  made  it 
possible  to  place  it  among  the  insanities  following  an  ascertainable 
lesion  of  the  cerebral  substance.  Although  well  aware  that  his  classi- 
fication of  the  forms  of  mental  disease  into  four  main  groups  is  open 
to  some  extent  to  the  same  objections  he  has  advanced  against  the 
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classifications  based  upon  etiology  and  symptomatology,  Berkley  sub- 
divides mental  diseases,  as  being  most  convenient  for  the  purpose  of 
the  clinician  and  the  student  of  mental  pathology,  as  follows: 

Group  I,  Mental  diseases  v^ithout  ascertainable  pathological  altera- 
tion of  the  brain  substance. 

Group  II,  Mental  diseases  sequential  to  ascertainable  alteration  of 
the  cerebral  substance. 

Group  III,  Insanities  due  to  inherited  or  acquired  mental  insta- 
bility. 

Group  IV,  States  of  complete  or  incomplete  retardation  of  the 
psychical  (and  physical)   development;  and 

Group  V,  The  psychoses  of  childhood. 

In  Group  I,  the  author  includes  melancholia,  mania,  states  of 
mental  stupor  (acute  curable  dementia),  states  of  mental  enfeeblement 
consecutive  to  the  idiopathic  insanities,  and  their  different  forms. 
He  subdivides  melancholia  into  only  five  classes :  Simple  melancholia 
without  delusions,  delusional  melancholia,  hypochondriacal  melancho- 
lia, agitated  melancholia,  and  stuporous  melancholia.  Mania  is  de- 
scribed as  (a)  simple,  {b)  typical,  (c)  chronic.  As  a  subtype  Berkley 
also  adds  acute  hallucinatory  confusional  insanity. 

The  states  of  psychical  enfeeblement  consecutive  to  the  acute 
forms  of  insanity  are  grouped  as  follows:  (a)  Forms  with  slight  men- 
tal weakness,  {b)  chronic  delusional  insanity,  and  (c)  terminal  or  sec- 
ondary dementia,  agitated  and  passive. 

Group  II  consists  of  progressive  paralysis  of  the  insane,  syphilitic 
insanity,  senile  insanities,  organic  dementia,  and  three  subgroups : 
(a)  Intoxication  insanities,  (b)  insanities  following  bacterial  and  toxal- 
bumic  poisoning,  and  (c)   insanities  following  autogenic  poisoning. 

Progressive  paralysis  of  the  insane  is  described  under  four  forms: 
The  excited,  the  depressive,  the  demented,  and  the  mixed  forms. 

The  forms  of  syphilitic  insanity  are  a  transient  furibund  mania, 
a  delusional  syphilitic  insanity,  a  progressive  dementia  attended  by 
paralyses,  and  a  syphilitic  epilepsy. 

Senile  insanities  are  divided  into  presenile  and  senile  varities. 
The  presenile  insanities  have  excited,  depressed,  and  confused  forms. 
The  senile  insanities  are  subdivided  into  the  depressed,  the  excited,. 
and  the  confused  forms,  senile  dementia  and  senile  epilepsy. 

The  author  describes  the  following  varieties  of  organic  dementia: 
{a)  Consecutive  to  arterial  lesion,  (b)  after  abscess  of  the  brain,  (c) 
following  hydrocephalus  internus,  {d}  post-meningitic  dementia,  (^) 
syphilitic  dementia,  {f)  dementia  following  disseminated  sclerosis, 
(g)  dementia  consecutive  to  cerebral  tumors,  {h)  dementia  following 
trauma  and  insolation. 

The  intoxication  insanities  include  those  following  alcoholic, 
opium,  cocaine,  and  other  forms  of  intoxication. 

The  insanities  following  bacterial  and  toxalbumic  poisoning  are 
divided  into  (a)  the  insanities  of  the  puerperal  period,  (&)  delirium 
acutum,  and  (c)  the  febrile  deliria  and  psychoses. 

Group  III  is  made  up  of  the  insanities  of  the  psychical  degenerate, 
namely,  chronic  progressive  paranoia,  and  the  periodic  insanities,  with 
a  subgroup  consisting  of  the  psychoses  accompanying  or  following 
constitutional  neuroses,  as  follows:  Epileptic  insanities,  psychoses 
accompanying  or  following  neurasthenia,  and  psychoses  accompany- 
ing or   following  hysteria. 

Berkley  describes  chronic  progressive  paranoia  as  having  two 
forms,  the   early  and  the  late   paranoia,   and  two   varieties,   paranoia 
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simplex  and  paranoia  hallucinatoria.  These  two  varieties  are  sub- 
divided again  into  the  persecutory,  the  religious,  the  erotic,  and  thr 
ambitious  forms. 

The  periodic  insanities  are  periodic  mania,  periodic  melancholia, 
circular  insanity,  menstrual  insanity,  alcoholic  periodical  insanity,  and 
periodical  drunkenness. 

Of  the  psychoses  following  or  accompanying  constitutional  neu- 
roses, epileptic  dementia,  mania,  stupor  and  automatism  are  the 
most  important.  Neurasthenia  and  hysteria  and  their  psychoses  are 
considered  under  this  grouping. 

Group  IV  is  made  up  of  states  of  arrested  development,  i.  e.,  idiocy, 
cretinism,  and  imbecility. 

Group  V  consists  of  the  psychoses  of  childhood. 

As  will  be  seen,  Berkley's  classification  is  much  more  simple  than 
many  previous  ones.  Being  based,  as  far  as  our  present  knowledge 
of  mental  disease  permits,  on  the  morbid  anatomy,  this  classification 
will  suffer  fewer  changes  as  our  knowledge  increases  than  those  classi- 
fications based   on  symptomatology  or   etiology. 

The  author  considers  each  form  of  mental  disease  in  a  general 
way,  and  then  discusses  in  detail  its  etiology,  pathology,  clinical  pic- 
ture, and  treatment.  He  writes  in  a  very  pleasant  style  and  presents 
the  subjects  comprehensively  and  interestingly.  To  the  general  prac- 
titioner, who  is  usually  the  first  to  see  and  treat  the  patient  suffering 
from  mental  disorder,  as  well  as  to  the  alienist,  this  work  will  prove 
very  valuable. 

There  is  an  interesting  addendum  to  Group  IV  on  cranial  measure- 
ments and  the  stigmata  of  degeneration,  and  also  two  short  chapters 
on  the  influence  of  tropical  climates  upon  neurotic  individuals,  and 
on  the  psychoses  peculiar  to  tropical  climates. 

The  book  is  finely  illustrated  with  original  plates  in  black  and 
white  and  colors,  and  photographs,  and  is  one  of  which  both  the 
author  and  the  publisher  should  be  proud. 

BONAR. 

The  Treatment  of  Diseases  of  the  Nervous  System  :  A  Manual  for 
Practitioners.  By  Joseph  Collins.  M.D.,  Professor  of  Nervous 
and  Mental  Diseases  in  the  New  York  Post-Graduate  School ;  Vis- 
iting Physician  to  the  New  York  City  Hospital.  8vo,  622  pages. 
Illustrated.     William  Wood  &  Company.     1900. 

If  any  work  could  be  said  to  meet  a  long  felt  want,  the  present 
volume  under  consideration  lays  claim  to  fulfill  this  mission.  The  sub- 
ject was  one  that  stood  in  crying  need  for  an  exponent,  and  an  able 
one.  It  has  found  both.  The  long-suffering  patient,  the  perplexed 
neurologist  and  the  medical  profession  in  general  have  been  the  gainers 
by  its  production. 

It  is  not  claimed  that  a  better  work  could  not  be  written  on  the 
subject,  but  it  certainly  is  true  that  a  better  one  does  not  at  the  present 
time  exist. 

The  work  is  divided  into  three  parts,  with  a  sum  total  of  49  chap- 
ters. In  part  one,  the  author  discusses  in  two  very  able  and  suggestive 
chapters  the  Causes  and  Origination  of  Diseases  of  the  Nervous  Sys- 
tem and  their  Prevention.  The  ordinary  discussion  of  these  topics  is 
so  frequently  conducted  in  a  dry-as-dust,  matter-of-hearsay  sort  of 
manner,  that  it  is  a  pleasure  to  find  that  Dr.  Collins  has  infused  into 
them  something  of  a  living  interest,  drawn  from  a  large  exoerience. 
Especially  commendable  is  the  handling  of  syphilis  as  a  cause  of  nervous 


6o  BOOK  REVIEWS. 

disease  and  also  the  relationship  of  the  sexual  life  in  its  aberrant  and 
over-wrought  forms  to  neurotic  types.  The  education  and  bringing 
up  of  the  neuropathic  child,  expressed  in  two  pages,  says  more  than 
some  hundred-page  treatises  known  to  the  reviewer. 

Part  two  takes  up  the  general  applications  of  remedial  measures 
in  the  treatment  of  nervous  diseases.  Here  more  emphasis  is  placed 
upon  the  great  cosmic  forces  of  nature,  heat,  cold,  light  and  electricity 
than  upon  drugs,  per  se.  Chapters  on  Drugs,  Hydrotherapy.  Electro- 
therapy, Massage,  Exercise,  Rest  and  Occupation,  Diet  and  Hypnotism 
are  ample,  stimulating  and,  for  the  most  part,  sound.  The  lists  of  drugs, 
with  numbers  following  them  referable  to  diseases  on  pages  62,  63 
and  64,  are  too  suggestive  of  "drop  a  nickel  in  the  slot  and  get  No.  59," 
and  seem  out  of  place  in  such  a  treatise.  The  chapter  on  diet  contains 
some  of  the  antique  prejudices  of  the  older  writers  in  foods,  which 
modern  chemical  analyses  should  have  swept  away.  The  old-fashioned 
ideas  about  red  meats  and  white  meats,  under-ground  and  over-ground 
vegetables,  animal  proteids  and  vegetable  proteids  are  once  more  called 
in  to  do  yeoman's  service.  We  would  like  to  find  a  fuller  consideration 
of  the  subject  of  hypnotism,  especially  from  the  interpretative  side,  be- 
cause what  there  is,  though  fragmentary,  is  so  good. 

In  part  three,  which  makes  up  the  greater  part  of  the  work,  the  sepa- 
rate diseases  are  discussed.  Here  there  is  much  more  than  a  simple 
work  on  treatment.  The  author  has  gone  thoroughly  into  the  subjects 
of  etiology  and  of  symptomatology,  both,  however,  being  considered  as 
side  lights  to  the  main  subject  in  hand,  the  treatment.  These  chapters 
will  be  found  of  great  service,  being  exhaustive,  definite  and  tempered 
with  good  judgment.  Dr.  Collins  offers  no  panaceas;  extols  no  quack 
methods ;  nor  does  he  lean  towards  many  of  the  ignes  fatuii  "made 
abroad."  Fraenkel's  reeducation  method  for  tabes  is  well  and  amply 
described,  but  wretchedly  illustrated. 

It  will  hardly  be  necessary  to  discuss,  seriatim,  the  different  points 
of  view  of  the  author.  Most  of  his  treatment  is  that  sanctioned  by 
neurologists  the  world  over.  Dr.  Collins  has  performed  the  signal 
service  of  collecting  and  digesting  it,  and  has,  moreover,  stamped  his 
individual  interests  in  every  chapter.  We  commend  this  work  to  the 
attention  of  neurologists  as  well  as  to  the  general  profession. 

Jelliffe. 

Arbeiten  aus  DEM  Neurologischen  Institute  an  der  Wiener  Uni- 
VERSiTAT.  Herausgegeben  von  Prof.  Dr.  Heinrich  Obersteiner. 
Heft  VII.     Franz  Deuticke.     Leipzig  und  Wien.     1900. 

Our  memory  is  not  severelv  taxed  when  we  attempt  to  recall  the 
first  Dublication  of  these  "Arbeiten"  from  Prof.  Obersteiner's  labora- 
tory in  Vienna.  Seven  numbers  have  now  apoeared,  and  each  has 
contained  original  papers  of  high  merit.  In  this  recent  volume  many 
of  the  old  names  are  wanting,  but  we  find  still  that  of  Schlesinger. 

Mager  writes  a  long  and  carefully  prepared  paper  on  acute  myelitis. 
He  has  studied  seven  cases  with  necropsy,  and  has  found  two  forms  of 
alteration  of  the  spinal  cord ;  one  in  which  only  the  nervous  structures 
proper  were  altered  without  implication  of  the  neuroglia,  and  the  other 
in  which  both  the  nerve  fibers  and  neuroglia  were  diseased.  The  cases 
of  myelitis  that  have  been  reported  may  be  divided  into  two  classes; 
into  that  in  which  degeneration  of  nerve  fibers  and  glia  occurs  without 
small-cell  infiltration,  and  into  that  in  which  a  cellular  infiltration  occurs 
in  connection  with  the  degeneration.  The  cases  of*  acute  myelitis  with- 
out a  leucocytic  infiltration,  and  presenting  only  the  aopearances  of 
degeneration,   form  80  per  cent,   of  those  reported,  but  according  to 
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Mager  the  presence  or  absence  of  a  small-cell  infiltration  within  the 
tissues  does  not  determine  whether  a  case  is  one  of  myelitis  or  not,  and 
all  those  cases  belong  under  the  head  of  myelitis,  provided  a  cellular 
infiltration  is  found  m  the  walls  of  the  vessels  of  the  cord.  Infection 
is  the  chief  cause  of  myelitis,  and  predisposing  causes  are  cold,  trauma 
and  intoxication.  The  clinical  appearances  of  myelitis  are  also  dis- 
cussed. 

Halban  reports  three  cases  of  alcoholic  polyneuritis,  in  two  of 
which  alteration  of  the  motor  nerve  cell-bodies  of  the  spinal  cord  was 
found.  In  one  of  these  cases  the  posterior  columns  were  degenerated 
in  the  cervical  and  thoracic  regions.  The  alteration  of  the  cell-body 
that  occurs  *in  polyneuritis  is  discussed,  as  well  as  the  uncertainty  of 
the  distinctions  of  primary  and  secondary  degeneration,  according  as 
the  chromatolysi'S  is  peripheral  or  central. 

Schlesinger's  name  is  so  favorably  known  in  medical  literature  that 
we  expect  to  find  the  paper  by  him  one  of  the  best  in  the  book,  and  his 
interesting  case  of  amyotrophic  lateral  sclerosis  does  not  disappoint 
us.  A  man,  72  years  old,  received  a  severe  mental  shock  in 
the  loss  of  his  position,  and  his  speech  became  at  once  affected.  Soon 
after  this  a  temporary,  right-sided  hemiparesis  occurred.  The  mouth 
was  opened  with  difficultv,  and  deglutition  was  affected.  The  secretion 
of  saliva  was  increased,  and  forced  laughter  and  crying  were  noticed. 
Tremor  of  the  head  and  limbs,  like  that  of  paralysis  agitans,  developed. 
The  pupils  did  not  react  to  light,  and  only  slowly  in  convergence  and 
accommodation.  To  this  bulbar  palsy  was  added,  progressive  spastic 
paresis  without  distinct  atrophy  of  the  extremities,  and  finally  spasm  of 
the  vesical  sphincter  and  great  exaggeration  of  all  tendon  reflexes.  The 
necropsy  showed  that  the  case  was  one  of  amyotrophic  lateral  sclerosis. 
Argyll-Robertson  phenomenon,  tremor  exactly  like  that  of  paralysis 
agitans,  and  trismus  appearing  as  the  first  symptom  of  spasm,  are  un- 
usual in  a  case  of  this  disease.  An  acute  commencement  or  rapid  pro- 
gression of  bulbar  palsy,  according  to  Schlesinger,  should  always  sug- 
gest the  possibility  of  amyotrophic  lateral  sclerosis.  In  Schlesinger's 
case  the  degeneration  of  the  pyramidal  tracts  was  most  marked  in  the 
medulla  oblongata,  and  diminished  in  intensity  above  and  below  this 
portion;  i.  e.,  it  was  most  noticeable  in  the  terminal  portions  o\  the 
motor  fibers  of  the  central  motor  tracts  to  the  bulbar  nuclei. 

Zappert,  in  examining  about  80  spinal  cords  of  young  children 
and  animals,  found  in  six  from  children,  and  two  from  rabbits,  groups 
of  bacteria  in  the  vessels  of  the  cord.  He  gives  a  review  of  the  litera- 
ture pertaining  to  the  question  of  agonal  or  post-mortem  wandering 
of  micro-organisms  from  the  intestinal  tract  into  the  tissues  of  the  body. 
He  thinks  that,  at  least  in  some  of  his  cases,  the  invasion  of  the  ves- 
sels of  the  spinal  cord  was  post-mortem,  but  that  in  others  it  may  have 
occurred  during  life.  The  children  died  from  diseases  that  cause  sepsis, 
and  the  feebleness  of  cardiac  action,  with  alteration  of  the  blood,  may 
have  permitted  the  development  of  bacteria  within  the  vessels  of  the 
cord.  Zappert  gives  a  warning  that  should  be  heeded,  viz.,  that  bac- 
teria found  after  death  in  the  nervous  system  in  cases  of  chorea,  or 
after  infectious  diseases,  or  after  symptoms  of  meningitis,  should  be 
regarded  as  the  cause  of  the  symptoms  with  caution,  provided  no 
alteration  of  the  nervous  tissue  has  occurred. 

Karplus'  case  was  one  of  meningo-myelitis,  supposed  to  be  of 
syphilitic  nature.  It  seemed  to  show  that  a  lesion  situated  at  about 
the  union  of  the  middle  and  lower  thoracic  regions,  and  confined  to  the 
left  posterior  columns,  and  a  part  of  the  left  posterior  horn  and  left 
lateral  column  caused  a  temporary  disturbance  of  sensation  for  touch. 
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pain  and  temperature,  strictly  limited  to  the  left  lower  )imb  and  left 
lower  portion  of  the  trunk,  i.  e.,  a  disturbance  of  sensation  on  the  same 
side  as  the  lesion.  This  seems  to  be  contrary  to  the  view  that  sensory 
fibers,  for  certain  forms  of  sensation,  at  least,  decussate  immediately 
on  entering  the  cord. 

Schlagenhaufer  describes  a  case  in  which  a  small-cell  sarcoma  of 
the  cervical  cord  and  extensive  sarcomatous  infiltration  of  the  meninges 
were  found. 

Another  interesting  case  reported  by  him  is  one  of  disseminated 
sclerosis  that  resulted  fatally  within  seven  and  a  half  weeks.  This 
is,  perhaps,  the  most  rapid  case  of  multiple  sclerosis  on  record. 

A  third  case  by  the  same  author  was  one  of  myelitis,  with  congeni- 
tal hydromyelia,  the  latter  possibly  being  a  predisposing  cause  of  the 
former. 

Weiss  describes  the  imperfectly  recognized  condition  of  diffuse 
sclerosis.  The  sclerosis  in  this  disease  is  not  sharply  separated  from 
normal  tissue,  and  is  extensive.  The  clinical  picture  is  a  remarkable 
one,  and  resembles  somewhat  that  of  paretic  dementia,  and  also  that 
of  insular  sclerosis. 

Halban  describes  pronounced  alteration  of  the  nerve  cells  in 
tetanus. 

Obersteiner  shows  that  Helweg's  bundle  has  been  described  as  de- 
generated when  there  was  no  reason  to  believe  that  it  really  was  so. 
The  small  caliber  of  the  fibers  contained  within  it  causes  it  to  stain 
-differently  from  the  surrounding  tissue.  He  believes  that  the  bundle 
described  by  the  reviewer  gives  the  cerebral  portion  of  Helweg's  bundle. 
Von  Bechterew's  olivary  bundle  was  mentioned  by  Spiller,  but  not 
■discussed,  because  von  Bechterew  regards  his  bundle  as  in  direct  con- 
nection with  the  lower  olive.  Von  Bechterew's  olivary  bundle  seems 
to  have  a  more  ventral  position  in  the  medulla  oblongata  than  the 
bundle  described  by  Spiller. 

Obersteiner  also  describes  the  pigmentation  of  the  gliar  cells  in 
the  molecular  layer  of  the  cerebral  cortex.  He  does  not  regard  it  as 
an  indication  of  pathological  change  in  the  cells.  The  amyloid  bodies 
of  the  cerebral  cortex,  he  thinks,  may  have  their  origin  in  gliar  cells. 
The  oronounced  pigmentation  of  the  gliar  cells  seems  to  be  character- 
istic of  the  molecular  layer  of  the  cerebral  cortex,  and  is  not  found 
elsewhere  in  the  same  intensity.  The  significance  of  the  pigmentation 
is  not  known.  Spiller. 

Manuel  complex  de  gynecologie  medicale  et  chirurgicale.  Par  A. 
Lutaud.  Nouvelle  edition  entierement  refondee  contenant  la 
technique  operatoire,  complete  et  607  figures  dans  le  texte. 

Judging  this  by  the  American  works  that  have  appeared  in  the  past 
few  years,  we  find  the  comparison  very  favorable ;  the  American  works, 
"however,  are  apt  to  be  more  practical  and  to  the  point. 

The  author  has  given  in  detail  certain  methods  of  procedure  and 
treatment  that  have  long  been  discarded,  as  well  as  those  that  are  in 
vogue  at  the  present  day,  yet  he  has  brought  out  nothing  new  or  orig- 
inal. The  part  which  deals  with  surgical  gynecology  is  very  good,  and 
the  different  operations  have  been  well  described,  especially  the  chapters 
on  vaginal  and  abdominal  hysterectomy. 

The  book  itself  is  a  volume  of  700  pages,  very  profusely  il/astrated. 
The  illustrations,  however,  are  hardly  up  to  the  high  standard  attained 
by  the  American  publishers.  Adams. 
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Dr.  Joseph  Collins  has  been  appointed  consulting  neurolo- 
gist to  the  Hosoital  for  the  Ruptured  and  Crippled,  of  New  York  city. 

Dr.  J.  Hendrie  Lloyd  has  resigned  his  position  as  neurolo- 
gist to  the  Philadelphia  Hospital.  Dr.  Llcyd  has  become  editor  of  the 
Philadelphia  ^Medical  Journal. 

Dr.  Andrew  Johnson,  of  Omaha,  Neb.,  has  been  appointed 
superintendent  of  the  Institution  for  the  Feeble-Minded  at  Beatrice, 
Neb. 

The  Delaware  Hospital  for  the  Insane  has  had  a 
bequest  of  $i,ooo  from  a  man  who  had  been  a  night  watchman  in  the 
institution  for  some  years. 

The  Illinois  Northern  Hospital  for  the  Insane,  at  Elgin, 
has  a  new  infirmary,  accommodating  no  patients,  and  costing  about 
$38,000.     The  building  was  opened  on  December  4. 

Dr.  Chas.  Henry  Brown  is  actively  agitating  a  bill  for  the 
establishment  of  a  Municipal  Hospital  for  the  treatment  of  acute 
nervous  and  mental  diseases  within  the  city  and  county  of  New  York. 
It  certainly  is  timely,  and  should  receive  the  encouragement  of  all  neu- 
rologists and  alienists  of  the  Greater  New  York.  The  New  York  Neu- 
rological Society  has  appointed  a  committee  to  draft  resolutions  and 
investigate  the  merits  of  the  bill. 

Dr.  Cornelius  Deweese,  pathologist  at  the  Maryland  Hos- 
pital for  the  Insane,  Spring  Grove,  during  the  last  four  years,  has  re- 
signed, to  accept  a  similar  position  at  the  Government  Hospital  for  the 
Insane,  Washington,  D.  C. 

The  Tuscaloosa  Hospital  for  the  Insane  is  so  overcrowded 
that  1,500  patients  are  crowded  into  accommodations  intended 
for  1,000.  Attempts  are  to  be  made  to  get  an  appropriation  of  $25,000, 
in  order  to  relieve  this  condition. 

The  Cleveland  Hospital  for  the  Insane  during  the  past 
year,  treated  1,466  patients.  On  November  15,  1,085  patients 
were  under  treatment.  The  percentage  of  recoveries  was  31.75.  The 
per  capita  cost  of  maintenance  was  $142.54. 

Dr  Thomas  D.  Crothers,  of  Hartford,  Conn.,  has  been  ap- 
pointed professor  of  diseases  of  the  brain  and  nervous  system,  with 
especial  reference  to  the  effects  of  alcoholic  and  drug  poisons,  at  the 
New  York  School  of  Clinical  Medicine. 

It  has  been  decided  to  locate  the  Illinois  Epileptic  Colony 
at  Notch  Cliff,  near  Elsah,  in  Jersey  County.  This  will  be  one  of  the 
largest  institutions  in  the  State,  as  there  are  between  4,000  and  5,000 
epileptics  in  Illinois. 

The  Greenville  Sanatorium  (South  Carolina)  was  opened 
recently  by  its  inaugurators,  Drs.  Thomas  T.  Earle,  Curran  B. 
Earle  and  Joseph  B.  Earle.  The  building,  well  located  on  high  ground, 
is  two  stories  in  height,  and  thoroughly  equipped.  It  is  now  ready  for 
patients. 
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Indian  Territory  Medical  Association. — At  the  semi-annual 
meeting  its  president,  Dr.  Le  Roy  Long,  of  Caddo,  recommended 
that  steps  be  taken  to  secure  congressional  legislation  for  an  insane 
asylum  for  the  Indian  Territory.  A  committee  was  appointed  to 
look  after  the  matter. 

A  Recent  Census  of  the  Insane  in  Iowa  shows  that 
in  the  three  state  asylums  there  are  2,901  patients,  in  the  fifty-two  coun- 
ty institutions,  987,  and  in  four  private  hospitals,  453.  This  gives  a 
total  of  4,341  insane  under  restraint  in  the  state. 

Nearly  £100,000  has  been  given  by  the  David  Lewis  trustees  to 
establish  the  Lewis  Epileptic  Colony  in  Cheshire,  England,  and  400 
acres  of  land  have  been  secured  at  Warford.  The  cottage  system  will 
obtain,  and  from  twenty  to  twenty-four  patients  will  live  in  each 
cottage. 

The  State  Asylum  at  Yankton,  S.  D.,  iis  overcrowded, 
and  the  county  jails  hold  many  insane  patients,  because  there  is  no  room 
for  them  at  the  state  asylum.  The  superintendent  asks  for  an  appro- 
priation of  $204,672  for  the  next  two  years,  and  advocates  that  the  name 
of  the  institution  be  changed  to  the  ''State  Hospital." 

Dr.  George  A.  Zeller,  superintendent  of  the  asylum  for  the 
incurable  insane  at  South  Bartonville,  111.,  has  surprised  the  many  ap- 
plicants for  his  position  by  announcing  his  early  return  from  the 
Philippine  Islands,  and  that  he  is  a  candidate  for  reappointment. 

The  jState  Insane  Asylum  at  Norristown,  Pa.,  has  en- 
tered suit  against  the  city  of  Philadelphia  to  recover  the  sum  of 
$52,651.72,  which  is  the  balance  of  a  total  of  $103,331  expended  in  car- 
ing for  the  indigent  insane  persons  in  1896  and  1897.  At  that  time  a 
total  of  $2  per  day  was  charged,  but  later  the  amount  was  reduced  to 
$1.75  for  each  patient.  The  city  claims  that  the  total  amount  overpaid 
during  the  intervening  years  was  sufficient  to  equal  the  amount  sued 
for ;  that  the  hospital  gained  by  this  agreement,  and  that  a  surplus  was 
formed  which  was  spent  for  improvements  on  the  hospital,  and  that, 
therefore,  the  Commonwealth  reaped  a  profit. 

A  WOMAN  was  recently  arrested  in  London,  charged  with  in- 
sanity, because  she  appeared  at  Osborne  House,  Isle  of  Wight,  and 
made  a  disturbance,  clairhing  to  be  a  daughter  of  Princess  of  Batten- 
berg.  This  woman  boarded  in  New  York  not  long  ago,  and  told  the 
landlady  that  she  was  related  to  Queen  Victoria,  and  also  to  the  Goulds, 
Vanderbilts,  and  a  few  other  rich  families. 

Have  you  noticed  the  Bibliography  of  American  Neurology  and 
Psychiatry  in  each  number  of  this  Journal?  It's  on  advertising  pages 
xviii  and  xx,  so  that  you  can  cut  it  out,  paste  on  cards,  and  keep  a 
complete  bibliographical  index  of  American  literature  on  nervous  and 
mental  diseases. 

The  Milford  Woman's  Club,  of  New  Hampshire,  is  be- 
ginning a  movement  whereby  they  hope  to  establish  a  home  for  the 
feebleminded  in  that  State.  Their  plan  is  to  interest  all  the  women's 
clubs  in  the  state,  and  to  start  a  subscription  list,  with  the  Milford 
Club  at  its  head,  with  a  subscription  of  $50  and  a  pledge  of  $25  annu- 
ally to  support  the  home.     It  is  believed  the  response  will  be  general. 

Dr.  Allan  Blair  Bonar,  146  West  Ninety-fourth  street,  New 
York  city,  has  consented  to  take  charge  of  this  department,  and  will 
be  glad  to  receive  any  items  of  interest  to  our  readers. 
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Recently  Goodwin  Brown,  connected  prominently  with 
the  hospitals  for  the  insane  of  New  York  State,  urged,  before  the  In- 
dustrial Commission,  that  vigorous  legislation  should  be  made  to  pro- 
tect  the  country  from  an  influx  of  insane  emigrants.  Although  50 
per  cent,  of  the  patients  in  the  hospitals  for  the.  insane  in  New  York 
State  are  foreign-born,  and  are  costing  the  State  $1,000,000  a  year,  he 
was  not  prepared  to  say  that  there  was  a  concerted  effort  on  the  part 
of  foreign  countries  to  foist  their  insane  upon  the  United  States. 

The  Alma  Sanitarium,  of  Alma,  Mich.,  has  sent  out  a 
beautiful  little  brochure  describing  that  institution,  which  is  one  of  the 
very  best  in  the  country.  The  officers  are  J.  H.  Lancashire,  M.D., 
President;  Geo.  F.  Butler.  M.D.,  Vice-President  and  Medical  Super- 
intendent, and  L.  A.  Sharpe,  Secretary  and  Treasurer.  There  is  a 
large  staff  of  eminent  consulting  specialists,  besides  a  house  staff  of 
competent  physicians.  The  Alma  does  not  claim  to  be  the  oldest  or  the 
cheapest  sanitarium,  but  it  does  claim  to  have  the  most  eminent  physi- 
cians, the  most  expensive  and  approved  remedial  appliances,  the  strong- 
est bromide  mineral  water,  the  finest  furnishings,  the  choicest  cuisine, 
and  the  most  liberal  management. 

With  the  death  of  Herbert  R.  Spencer  the  last  of  the  three 
prominent  American  workers  in  applied  optics  passed  awa}.  It  is, 
therefore  of  general  scientific  interest  to  note  the  arrival  in  this  country 
of  one  of  the  trained  coworkers  with  Professor  Abbe,  of  Jena,  at  the 
Zeiss  establishment — Herman  Kellner,  Ph.D.,  who  has  alreadv  entered 
upon  his  duties  as  Scientific  Director  for  the  Spencer  Lens  Company, 
ot  Buffalo.  N.  Y.  Mr.  Kellner  will  continue  his  scientific  researches 
with  especial  reference  to  microscope  and  telescope  objectives.  The 
attempt  to  establish,  under  American  conditions,  a  scientific  institu- 
tion in  Buffalo  similar  in  methods  to  that  at  Jena  will  unquestionably 
be  watched  with  great  interest  by  American  scientists. 

Paresis  has  been  newly  defined  by  Alderman  Bridges,  of  New 
York.  He  says,  "when  a  person  thinks  he's  right,  when  he  knows 
he's  wrong,  he's  got  paresis."     Mirabile  dictu! 

An  inquiry  into  the  origin  of  certain  wounds  and  bruises  found 
upon  the  body  of  a  man  who  died  in  the  Insane  Pavilion  of  Bellevue 
Hospital  has  already  resulted  in  some  radical  changes  in  the  "system"* 
in  the  alcoholic  ward  and  the  insane  pavilion.  Ten  of  the  nurses  have 
been  summarily  dismissed  by  Commissioner  Keller,  and  three  of  them 
have  been  held  in  $5,000  bail  each  by  the  Coroner's  jury  which  in- 
vestigated the  cause  of  the  above  patient's  death.  It  is  said  that  the 
Coroner  s  jury  brought  out  enough  evidence  to  warrant  holding  these 
three  nurses  for  murder  in  the  first  degree.  The  patient  had  undoubt- 
edly been  brutally  treated.  Many  other  complaints  of  brutal  and  cruel 
treatment  received  by  patients  in  the  alcoholic  \yards  and  in  the  insane 
pavilion  have  since  been  published.  Dr.  Allan  McLane  Hamilton  has 
arraigned  the  system  in  the  insane  pavilion,  and  says  that  the  physi- 
cians charge  fees  when  they  have  no  right  to  do  so,  and  are  also  in 
league  with  private  sanitariums,  whereby  they  send  to  them  those  pa- 
tients able  to  pay,  to  their  own  financial  advantage.  Dr.  Allen  Fitch, 
one  of  the  examiners,  denies  that  any  fees  are  demanded  other  than 
those  allowed  by  the  rules  of  the  establishment.  Commissioner  Keller 
has  settled  this  question  by  abolishing  the  fee  system  entirely. 

The  house  doctors  of  Bellevue  have  also  been  charged  with  sacri- 
^ficing  the  welfare  of  the  patients  to  the  medical  students,  and  Com- 
missioner Keller  has  written  a  letter  to  the  Medical  Board  on  this  sub- 
ject, as  well  as  on  the  other  points  of  complaint. 
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There  is  no  doubt  that  abuses  do  creep  into  large  institutions  Hkc 
Bellevue,  and  a  good  shaking  up  will  do  good  occasionally. 

Dr.  Peter  M.  Wise,  whom  Governor  Roosevelt  has  recently 
dismissed  from  office,  entered  upon  the  study  of  medicine  at  the  age 
of  19  years.  After  graduation  he  served  as  interne  in  the  St.  Louis 
City  Hospital.  Soon  after  retiring  from  this  service  he  was  appointed 
on  the  medical  staff  of  the  Willard  Asylum  for  the  Insane,  now  the 
Willard  State  Hospital,  where  he  remained  for  twelve  years.  When 
Dr.  Chapin  retired  from  the  superintendency  of  the  institution,  Dr. 
Wise  was  unanimously  called  to  succeed  him.  At  this  time  he  declined 
a  call  to  become  superintendent  of  the  State  Asylum  for  Idiots  at  Syra- 
cuse. Dr.  Wise  designed  and  constructed  the  ''Infirmary"  at  Willard, 
which  was  the  first  exposition  of  modern  infirmary  care  in  any  country, 
and  now  universally  adopted.  In  1896  Dr.  Wise  was  appointed  by 
Governor  Hill  on  the  commission  to  locate  and  design  an  asylum  for 
Northern  New  York.  He  designed  what  was  substantially  adopted  in 
the  construction  of  the  St.  Lawrence  State  Hospital  at  Ogdensburg, 
considered  by  experts  to  be  the  foremost  hospital  of  its  kind  in  the 
world.  After  declining  a  call  to  this  new  hospital  several  times,  in 
1890  Dr.  Wise  accepted  the  superintendency.  Of  the  number  of  re- 
forms which  he  introduced,  the  most  important  was  the  creating  a  high 
standard  for  nursing  for  the  insane.  His  reforms  have  modified  the 
practice  of  mental  medicine  throughout  this  country.  In  1896  he  ac- 
cepted the  office  of  President  of  the  State  Commission  in  Lunacy, 
which  position  he  has  held  ever  since.  His  experience,  in  nearly 
twenty-five  years  of  previous  service  given  to  the  State,  has  enabled 
him  to  promote  the  better  management  of  the  State  institutions,  and 
to  attack  understandingly  the  many  problems  that  have  arisen. 

Dr.  Peter  M.  Wise  was  removed  on  December  20  from  his 
position  as  President  of  the  State  Lunacy  Commission,  by  Governor 
Roosevelt,  on  the  charges  preferred,  of  malfeasance  in  office.  Dr. 
Wise  was  charged  and  found  guilty  of  gross  impropriety  in  directly  or 
indirectly,  by  suggestion  or  otherwise,  soliciting  subscriptions  to  the 
Copper  Hill  Mining  Company,  of  which  he  was  president,  from  his 
official  subordinates  of  both  sexes,  including  superintendents,  doctors, 
stewards,  and,  in  at  least  two  cases,  the  heads  of  private  asylums  which 
are  under  the  supervision  of  the  State  Commission  in  Lunacy.  He  was 
also  found  guilty  of  using  State  labor  in  having  an  ice  house  built  on 
State  land  at  the  Flatbush  Asylum,  in  the  interests  of  a  private  com- 
pany in  which  he  was  financially  interested.  Dr.  Wise  claimed  that 
when  the  construction  of  the  ice  house  was  undertaken  he  gave  up 
his  interest  in  the  company,  but  it  appears  from  his  letters  that  he  never 
gave  it  up  at  all,  certainly  not  for  eight  months  after  the  construction 
of  the  house  was  undertaken,  and  until  it  was  believed  that  the  process 
was  a  failure.  Dr.  Wise  refused  to  answer  any  questions  put  to  him 
by  the  Governor,  and  said  that  this  action  on  the  part  of  the  Governor 
was  due  to  a  conspiracy  of  certain  physicians,  whom  he  named,  because 
of  the  stand  he  had  taken  in  trying  to  secure  the  removal  of  Dr.  Van 
Gieson  as  director  of  the  New  York  Pathological  Institute,  and  that 
his  private  letters  had  been  stolen  and  sent  to  the  Governor,  and  upon 
these  the  charges  against  him  had  been  based.  Dr.  Wise's  term  of 
office  was  to  expire  on  December  31.    He  had  held  the  office  since  1896. 
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A  CASE  OF  CORTICAL  SCLEROSIS,  HEMIPLEGIA  AND 

EPILEPSY,  WITH  AUTOPSY.* 

By  Charles  L.  Dana,  M.D. 

Summary:  Child,  age  four  and  one-half,  forceps  delivery,  ri^ht 
hemiplegia  from  birth^  general  epilepsy  from  sixth  month,  operation  ^ 
death,  meningeal  thickening^  general  cortical  sclerosis  in  area  of 
distribution  of  Sylvian  artery,  atrophy^  degeneration  0/  pyramidal 
tract,  no  degeneration  of  lemniscus  or  atrophy  of  cerebellum.,  con- 
siderable deficiency  of  tangential  fibers. 

The  case, which  I  have  here  to  report  furnishes  a  contribu- 
tion to  the  pathological  anatomy  of  infantile  hemiplegia  with 
epilepsy  and  helps  to  throw  light  upon  the  origin  of  at  least 
some  cases  of  this  disease. 

Leo  L.,  age  4^  years,  Hebrew,  born  in  the  United  States, 
was  referred  to  me  by  Dr.  George  Woolsey  and  I  am  indebted 
to  him  for  the  opportunity  of  seeing  the  case  and  of  using  the 
material.  The  family  history  is  quite  negative.  The  child 
was  the  first  born  and  the  labor  was  practically  difficult,  forceps 
being  used.  The  infant  was  alive  and  had  no  convulsions  at 
this  time.  There  was  no  defect  noticed  at  first,  but  within  a 
few  months  afterward  it  was  found  that  he  did  not  move  the 
right  arm  and  leg  quite  so  much  as  the  left.  He  was  a  bottle 
baby  and  was  poorly  nourished,  almost  marasmic.  The  fon- 
tanelles  were  large  and  slow  in  closing  and  the  mother  says 
that  the  face  was  always  bluish.  During  the  second  year  of 
life  he  became  quite  healthy  and  looked  well,  but  never  used  his 
right  hand  very  much.  The  child  began  to  walk  at  the  age 
of  two  years,  and  talked  a  little  at  the  end  of  the  first  year. 
Teeth  first  appeared  at  nine  months,  at  which  time  he  suffered 
from,  a  bad  diarrhea.  When  two  years  'old  he  began  to  have 
convulsions  without  known  cause,  and  these  continued  during 

♦Prepared  for  the  twenty-sixth  annual  meeting  of  the  American 
Neurological  Association,  held  in  Washington,  May,  1900. 
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the  rest  of  his  Hfe,  but  changed  in  their  character.  At  first 
the  attacks  consisted  of  choking  sounds,  the  eyes  turned  to  one 
sid€  and  there  was  a  blueness  of  the  face  and  stiffening  of  the 
limbs.  This  was  followed  by  complete  loss  of  consciousness 
for  about  a  quarter  of  an  hour  with'  clonic  convulsions,  each 
side  being  affected.  There  was  some  vomiting.  After  this 
he  would  lie  in  a  stupor  for  one  or  two  hours.  Later  on  the 
•convulsions  became  less  severe  and  they  were  characterized 


Fig.  I.     View  of  convexity  of  the  hemispheres. 

by  smacking  of  the  lips,  irregular  gestures  and  stiffening  of 
the  joints  and  of  the  body.  No  Jacksonian  type  was  ever 
noted.  He  suffered  a  good  deal  from  headache,  and  as  he 
grew  older  he  showed  considerable  backwardness  in  intelli- 
gence. 

When  seen  by  me  at  the  age  of  4J  years  he  was  a  well- 
nourished  boy  about  normal  height  and  weight.  In  walking 
there  was  a  sHght  hemiplegic  gait,  and  examination  showed  a 
distinct  right  hemiplegia  involving  the  arm  mostly.  The  right 
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foot  was  somewhat  stiff  and  had  a  tendency  to  turn  in.  The 
right  forearm,  the  wrist  and  the  fingers  were  flexed  and  were 
decidedly  rigid.  There  was  exaggeration  of  the  reflexes  upon 
the  right  side.  The  head  measured  48  ctm.  in  its  great  cir- 
cumference; there  was  some  facial  asymmetry.  He  could  not 
use  the  right  arm  very  well,  and  could  not  pick  up  a  penny 
with  his  right  hand,  on  account  of  the  weakness  and  rigidity  of 
the  parts.  Electrical  reactions  were  normal  in  all  the  muscles 
except  the  forearm,  where  they  were  diminished.  Facial  in- 
nervation was  less  upon  the  right  side.  The  right  leg  showed 
no  shortening  nor  atrophy,  but  there  was  some  shortening 


Fig.  II.  Lateral  view  of  left  cerebrum  showing  microgyry.  thick- 
ened pia  and  normal  occipital  lobe. 

and  atrophy  of  the  right  upper  extremity.  He  had  no  athe- 
toid  or  clonic  movements.  All  the  spinal  reflexes  were  pres- 
ent, except  the  abdominal.  The  plantar  reflex  was  of  the 
flexor  type.  He  could  talk  a  little,  but  not  very  much.  There 
were  no  disturbances  of  sensation  or  of  the  special  senses. 
For  the  details  of  this  examination  I  am  indebted  to  Dr.  Saml. 
M.  Evans. 

He  was  having  the  epileptic  attacks  with  increased  fre- 
quency, and  owing  to  this  fact  and  the  hopelessness  of  medi- 
cation, as  tested  by  previous  experience,  I  advised  Dr.  Wool- 
sey  to  make  an  exploratory  operation,  hoping  that,  as  some- 
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times  occurs,  some  relief  from  the  epileptic  symptoms  might 
be  obtained  through  the  emptying  of  the  cyst  and  the  re- 
moval of  pressure,  or  through  some  mechanical  change  in  the 
circulation.  Dr.  Woolsey  therefore  trephined  and  found  the 
atrophied  brain  lying  under  the  opening.  He  opened  the 
lateral  ventricle,  which  was  distended,  and  withdrew  some 
fluid.  The  child  did  not  survive. the  shock  of  the  operation. 
A  post-mortem  was  made  and  the  specimens  were  preserved 
and  sections  made  by  Dr.  Schlapp,  to  whom  1  am  indebted  for 


Fig.  III.     Median  surface  of  cerebrum. 

the  preparations.     The  photographs  of  the  brain  show  better 
than  any  description  the  conditions  found. 

Report  of  Autopsy. — The  left  hemisphere  of  the  brain  is 
greatly  atrophied,  being  about  one-third  smaller  than  'the 
right.  The  atrophy  involves  all  the  cortex  excerpt  the  occipital 
lobe,  and  to  a  less  extent  the  anterior  part  of  the  frontal,  which 
is  normal.  The  atrophy  corresponds  very  nearly  to  the  dis- 
tribution of  the  Sylvian  artery.  It  involves  the  convolutions, 
which  have  shrunk  up  so  that  the  typical  fissures  cannot  be 
made    out,    except    the    Sylvian,    and      those    of    the    lower 
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temporal,  occipital  and  anterior  frontal  lobes.  The 
small  gyri  are  bound  together  by  thickened  connective 
tissue  developed  from  the  pia-arachnoid ;  and  the  vessels 
running  into  them  are  often  obliterated.  There  is,  how- 
ever, no  diffuse  or  lobar  sclerosis.  The  increase  of  connec- 
tive tissue  being  due  simply  to  proliferation  from  the  vessel 
walls  and  the  pia-arachnoid.  The  condition  is  one  of 
microgyry  due  to  vascular  defect.  There  is  no  evidence  of 
venous  thrombosis.  The  lateral  ventrical  is  considerably 
dilated  (twice  its  normal  size). 
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Fig.  IV.  Section  of  prefrontal  convolution,  showing  partly 
obliterated  fissure  and  areas  of  diffuse  sclerosis.     XlJ^. 

Microscopical  examination  (Nissl,  Delafield,  Weigert 
stains)  shows  some  thickening  of  the  pia,  but  no  true  men- 
ingitis. The  vessels  are  not  diseased,  but  many  of  the  small 
pial  arteries  running  into  obliterated  fissures  are  obliterated. 

Throughout  the  cortex  one  sees  areas  of  sclerosis  which 
lie  around  the  pial  vessels,  and  which  are  evidently  due  to 
obliteration,  partial  or  complete,  oi»these.  There  is  no  inde- 
pendent sclerosis,  and  the  trouble  is  plainly  secondary  to  the 
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vascular  defect.  The  sclerotic  areas  are  very  numerous,  but 
do  not  extend  into  the  white  matter  far,  and  the  white  matter 
is  normal,  so  far  as  this  process  is  concerned. 

The  cortical  nerve  cells  are  degenerated  in  many  places, 
being  small,  irregular  in  shape  and  deficient  in  number.  Many 
areas  are  seen  in  which  the  cells  are  fairly  normal.  It  is  im- 
possible to  make  out  any  tangential  fibers  in  most  areas. 

The   fibers   of  the    subcortical   tissue   show   degenerative 


Fig.  V.     Section  of  prefrontal  convolution,  showing  fissure  with 
sclerotic  areas  and  degeneration  of  cells.     X%. 

changes,  but  the  study  of  these  as  yet  is  not  complete.  The 
basal  ganglia  were  not  afifected.  The  cerebellum  shows  no 
atrophy.  Sections  through  the  pons  and  medulla  show  the 
usual  degeneration  of  the  pyramidal  tract,  those  bundles  near 
the  median  line  in  the  pons  being  most  afifected.  The  atrophy 
involved  about  three-quarters  of  the  tract  on  the  right  side. 
The  posterior  longitudinal  bundles  were  normal.  The  lemnis- 
cus was  not  atrophied  on  either  side.  These  findings  are  in 
harmony  with  other  obs^vations  to  the  eflfect  that  when  the 
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lesion  is  cortical  there  is  no  degeneration  of  the  lemniscus  or 
atrophy  of  the  cerebellum. 

Remarks:  The  lesions  which  are  found  causing  conditions 
more  Or  less  similar  to  these  clinically,  that  is  to  say,  hemi- 
plegia or  diplegia  and  epilepsy  are  the  following:  i.  Diffuse 
sclerosis.  2.  Lobar  sclerosis.  3.  Atrophic  sclerosis.  4.  Hy- 
pertrophic sclerosis.  5.  Porencephaly.  6.  Agenesis.  7. 
Cysts.  8.  Simple  atrophy.  These  various  anatomical  defects 
have  as  a  cause  (a)  simple  developmental  defects,  (b)  chronic 
hydrocephalus,  (c)  meningo-encephalitis,  (d)  vascular  lesions 
such  as  hemorrhage,  embolism,  thrombosis  of  veins  and  in- 
flammatory lesions  such  as  polioencephalitis.  In  the  present 
case  the  anatomical  defect  is  atrophy,  due,  as  it  appears  to  me, 
to  a  vascular  defect  or  disease.  It  seems  probable  here  that 
there  was,  during  intra-uterine  life,  partial  stoppage  of  the  left 
middle  cerebral  artery,  or  there  was  a  simple  defect  in  the  de- 
velopment of  this  artery  and  its  branches,  leading  to  the  in- 
complete development  of  the  brain  which  it  nourished.  The 
obliteration  could  not  have  been  complete  without  leading  to 
a  more  massive  and  localized  lesion. 

I  do  not  think  it  possible  for  neurologists  to  tell  from 
clinical  studies  exactly  what  is  the  organic  anatomical  con- 
dition in  all  cases  of  this  kind.  We  can  often  be  sure  to  detect 
a  simple  agenesis  by  the  small  size  of  the  brain  and  the  marked 
idiocy,  but  in  this  dase  the  child's  head  was  of  fair  size  and  the 
intelligence  moderately  good.  We  can  tell  the  cause  of  other 
cases  by  the  evidence  of  *liydrocephalus  and  of  still  others  by 
a  distinct  history  of  an  acute  onset  of  the  disease  subsequent 
to  birth.  By  a  process  of  exclusion  we  can  therefore  often 
reach  a  fairly  accurate'  diagnosis.  In  the  present  case  I  was 
misled  by  the  fact  that  the  mother  told  us  the  attacks  began 
with  an  acute  illness  several  months  after  birth  and  it  seemed 
possible  that  there  had  been  an  encephalitis  or  a  hemorrhage 
with  a  possible  formation  of  a  cyst.  This  made  the  advisabil- 
ity of  an  operation  a  little  greater,  still  even  in  cases  where 
there  seemed  defective  development  it  seems  to  me  clinicaMy  to 
be  shown  that  in  some  instances  an  operation  upon  the  brain 
lessens  the  severity  of  the  epileptic  attacks  and  has  a  good 
influence  in  that  way  upon  the  development  of  the  brain. 


DIFFUSE  DEGENERATION  OF  THE  SPINAL  CORD,^ 

Clinical  Analysis  of  Fifty   Cases. 

By  James  J.  Putnam,  M.D. 

PHOFESSOR    OF   DISEASES   OF   THE   NERVOUS    SYSTEM,    HARVARD    UNIVERSITY 

MBDICAL   SCHOOL;   PHYSICIAN,    DEPARTMENT   OF    DISEASES    OF   THE 

NERVOUS   SYSTEM,    MASSACHUSETTS    GENERAL   HOSPITAL. 

Pathological  Study  of  Five  Cases. 
By  E.  W.  Taylor,  M.D. 

INSTRUCTOR  IN  NEUROPATHOLOGY,  HARVARD    UNIVERSITY    MEDICAL   SCHCbL ; 

ASSISTANT   PHYSICIAN,    DEPARTMENT   OF    DISEASES   OF   THE   NERVOUS 

SYSTEM,    MASSACHUSETTS    GENERAL   HOSPITAL. 

(From  the  Sears  Pathological  Laboratory,  Harvard  Medical  School.) 

(Continued  from  page  21.) 

PATHOLOGICAL  REPORT^  BY  DR.   TAYLOR. 

The  details  of  the  pathological  examination  of  five  cases  of 
diffuse  degeneration  are  herewith  given,  with  the  essential 
features  of  the  clinical  histories,  so  far  as  they  are  obtainable : 

Case  I. — This  patient,  who  at  the  time  of  his  death  was  a 
man  of  fifty-hve,  had  been  under  the  medical  observation  of 
one  of  the  writers  for  many  years  before  the  onset  of  the  anemic 
and  spinal  symptoms  which  led  to  his  death. 

The  family  history,  which  was  of  much  interest,  has  already 
been  indicated  in  the  earlier  part  of  this  paper.  Let  it  suffice  to 
say  here  that  in  the  large  family  to  which  he  belonged,  tuber- 
culosis, cancer,  interstitial  nephritis,  and  a  highly  psycho- 
pathic tendency  had  figured  largely,  associated  with  brilliancy, 
talent,  and  fine  personal  traits. 

The  patient  himself,  though  always  excitable  and  unstable, 
had  been  a  successful  man  of  business.  Gradually,  his  nervous 
instability  gained  the  upper  hand,  morbid  fears  and  a  tendency 
to  outbreaks  of  passion  showed  themselves,  and  for  many  years 
before  his  death  he  made  himself  an  exile  at  his  country  place. 
His  physical  health  had  never  been  vigorous,  and  digestive 
troubles  of  slight  degree  were  of  frequent  occurrence.  Between 
three  and  four  years  before  his  death  it  became  noticeable  that 
his  complexion  and  skin  were  at  times  very  sallow,  even  icteric* 
These  periods  seemed,  as  a  rule,  to  attend  or  follow  periods  of 
depression  or  excitement,  and  might  then  pass  quickly  away. 
Little  by  little,  however,  the  sallowness  became  more  perma- 
nent, and  was  associated  with  marked  pallor.     Three  years 

♦Read  in  abstract  at  the  twenty-sixth  annual  meeting  of  the  Ameri- 
can Neurological  Association,  May,  1900. 
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before  his  death  he  was  induced  to  make  a  trip  to  Europe,  and 
while  absent  Dr.  H.  C.  Baldwin,  who  accompanied  him,  noted 
an  anemic  murmur  over  the  heart,  which  afterwards  increased. 
Within  two  years  before  his  death  all  the  symptoms  became 
more  pronounced.  Bleeding  of  the  gums  set  in  and  became  a 
troublesome  symptom.  Arsenic  at  first  relieved  him  greatly  in 
all  respects,  or  seemed  to  do  so,  but  the  improvement  was  only 
temporary.  A  blood  examination  made  by  Dr.  J.  J.  Thomas 
about  nine  months  before  his  death  gave  the  following  result: 
Hb.,  26  per  cent.;  reds,  1,284,000;  whites,  3,750;  polynuclear 
whites,  49.6  per  cent. ;  large  mononuclear,  20.5  per  cent. ;  small 
lymphocytes,  2y.2  per  cent. ;  eosinophiles,  2.y  per  cent. ;  poikilo- 
cytosis;  numerous  nucleated  reds.  The  spinal  symptoms  came 
on  gradually  during  the  last  year  of  his  life,  and  consisted  first 
in  a  feeling  of  numbness  in  the  extremities,  then  in  increasing 
weakness  and  inco-ordination,  which,  however,  never  reached  a 
high  degree.  There  was  general  emaciation  and  flabbiness  of 
the  muscles.  Death  came  on  gradually,  with  increasing  ex- 
haustion. The  autopsy  was  made  by  Dr.  W.  F.  Whitney,  who 
found,  besides  extreme  anemia  of  all  the  tissues,  pigmentation 
of  the  liver  (deposition  of  iron),  and  characteristic  changes  in 
the  bone  marrow. 

Microscopic  Examination. — Spinal  cord  alone  examined. 
Stained  by  Weigert  hematoxylin;  carmine;  carmine  hematox- 
ylin. The  degenerations  in  this  case  are  confined  essentially  to 
the  dorsal  and  lateral  regions  of  the  cord,  and  are  more  marked 
in  the  upper  than  in  the  lower  segments. 

Lumbar  Enlargement. — The  degenerations  in  this  region 
are  exceedingly  slight,  as  shown  by  the  Weigert  myeline 
sheath  method.  Throughout  the  dorsal  columns  there  is  a  dis- 
tinct diminution  in  the  amount  of  staining  myeline,  with  a  pro- 
portionate increase  in  neuroglia  elements.:  (Carmine-hema- 
toxylin  preparation.)  The  neuroglia  septa  are  markedly  in- 
creased in  caliber,  and  the  individual  neuroglia  cells  are  large. 
A  similar  change,  but  much  less  in  degree,  may  be  made  out  in 
the  lateral  tracts,  occupying  in  a  general  way,  but  not  sharply 
limited  to,  the  pyramidal  tracts.  A  section  made  slightly 
higher,  lower  thoracic  region,  shows  a  much  more  marked  de- 
generation in  the  areas  already  named.  Especially  marked  are 
two  tongue-shaped  areas  in  the  dorsal  tracts,  placed  symmetric- 
ally on  either  s"de  of  the  dorsal  septum.  These  areas  show  an 
almost  complete  disintegration  of  myeline  and  axones,  with 
an  imperfect  compensatory  proliferation  of  neuroglia. 

Thoracic  Region. — The  thoracic  cord  at  various  heights 
from  below  upwards  shows  progressively  more  marked  degen- 
erations in  the  dorsal  and  lateral  columns,  of  the  general  type 
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described  above.  The  small  tongue-shaped  areas  seen  in  the 
lower  thoracic  region  become  larger  and  show  a  tendency  to 
coalesce  in  the  dorso-median  tract  (GolL).  An  area  corre- 
sponding to  the  direct  cerebellar  tract  is  spared,  in  a  part,  at 
least,  of  the  thoracic  cord.  There  is  no  degeneration  of  the 
ventral  tracts  bordering  the  ventral  fissure. 

Cervical  Region. — The  degenerations  still  fairly  sharply 
delineated  are  here  more  marked  and  extensive  than  at  lower 
levels  oi  the  cord.  The  cerebellar  tract  is  invaded  on  both 
sides  to  a  certain  degree;  the  dorsal  tracts  show  a  complete 
degeneration,  with  the  exception  of  a  narrow  strip  in  the 
lateral  portion  of  the  dorso-external  columns  (Burdach)  bor- 
dering the  horns.  The  ventral  white  matter  remains  wholly 
uninvolved. 

Gray  Matter. — There  is  no  evidence  of  an  active  degenera- 
tive process  in  the  ventral  horns.  The  lumbar  enlargement 
shows  many  hyperpigmented  cells,  which,  in  the  present  state 
of  our  knowledge,  must  be  regarded  as  a  disorder  of  metabol- 
ism, the  pathological  significance  of  which  is  obscure.  In  the 
cervical  region  the  motor  cell  bodies  are  fewer  in  number  than 
one  would  expect,  and  show  in  certain  instances  distinct  de- 
generative changes.  The  dorsal  horns  show  nothing  abnormal 
beyond  an  equally  noticeable  pigmentation  of  the  cells  of 
Clarke's  column. 

Nerve  Roots. — In  general  the  nerve  roots,  both  dorsal  and 
ventral,  are  not  degenerated,  though  occasionally  somewhat 
imperfectly  staining  bundles  may  be  made  out.  The  dorsal 
roots  at  no  point  show  the  changes  which  are  an  essential  part 
of  the  pathological  process  in  tabes. 

Blood  Vessels. — Many  of  the  vessels  within  the  cord  have 
moderately  thickened  walls,  in  a  condition  of  hyaline  degenera- 
tion.    The  pia  and  its  contained  vessels  are  normal. 

Summary. — Diffuse  degeneration  of  dorsal  and  lateral 
tracts  of  cord,  not  sharply  confined  to  recognized  neurone 
systems;  degeneration  more  marked  in  upper  than  in  lower 
segments  of  the  cord;  slight  nerve  cell  changes;  insignificant 
degeneration  in  the  nerve  roots;  hyaline  degeneration  of  ves- 
sel walls. 

Case  II. — The  patient,  a  lady,  at  the  age  of  fifty-two  came 
under  the  care  of  Dr.  E.  M.  Buckingham,  to.  whose  courtesy 
the  following  notes  are  due.  She  had  ahvays  been  anemic, 
easily  worried  and  overworked,  and  had  had  a  real  and  con- 
stant cause  of  worry  for  many  years.  In  1882  she  had  a  fall, 
striking  on  her  back,  and  in  1883  a  long  continued  and  severe 
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bronchitis.  In  1890  she  ha4  considerable  diarrhea  and  nausea, 
which  continued  off  and  on  for  six  months,  when  she  had 
grippe,  and  this  in  its  turn  was  again  followed  by  nausea  and 
diarrhea.  In  1892  she  had  a  severe  hemorrhage  from  some 
part  of  the  urinary  passages,  and  after  this  was  severely 
blanched  for  many  months.  From  this  time  to  1896,  when  she 
died,  nausea  and  vomiting,  induced  by  fatigue  or  worry,  were 
of  frequent  occurrence.  During  this  period  "numbness"  of 
the  arm  was  occasionally  complained  of,  and  in  1895  this  symp- 
tom was  specifically  noted  as  affecting  the  legs  and  sometimes 
extending  as  high  as  the  waist,  thoujB^h  the  slightest  touch  from 
another  person's  finger  was  felt  in  the  affected  parts.  On 
April  16  of  this  year  the  blood  was  examined  for  pernicious^ 
anemia,  but  with  negative  results.  Tremor  in  the  left 
and  then  in  the  right  arm  was  next  noted.  The  pupils  were 
found  to  have  a  normal  reaction.  She  died  finally  on  June 
8,  1896,  from  exhaustion,  due  mainly  to  the  continued  attacks 
of  vomiting.  The  urine  had  been  examined  many  times  by 
Dr.  Buckingham  and  others,  but  without  showing  any  traces 
of  albumin  or  casts.  Nevertheless  (as  in  Case  IV.)  the  kid- 
neys were  found,  post  mortem,  to  show  signs  of  interstitial 
disease  by  Dr.  Mallory.  Edema  had,  however,  been  noted 
before  this.  The  prolonged  gastric  symptoms  in  this  case 
again  recall  to  mind  some  of  the  statements  in  the  paper  by 
Dr.  Adami  above  referred  to,  though  the  liver  and  spleen  were 
found  normal  after  death,  as  they  had  appeared  to  be  on 
repeated  examination  during  life. 

Microscopic  Exaniitiation. — Spinal  cord  examined;  stained 
by  Weigert  hematoxylin;  Marchi,  Van  Gieson;  phospho- 
molybdic  acid  (Mallory.)  The  degeneration  of  white  matter 
in  this  case  is  distributed  chiefly  through  the  dorsal  and  lateral 
tracts,  with  slight  involvement  of  the  ventral  white  matter.  It 
is  most  pronounced  in  the  cervical  region. 

Ltmibar  Enlargement. — The  cord  at  this  region  presents  an 
absolutely  normal  appearance  of  the  white  matter,  with  the  ex- 
ception of  exceedingly  small  areas  of  degeneration  in  the  dor- 
sal columns  on  either  side  of  and  at  a  little  distance  from  the 
dorsal  septum,  and  also  two  areas,  still  less  marked,  in  the 
region  of  the  pyramidal  tracts.  These  areas  present  the  pecu- 
liar, vacuolated  appearance  later  to  be  described  more  in  de- 
tail, which  there  is  some  reason  to  think  is  characteristic  of 
the  type  of  process  under  discussion.  The  reticulum  of 
myelinated  axones  and  collaterals  in  the  ventral  horns  are 
stained  (Weigert)  with  distinctness  and  show  no  pathologi- 
cal defect. 
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Diagrams  of  the  Spinal  Cord  from  Case  II. 
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Thoracic  Region. — In  the  thoracic  region  the  degeneration 
has  extended  in  a  diffuse  manner  without  definite  relation  to 
neurone  systems  over  a  large  part  of  the  dorsal  columns,  and 
the  lateral  tracts,  sparing  the  ventral  ground  'bundles,  the  area 
occupied  by  Govvers'  tract,  and  the  ventro-lateral  ground  bun- 
dies*  The  degenerated  areas  show  numerous  vacuoles,  prob- 
ably distended  and  disintegrating  myeline  sheaths,  with  no 
overgrowth  of  neuroglia,  hence  giving  in  Weigert  sections  a 
much  less  marked  color  contrast  than  ordinarily  seen.  Marchi 
slides  show  an  enormous  number  of  fat  droplets  throughout 
the  degenerated  areas,  the  product  of  disintegrating  myehne, 
leading  to  the  formation  of  fat  granule  cells.     (Plate  L,  Fig.  i.) 

Cervical  Region. — The  degeneration  here  is  considerably 
more  extensive  than  at  lower  levels.  The  dorsal  columns  are 
completely  involved,  excepting  for  a  peripheral  layer  of  normal 
fibers  on  the  dorsal  aspect  of  the  cord  and  along  the  horns  on 
either  side,  extending  ventrally  to  the  region  of  the  dorsal 
commissure,  in  the  immediate  neighborhood  of  which  fibers 
are  also  spared,  as  is  usual,  for  example,  in  tabes.  A  point  of 
interest  also  is  the  fact  that  a  very  narrow  strip  of  essentially 
normal  fibers  divides  on  both  sides  the  dorso-median  (Goll) 
from  the  dorso-lateral  (Burdach)  columns,  and  that  these  lines 
of  demarcation  also  separate  two  distinct  varieties,  or  at  least 
stages,  of  degeneration.  (Plate  L,  Fig.  2.)  Occupying  the 
greater  part  of  the  median  tract  is  a  dense  neuroglia  sclerosis, 
of  the  type  commonly  seen  in  the  cord  compensatory  to  sys- 
temic neurone  degenerations.  Outside  of  these  narrow  limits, 
however,  in  the  external  dorsal  columns,  the  peculiar  type  of 
change,  to  which  we  have  already  alluded,  is  predominant. 
The  section  is  riddled  with  vacuoles  of  varying  sizes,  certainly 
not  to  be  regarded  as  artefacts,  since  the  change  is  sharply 
confined  to  the  degenerated  areas.  It  is  further  noteworthy 
.that  the  vacuolated  areas,  in  sections  stained  with  osmic  acid, 
show  a  very  marked  preponderance  of  fat  over  the  dense 
sclerosis  of  the  median  column,  indicating,  no  doubt,  an  earlier 
stage  of  degeneration.  As  remarked  in  the  case  already  de- 
scribed, it  is  noticeable  also  here  that  in  large  areas  of  the 
degenerated  portions  the  neuroglia  shows  no  tendency  to 
proliferate,  giving  the  diseased  areas  a  sieve-like  appearance. 
(Plate  1.)  This  fact  we  are  inclined  to  think  is  of  some  im- 
portance in  the  proper  interpretation  of  the  nature  of  the 
pathological  change  under  consideration.  The  lateral  tracts 
of  the  cord  in  the  cervical  region  are  involved  as  in  the 
thoracic  region  without  respect  to  fiber  tracts,  but  somewhat 
more  extensively.     The  region  of  the  cerebellar  tract  is  particu- 
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larly  involved;  that  of  the  pyramidal  tract  less  so.  A  very 
slight  degeneration  occurs  in  the  ventral  portion  of  the  cord 
on  both  sides  of  the  fissure. 

Gray  Matter. — Normal  except  for  over-pigmejntaltion  and 
other  changes  of  ventral  horn  cells.  In  many  cases  the  en- 
tire cell-body  is  filled  v^ith  pigment;  in  others  the  nuclei  have 
disappeared,  apparently  as  a  result  of  the  encroachment  of  the 
pigment.  Nuclei  are  in  some  instances  distorted  in  shape, 
and  frequently  have  lost  their  distinct  outline.  Many  cells 
show  an  absence  of  granulation.  A  considerable  number  of 
cells  are  still  to  be  regarded  as  normal.  Cells  of  the  dorsal 
horns  also  shov^  a  marked  hyperpigmentation.  An  interest- 
ing group  lying  at  the  tip  of  one  dorsal  horn  in  the  lumbar 
region  show^s  the  cell-bodies  almost  completely  filled  w^ith 
pigment,  the  nuclei  in  those  cells  in  which  they  are  still  visible 
placed  excentrically  and  distorted  in  contour. 

Nerve  Roots. — The  roots,  both  ventral  and  dorsal,  are  nor- 
mal. The  changes  in  ventral  horn  cells  just  described, 
whatever  functional  significance  they  may  have,  are  evidently 
not  sufficiently  grave  to  lead  to  organic  changes  to  an  observ- 
able degree  in  their  associated  nerve  roots. 

Blood  Vessels. — No  noteworthy  changes  ;  pia  normal. 

Summary. — Diffuse  degeneration  of  cord,  most  extreme  in 
cervical  region;  definite  alterations  in  nerve  cell-bodies;  no 
nerve  root  degeneration ;  no  abnormality  of  vessels. 

Case  III. — This  patient,  who  was  seen  in  consultation  by 
Dr.  Putnam  with  Dr.  Horace  E.  Marion,  of  Brighton,  was  a 
man  of  fifty-four,  whose  occupation  was  that  of  superintendent 
of  streets.  He  was  of  good  habits  and  free  from  any  sus- 
picion of  constitutional  disease.  Examinations  were  made  on 
July  ID,  1894,  and  October  5,  1895.  The  illness  had  begun 
only  eight  or  ten  weeks  before  the  first  of  these  examinations 
with  a  feeling  of  sensitiveness  and  numbness  of  the  hands. 
He  reported  that  if  he  grasped  anything  a  feeling  of  thrill  or 
shock  would  run  through  the  hands  and  arms,  and  even  into 
the  chest  and  back.  At  that  time  the  legs  were  not  involved, 
and  the  knee-jerks  were  present,  but  slightly  developed.  The 
numbness  of  the  hands  was  ^sociated  with  a  disability  in  their 
use  so  great  that  he  could  with  difficulty  feed  himself.  Walk- 
ing caused  fatigue,  but  otherwise  was  normal.  The  urine  had 
been  examined  and  a  trace  of  arsenic  found,  associated  with 
signs  of  irritation  of  the  kidney.  The  grasp  of  the  right  hand 
was  excessively  feeble,  and  both  hands  and  arms  showed  slie^ht 
degrees  of  atrophy  of  some  of  the  hand  and  forearm  muscles, 
with  quantitative  changes  in  the  electrical  reactions.     The  pa- 
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tient  improved  in  the  use  of  his  hands,  as  so  often  happens,  but 
after  a  time  similar  sensory  symptoms  appeared  in  the  feet, 
legs,  perineum,  and  genitals,  associated  with  rapidly  increasing 
loss  of  muscular  power.  Shortly  before  the  second  examina- 
tion he  had  been  confined  to  the  bed  with  an  attack  of  vomit- 
ing and  diarrhea,  and  when  this  was  over  he  found  himself  at 
first  unable  to  get  up  because  of  muscular  weakness.  The 
sensibility  of  the  rectum  was  diminished  and  there  was  slight 
objective  loss  of  the  sense  of  contact  in  the  feet,  associated 
with  a  hyperesthesia  which  made  it  uncomfortable  for  him  to 
be  handled.  There  was  also  a  well-marked  sense  of  constric- 
tion about  the  legs.  The  micturition  had  become  slow  and 
•difficult.  The  knee-jerk  was  present  on  both  sides  and  rather 
greater  than  is  common  in  health,  and  the  Achilles  reflex  was 
a.lso  slightly  exaggerated.  The  Romberg  sign  was  present 
in  a  slight  degree.  The  nutrition  was  poor,  the  face  was  sal- 
low in  color  and  the  Hb.  was  found  to  'be  65  per  cent.  The 
patient  continued  to  lose  ground  gradually  and  died  in  com- 
plete paraplegia. 

Microscopic  Examination. — Cord  examined.  Stained  by 
Weigert  hematoxylin;  Van  Gieson,  hematoxylin-picric-acid- 
f uchsin ;  Mallory-phosphomolybdic  acid.  This  case  resembles, 
in  general,  the  foregoing  in  its  pathological  anatomy,  but  shows 
a  still  more  extensive  process,  likewise  of  greatest  intensity  in 
the  cervical  region. 

Lumbar  Enlargement  (Plate  II.,  Fig.  4). — Sections  through 
the  sacral  region  show  no  abnormality  of  white  or  gray  matter. 
In  the  lumbar  enlargement  there  is  a  very  marked,  irregularly 
■distributed  degeneration  in  the  dorsal  columns,  the  lateral  tracts 
and  otheV  portions  of  white  matter  remaining  uninvolved.  The 
type  of  degeneration  is  a  combination  of  the  ordinary  neuroglia 
sclerosis  and  the  non-proliferative  variety  already  described. 
In  this  region  the  degeneration  occupies  a  central  position, 
nowhere  reaching  the  dorsal  periphery,  nor  the  surrounding 
gray  matter  of  the  horns  and  commissure.  At  a  slightly  higher 
level  the  areas  of  degeneration  are  diminished  in  size  and  still 
confined  to  the  dorsal  tracts.  At  the  transitional  portion  be- 
tween the  thoracic  and  lumbar  cord  the  degeneration  of  the 
dorsal  tracts  is  again  more  extensive,  and  distributed  in  more 
or  less  discrete  patches.  A  slight  degeneration  in  the  lateral 
•columns,  in  the  neighborhood  of  the  motor  tract,  is  observable. 
Other  portions  of  the  cord  are  not  involved.  > 

Thoracic  Region. — Throughout  this  region,  varying  some- 
what at  different  heights,  the  degenerated  areas  involve  the 
dorsal  tracts,  as  already  described,  occasionally  reaching  to  the 
-periphery.    The  area  of  the  pyramidal  tracts  and  outlying  por- 
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Diagrams  of  the  Spinal  Cord  from  Case  III. 


DEGENERATION  OF  THE  SPINAL  CORD.  83 

tions  of  the  lateral  white  matter  are  very  markedly  degenerated. 
There  are  also  occasional  small  islets  of  degeneration  in  the 
ventral  columns,  and  also  in  the  ventro-lateral  white  matter. 
The  degeneration  is  nowhere  sharply  confined  to  neurone 
tracts. 

Cervical  Region  (Plate  11,  Fig.  3). — Both  in  tlie  lateral  and 
dorsal  columns,  as  well  as  in  other  portions  of  the  cord,  the 
process  here  reaches  its  greatest  intensity.  Sections  present  a 
widely  extended  and  very  diffuse  degeneration,  involving  in 
addition  to  the  areas  described  above,  a  considerable  portion  of 
the  ventral  white  columns,  and  in  patches  the  contiguous  white 
matter  back  to  the  chief  areas  of  degeneration  in  the  lateral 
tracts.  Excepting  a  fairly  dense  neuroglia  overgrowth  in  a 
part  of  the  dorsal  columns,  the  type  of  degeneration  is  the  one 
characterized  by  the  non-proliferation  of  neuroglia  and  the  for- 
mation of  vacuoles. 

Gray  Matter. — Beyond  a  considerable  pigmentation  of  cer- 
tain cells  of  the  ventral  horns,  which  is  probably  within  normal 
limits,  nothing  noteworthy  is  observed. 

Nerve  Roots. — The  roots,  both  dorsal  and  ventral,  are,  for 
the  most  part,  normal.  Occasionally  a  somewhat  circumscribed 
area  of  partial  degeneration  may  be  made  out  (Plate  II,  Fig. 
4),  suggesting  very  strongly  a  local  disturbance  of  nutrition 
rather  than  a  primary  disorder  of  groups  of  neurones.  This  is 
further  borne  out  by  the  fact  that  the  root  zone  is  essentially 
intact  throughout  the  cord. 

Blood  Vessels. — Beyo^id  the  fact  that  the  smaller  vessels 
are  in  general  distended  with  blood,  and  hence  more  conspic- 
uous than  normal,  they  show  no  abnormality.  The  larger  ves- 
sels, e.  g.,  ventral  artery  of  cord,  show  no  sclerotic  changes. 
Pia  normal. 

Neuroglia. — The  neuroglia  in  this,  as  in  the  foregoing  case, 
is  of  special  interest,  from  the  fact  that  it  shows  small  tendency 
to  proliferate  in  areas  which  have  undergone  the  most  exten- 
sive degenerations.  There  is  no  thickening  of  the  circumfer- 
ential layer,  as  ordinarily  seen  in  chronic  cord  diseases. 

Summary. — Diffuse  degeneration  of  white  matter  of  cord, 
most  marked  in  the  cervical  region.  Grny  matter  uninvolved; 
dorsal  nerve  roots  slightly  degenerated  in  patches;  blood-ves- 
sels normal. 

Case  IV. — This  patient  was  a  woman  of  fifty-six,  who  was 
under  the  care  of  one  of  the  writers  off  and  on  for  twelve  years. 
Her  family  history  has  also  been  alluded  to  in  the  earlier  part 
of  the  paper,  and  is  of  importance  from  the  fact  that  her  older 
sister  had  died,  after  a  lingering  illness,  with  paralysis  and  a 
high  degree  of  contracture  of  both  legs.  The  tendon  reflexes  had 
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been  greatly  exaggerated,  and  attempts  at  voluntary  motion  had 
been  associated  with  tremors,  or  irregular  muscular  movements. 
There  had  been,  however,  no  disorders  of  speech.  The  mental 
condition  had  been  from  time  to  time  impaired.  Both  of  the  sis- 
ters were  small  in  stature,  of  slender  build  and  of  delicate  health. 
The  patient  was  remarkable  for  pallor  all  her  life  long,  and 
likewise  for  her  eccentric  disposition,  associated  with  great 
energy  and  other  fine  qualities.  Throughout  the  long  period 
of  her  illness  the  most  prominent  symptom,  until  later  years, 
was  an  extreme  sense  of  numbness  in  the  hands,  feet  and  legs. 
It  is  interesting  to  note  that  this  began  during  a  prolonged  and 
prostrating  illness  from  boils  on  the  legs,  abdomen  and  thorax, 
with  which  she  had  been  confined  to  the  bed.  This  occurred 
about  one  year  before  my  (Putnam's)  attendance  began.  The 
first  seat  of  the  numbness  was  the  inner  side  of  the  left  great  toe, 
where  it  was  felt  as  a  sense  of  tingling.  Gradually  both  feet  and 
the  hands  became  involved.  At  first  careful  tests  failed  to  reveal 
any  objective  loss  of  sensibility,  but  it  may  be  remarked  with  re- 
gard to  this  statement,  which  one  hears  so  often  made  in  the  re- 
ports of  these  cases,  that  it  probably  indicates  insufficient  means 
of  observation,  for  the  patient  herself  had  found  that  she  could 
not  distinguish  textures  as  well  as  before  her  illness  began.  At 
times  the  feet  felt  excessively  cold.  The  knee-jerk  was  absent, 
and  remained  so  throughout  her  illness.  The  Romberg  symp- 
tom at  that  time  was  not  present,  and  there  was  no  sign  of 
unusual  lack  of  strength  or  motor  inco-ordination.  For  many 
years  the  condition  of  the  patient  remained  about  the  same,  as 
regards  the  nervous  symptoms,  which  did  not  improve  even 
with  temporary  improvements  in  the  general  health.  Within 
the  last  two  or  three  years  of  her  life,  however,  gradually  in- 
creasing muscular  weakness  and  ataxia  came  on.  Constipation 
and  an  insufficiency  of  the  digestive  powers  were  fairly  marked 
features  of  the  case,  though  never  present  to  a  high  degree. 
The  urine  was  repeatedly  examined,  but  the  records  are,  un- 
fortunately, not  at  hand.  No  reason  had  been  found  to  justify^ 
it  was  thought,  a  diagnosis  of  chronic  interstitial  nephritis. 
Death  occurred  from  an  attack  of  bronchial  pneumonia,  asso- 
ciated with  a  serious  afifection  of  the  bladder,  at  a  time  when  the 
patient  was  in  a  very  feeble  state,  though  with  a  perfectly  clear 
mind.  The  autopsy  was  made  by  Dr.  F.  B.  Malfory,  who  ren- 
dered the  following  report : 

Body  slender,  muscles  small,  fair  amount  of  subcutaneous 
fat  tissue.  Brain  soft,  nothing  abnormal  seen  on  gross  exami- 
nation. Cord,  evidences  of  degeneration  in  the  dorsal  column 
of  the  thoracic  and  cervical  regions.  Heart  flabby,  small,  fatty 
degeneration.     Lungs,  marked  edema,  with  a  number  of  areas 
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of  purulent  bronchial  pneumonia.  Spleen  soft,  pulp  increased. 
Kidneys  much  diminished  in  size,  capsule  adherent,  surface 
granular,  fatty  degeneration.  Bladder  extensive,  diphtheritic 
cystitis,  most  marked  at  the  neck,  where  there  was  consider- 
able loss  of  substance  due  to  ulceration. 

Microscopic  Examination. — Cord,  oblongata,  cerebral  cor- 
tex, peripheral  nerves,  examined.  Stained  by  Weigert  hema- 
toxylin and  hematoxylin-eosin. 

The  degenerations  of  the  cord  in  this  case  are  diffuse  in 
character  and  slight  in  extent,  confined  to  the  dorsal  columns 
and  less  in  degree  to  the  lateral  tracts. 

Lumbar  enlargement  and  region  below.  Slight  but  distinct 
degeneration  in  the  dorsal  columns,  sparing  the  root  zones 
and  the  commissural  fibers  adjoining  the  dorsal  commissure. 
The  lateral  tracts  show  a  very  slight  myeline  degeneration, 
not  limited  to  the  pyramidal  tract. 

Thoracic  Region. — In  general  similar  areas  of  degeneration, 
varying  somewhat  at  different  heights  and  most  marked  in 
the  dorso-median  columns. 

Cervical  Region. — Similar  degenerations. 

Gray  Matter. — The  cells  of  the  ventral  horns  show  an  ex- 
cessive pigmentation. 

Nerve  Roots. — For  the  most  part  normal,  both  ventral  and 
dorsal.  At  certain  points,  however,  there  is  a  distinct  but 
not  extensive  degeneration  of  dorsal  roots,  of  a  character 
which  suggests  a  local  cause  rather  than  a  part  process  in  a 
true  neurone  degeneration. 

Blood  Vessels. — The  vessels  either  withoul  or  within  the 
cord  show  no  noteworthy  change. 

Neuroglia. — The  character  of  the  neuroglia  overgrowth  is 
not  of  the  type  described,  for  example,  in  Cases  II.  and  111. 
The  degeneration  of  myeline  is  slight  in  degree,  even  in  the 
most  degenerated  areas,  and  the  neuroglia  has  in  general 
made  good  the  deficiency.  The  limiting  layer  of  neuroglia  is 
of  interest  in  the  fact  that  at  many  points  it  shows  a  consid- 
erable widening. 

Oblongata. — Normal.     Cerebral  cortex,  normal. 

Peripheral  Nerves. — Median  or  internal  saphenous,  no 
noteworthy  change.  There  is  in  a  Weigert  section  a  slight 
irregularity  in  the  myeline  staining,  probably  due  to  post- 
mortem change   rather  than  to  a  true  degeneration. 

Summary. — Slight  degenerations  of  dorsal  and  lateral 
tracts,  not  limited  to  recognized  neurone  systems;  slight 
changes  in  dorsal  nerve  roots;  vessels,  normal;  oblongata, 
cerebral  cortex,  peripheral  nerves,  normal. 
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Case  V. — This  patient  was  a  woman  of  fifty  who  had  been 
examined  at  different  periods  by  both  the  writers  and  by  other 
physicians,  whose  observations  will  be  in  a  measure  referred  to. 

It  was  said  that  she  had  always  been  pale  in  color  and 
somewhat  self-willed  and  excitable  in  disposition,  though 
otherwise  in  fairly  good  health  until  about  four  years  before 
the  first  examination  was  made.  Two  years  previously  to  that 
she  had  sustained  a  severe  loss  in  the  death  of  a  near  relative, 
to  whom  she  was  deeply  attached,  and  on  whose  companion- 
ship, in  fact,  she  was  very  dependent,  and  it  is  probable  that 
the  severe  shock  of  this  experience  was  the  immediate  cause 
of  her  later  illness.  The  prostration  of  this  shock  was  fol- 
lowed, after  a  time,  by  a  tendency  to  insomnia,  and  this  by  a 
gradual  loss  of  flesh  and  color.  'Even  as  long  as  three  years 
before  our  first  examination  she  began  to  notice  "thrilling" 
sensations  in  the  ends  of  the  fingers  when  struck  together,  and 
also  "drawn"  feelings  in  the  hips  and  knees,  and  across  the 
abdomen  on  going  upstairs.  This  last  feeling  was  increased 
by  walking,  which  she  consequently  used  to  dread.  These 
paresthesias  were  followed  after  a  year  by  gradually  increas- 
ing difficulty  in  walking  and  in  the  use  of  the  hands,  at  first 
mainly  of  ataxic  character,  finally  paralytic.  The  whole  dura- 
tion of  the  motor  symptoms  was  about  two  years.  In  the  last 
year,  or  year  and  a  half,  of  her  life  both  the  anemia  and  the 
nervous  symptoms,  including  the  mental  excitability,  steadily 
gained  ground.  Two  blood  examinations  made  respectively 
about  six  and  three  months  before  her  death  showed  a  reduc- 
tion of  the  red  cells  to  about  2,000,000,  and  the  Hb  to  40  per  cent. 
There  was  also  well-marked  poikilocytosis  and  megalocytosis. 
As  regards  the  mental  condition,  it  may  be  said  that  at  quite 
an  early  period  in  her  illness  she  had  had  a  difficulty  in  ex- 
pressing herself,  which  does  not  appear  to  have  been  due  to  a 
localized  cerebral  lesion,  but  rather  to  the  anemic  condition  of 
the  brain.  This  did  not  return  in  a  distinct  form,  though  when 
fatigued  or  embarrassed  she  would  sometimes  have  slight 
trouble  in  finding  her  words.  In  general  her  memory  re- 
mained good,  but  she  was  subject  to  violent  outbreaks  of  pas- 
sion under  slight  provocation,  and  showed  considerable  lack  of 
judgment  as  to  her  own  condition  and  her  obligations  to  those 
around  her.  Except  in  these  respects,  she  retained  a  high 
dfegree  of  keenness  to  the  last,  even  at  a  time  when  she  was 
bloodless  from  pallor  and  scarcely  capable  of  a  movement  of 
hand  or  foot.  Toward  the  end  the  limbs  became  extremely 
edematous. 

The  body  and  nervous  system  at  autopsy  showed  nothing 
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remarkable  beyond  an  extreme  degree  of  pallor  and  degenera- 
tions of  the  cord,  about  to  be  described. 

Microscopic  Examination. — Brain  and  cord  examined. 
Stained  by  Vveigert  hematoxylin;  phosphotungstic  acid-hema- 
toxylin;  hematoxylin-eosin ;  Nissl. 

rhe  degenerations  in  this  case  involve  chiefly  the  dorsal  and 
lateral  columns,  and  approach  more  to  the  type  of  a  true  com- 
bined neurone  degeneration  than  the  cases  already  described. 

Lumbar  Enlargement. — The  degenerated  areas  of  the  cord 
are  confined  to  a  narrow  area  on  either  side  of  the  dorsal 
septum,  and  to  the  region  of  the  pyramidal  tracts.  The  nerve 
roots  show  occasional  patches  of  degeneration  not  of  the  neu- 
rone type.  The  lower  thoracic  region  shows  a  dense  neuroglia 
sclerosis  of  the  dorsal  columns,  much  more  extensive  than  in 
the  lumbar  enlargement,  sparing  the  root  zones  and  a  narrow 
strip  on  either  side  of  the  dorsal  septum  (Flechsig's  oval  bun- 
dle?) and  along  the  dorsal  periphery.  The  region  of  the  pyram- 
idal tracts  shows  a  degeneration  somewhat  less  in  degree; 
nerve  roots,  normal. 

Thoracic  Region. — Similar  degenerations  to  those  just  de- 
scribed, but  more  extensive,  and  in  the  lateral  columns  extend- 
ing beyond  the  areas  of  the  pyramidal  tracts.  The  ventral 
columns  bordering  the  fissure  are  also  irregularly  degenerated. 
The  upper  thoracic  region  shows  a  similar  distribution  of  the 
degeneration,  but  more  extensive;  the  direct  cerebellar  tract  is 
involved.  Nerve  roots  and  the  dorsal  root  zone  are  intact,  as 
are  also  fibers  of  the  dorsal  commissure. 

Cervical  Region. — The  degenerations  here  are  slightly  less 
extensive  than  in  the  upper  thoracic  region,  but  are  fairly 
sharply  limited  to  the  same  general  areas. 

Oblongata  and  Pons. — The  dorsal  columns  show  a  con- 
tinued degeneration  into  the  oblongata,  which,  however,  does 
not  include  an  involvement  of  the  secondary  (fillet)  neurones. 
There  are  also  occasional  small  areas  of  degeneration,  which 
have  no  relation  to  recognized  neurone  systems.  The  pons 
shows  no  noteworthy  abnormality. 

Gray  Matter. — ^Beyond  hyperpigmentation  in  many  cases, 
the  ventral  horn  cells  of  the  lumbar  and  cervical  enlargements 
show  no  abnormality  (Nissl).  The  same  is  true  of  the  cells  of 
the  paracentral  lobule  of  the  brain.  In  some  few  cells  the  stain- 
ing is  slightly  diffuse,  and  the  pigmentation  excessive,  but  most 
of  them  show  a  normal  staining  nucleus  and  distinct  Nissl 
bodies. 

Blood  Vessels. — A  slight  hyaline  thickening  of  the  walls  of 
the  smaller  vessel  is  observable  in  the  degenerated  areas. 
There  is  no  general  arterio-sclerosis. 


88 


PUTNAM  AND  TAYLOR. 


^«5> 


Diagrams  of  the  Spinal  Cord  from  Case  V. 
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Neuroglia. — In  this  case  the  overgrowth  of  neurogha  in 
analogous  to  that  seen  in  diseases  of  the  ordinary  degenerative 
type.  In  the  degenerated  areas  there  is,  almost  without  excep- 
tion, a  dense  compensatory  hypertrophy  of  the  neuroglia. 

Sumnidry. — Diffuse  degeneration  chiefly  of  dorsal  and  lat- 
eral tracts  of  the  cord,  simulating  a  true  combined  neurone  de- 
generation, more  marked  in  upper  than  in  lower  segments  of 
the  cord  ;  essentially  normal  nerve  roots ;  slight  involvement  of 
oblongata;  slight  hyaline  degeneration  of  vessel  walls  within 
the  cord. 

The  five  cases  reported  above  undoubtedly  belong  to  a  dis- 
tinct group  of  pathological  processes,  chiefly  involving  the  cord, 
and  rendered  familiar  during  the  past  decade  by  the  v^ork  of 
Lichtheim,^  Putnam,-  Dana,^  Minnich,*  Nonne,'^  Bastianelli,® 
and  most  recently,  Russell,  Batten,  Collier.'  Many  other 
•observers^  have  reported  individual  cases  until  the  litera- 
ture has  grown  to  the  point  of  establishing  a  lesion,  which 
must  hereafter  be  given  a  much  more  important  place  in  the 
pathological  anatomy  of  the  nervous  system  than  has  hereto- 
fore been  accorded  it.  To  this  end  it  seems  desirable  to  report 
pathological  findings  with  a  considerable  degree  of  care,  and  to 
determine  as  far  as  possible  the  characteristic  features  of  the 
process  under  consideration.  A  tendency  is  already  evident  to 
subdivide  the  lesions  thus  far  described  into  two  classes,  with 
relation  to  certain  etiological  factors,  notably  anemia.  Many 
more  observations  are  necessary  before  anything  definite  may 
be  said  on  this  point.  In  the  meantime  it  is  important  to  show 
that  a  process,  distinct  in  certain  essential  particulars  from  other 
degenerative  changes  of  the  cord,  occurs  as  the  result  of  or 
associated  with  morbid  physical  conditions,  which  are  as  yet 
Vague,  and  of  which  one  may  be  anemia.     It  was  this  service 

'Lichtheim:  Verhand.  des  Congresses  fur  Innere  Medicin,  1887, 
p.  84. 

^Putnam:    Jour    Nekv.  and  Mental  Dis.,  Feby.,  1891. 

'Dana:  Jour.  Nerv.  and  Mental  Dis.,  XXVI.  p.  i,  Jany.,  1899, 
and  several  preceding  papers. 

*Minnich:  Ztschft.  tur  klin.  Med.,  XXI,  1892,  pp.  25.  265,  and 
XXII,   1893,  t>.  60. 

''Nonne:     Arch,  fiir  Psych  ,  XXV,  1893,  p.  421. 

•Bastianelli:     Bull.  d.  R.  Acad.  Med.  d.  Roma..  1895-6. 

'Russell.  Batten,  Collier:  Brain  LXXXIX,  Spring,  1900,  p.  39. 

"See  Russell,  Batten  and  Collier  paper  for  a  full  and  recent  bibli- 
ography. 
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which  Putnam,  followed  by  Dana,  rendered  in  1891.  Lich- 
theim's  preliminary  work  related  to  pernicious  anemia,  rather 
than  to  the  broader  question  of  cord  changes  following 
cachexias  (toxemias?)  of  various  sorts,  and  as  such  is  hardly 
to  be  regarded  as  the  forerunner  of  the  broader  field  of  investi- 
gation upon  which  we  have  now  entered. 

Classification  and  Nomenclature. — It  is  desirable  for  the 
sake  of  accuracy  and  further  progress  that  a  classification  of 
the  lesions  under  discussion  should  be  made.  This  has  as  yet 
by  no  means  been  attained,  due,  no  doubt,  to  a  variety  of  causes. 
Chief  among  these  was  the  insistence  which  had  previously 
been  laid  upon  so-called  combined  system  diseases,  through  the 
work  of  Westphal  and  others,  with  the  assumption  that  these 
disorders  were  as  truly  "systemic"  in  distribution  as  tabes,  for 
example.  Ormerod'^  in  1885  published  a  critical  digest  on  the 
"combination  of  lateral  and  posterior  sclerosis  of  the  spinal 
cord,"  in  which  he  said  that  a  multiple  tract  disease  had  been 
recognized,  and  also  a  sclerosis  of  columns  not  coinciding  with 
known  tracts,  though  too  regular  to  be  called  in  "the  strictest 
sense  diffuse."  It  is  also  of  particular  interest  to  note  that 
Gowers,^*^  in  his  now  classical  lecture  on  ataxic  paraplegia  made 
certain  statements  in  his  description  of  the  pathological  anatomy 
of  the  condition,  which  bring  it  much  more  into  the  category  of 
a  dififuse  lesion  than  of  a  systemic  neurone  degeneration  in  the 
modern  sense.  For  example,  he  says  that  the  posterior  and 
lateral  columns  are  both  afifected,  but  often  less  intensely  in  the 
lumbar  than  in  the  dorsal  cord;  that  the  root  zone  is  less 
aflFected  than  in  tabes;  that  at  times  the  degeneration  does  not 
reach  the  posterior  periphery  of  the  cord;  that  the  degenera- 
tion of  the  lateral  columns  is  not  often  "systemic  in  character." 
In  the  light  of  the  neurone  theory  it  is  likewise  clear  that  from 
Gowers'  description  the  degeneration  of  the  posterior  columns 
is  also  not  systemic  in  character.  Whether  or  not,  in  fact,  a  true 
combined  neurone  degeneration  of  the  lateral  and  dorsal  tracts 
exists  is  a  matter  which  the  present  investigation  does  nothing 
to  elucidate,  but  it  is  clear  that  many  cases  of  so-called  ataxic 
paraplegia  are  due  to  a  much  more  extensive  lesion  than  the 


•Ormerod.     Brain  VITI.  1885,  p.  no. 
'"Gowers:    Lancet,  July  3.  10,  1886,  pp.  i,  61. 
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symptoms  alone  would  warrant  us  in  assuming.^*  At  the  same 
time  it  is  at  once  to  be  admitted  that  the  lesions  observed  in  the 
class  of  cases  under  discussion  have  a  quasi-systemic  character, 
inasmuch  as  with  practical  constancy  the  dorsal  and  lateral  col- 
umns are  involved.  It  becomes  necessary,  therefore,  to  distin- 
guish sharply  between  systemic  in  the  old  sense  (Charcot)  as 
applied  to  the  cord  alone,  and  systemic  in  the  new  sense  as  ap- 
plied to  nerve  cells  (neurones).  The  latter  terminology, 
which  is  now  alone  admissable,  is  certainly  excluded  in  these 
types  of  diffuse  degeneration,  and  quasi-systemic,  merely  as  a 
descriptive  term,  may  alone  be  correctly  employed.  In  1891 
Putnam  used  the  term  "system  sclerosis  of  the  cord,  associated 
with  diffuse  collateral  degeneration."  Dana's  former  view  was 
that  Gowers'  cases  of  ataxic  paraplegia  were  "aberrant  or  com- 
plicated forms  of  tabes,  transverse  myelitis  or  multiple  scler- 
osis,"^^ a  view  to  which  he  no  longer  adheres.  Russell.  Batten 
and  Collier^*  have  reopened  the  discussion  of  the  matter  in  their 
latest  paper,  by  questioning  the  justifiability  of  the  name,  which, 
however,  they  finally  adopt,  as  less  likely  to  lead  to  confusion 
than  a  more  accurate  one  would  be.  The  title  of  their  paper 
is  "Subacute  Combined  Degeneration  of  the  Spinal  Cord." 
They  deprecate  the  use  of  the  word  "combined"  as  inaccurate, 
and  too  wide  in  its  significance,  but  think  that  "subacute"  will 
sufficiently  differentiate  this  from  other  forms  of  disease  with 
which  it  might  otherwise  be  confused.  This,  so  far  as  we 
know,  is  a  new  terminology,  and  one  which  is  not  sufficiently 
exact  to  command  a  permanent  place  in  the  literature.  The  use 
of  the  word  subacute,  for  example,  gives  no  idea  of  the  extent 
of  the  pathological  process,  and  is  no  doubt  used  merely  in  a 
clinical  sense.  Putnam's  original  "System  sclerosis,  associated 
with  diffuse  collateral  degeneration,"  is  a  more  accurate  desig- 

"See  also  Leyden.  Goldscheider,  "Erkrankungen  des  Riicken- 
markes,"  1895,  p.  97  in  Nothangel  series.  These  writers  are  inclined  on 
anatomical  grounds  to  deny  the  usefulness  or  correctness  of  the  term 
"combined  system  disease."  See  also  Leyden:  Ztschft.  fur  klin.  Med., 
XXI,  1892,  p.  I.  "Ueber  Chronische  Myelitis  und  die  Systemer- 
krankungen  im  Ruckenmark." 

"Dana.  loc.  cit.,  p.  14.  Dana's  late  terminology  (Report  at  Inter- 
national Congress  of  Medicine,  Paris,  1900),  "Subacute  Spinal  Atax- 
ia" is  open  to  criticism  from  the  fact  that  it  lays  stress  upon  a  single 
symptom,  and  that  not  a  constant  one. 

"Russell,  etc.,  loc.  cit. 
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nation,  though  perhaps  unnecessarily  long.  We  would  sug- 
gest the  simple  term,  "Diffuse  Degeneration  of  the  Spinal 
Cord."  This  terminology  has  the  following  advantages:  It 
describes  a  process  rather  than  a  symptom ;  it  is  short  and  suffi- 
ciently descriptive ;  it  distinguishes  the  lesion  from  myelitis,  and 
lays  stress  upon  the  fact  that  it  is  an  undoubted  degeneration; 
it  emphasizes  the  essential  feature  of  the  process,  namely,  its 
diffuse  character,  thereby  removing  the  lesion  from  the  so-called 
combined  degenerations;  where,  as  now  generally  admitted,  it 
certainly  does  not  belong.  The  term,  furthermore,  is  suffi- 
ciently distinctive  of  a  special  pathological  condition  and  should 
lead  to  no  confusion.  It  may  be  that  a  further  etiological  sub- 
division of  the  group  of  cases  may  be  necessary  as  our  knowl- 
edge grows.  In  the  meantime  the  most  accurate  provisional 
classification,  which  conflicts  least  with  what  has  gone  before, 
seems  to  us  to  be  to  regard  the  lesions  as  primarily  degenera- 
tions and  not  inflammations,  and  as  essentially  diffuse  rather 
than  systemic  in  character. 

Pathological  Anatomy. — The  features  common  to  the  gen- 
eral group  of  lesions  are: 

1.  A  diffuse  degeneration  for  the  most  part  limited  to  the 
cord,  often  in  more  or  less  discrete  patches. 

2.  A  constant  involvement  of  the  dorsal  and  lateral  col- 
umns, without  strict  regard  to  neurone  systems. 

3.  A  predominance  of  the  lesion  in  the  cervical  and  thoracic 
regions. 

4.  The  common  freedom  from  degeneration  of  nerve  roots^ 
both  motor  and  sensory,  and  peripheral  nerves. 

5.  The  practical  non-involvement  of  gray  matter. 

6.  Insignificant  vessel  changes. 

A  striking  peculiarity  in  two  of  the  cases,  described  also  bv 
several  other  observers,  is  the  character  of  the  degeneration,, 
vacuolation  with  slight  neuroglia  proliferation.  The  occur- 
rence of  the  degeneration  in  discrete  areas,  varying  from  seg- 
ment to  segment,  is  particularly  characteristic,  and  does  not 
occur  in  the  same  manner  in  any  other  condition.  The  work 
which  has  gone  before  and  the  many  accurate  descriptions  of 
the  pathological  anatomy  of  the  condition  under  consideration 
renders  a  repetition  here  wholly  superfluous.     A  comparison,. 
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however,  of  our  findings  with  certain  features  of  the  findings 
of  preceding  writers  is  desirable.  Putnam's**  paper,  carelessly 
overlooked  by  many  of  the  subsequent  European  writers, 
marks  the  beginning  of  the  recognition  of  these  diffuse  lesions 
as  due  to  a  variety  of  causes,  usually  characterized  clinically 
by  general  cachexia,  and  not  solely  by  the  existence  of  per- 
nicious anemia  (Lichtheim).  The  similarity  of  the  lesions  ob- 
served by  Putnam  to  those  noted  by  subsequent  writers  is 
clearly  apparent  from  a  review  of  the  literature.  The  varia- 
tions are,  for  the  most  part,  in  matters  of  unessential  detail. 
Putnam  and  most  recently  Russell,  Batten  and  Collier*^  are 
inclined  to  consider  that  the  process  is  partly  systemic  in 
character  and  partly  diffuse.  Putnam  finds  "a  relatively 
chronic  sclerosis  in  the  posterior  and  lateral  centripetal  and 
centrifugal  long  tracts"  and  also  '*a  more  acute  and  recent  de- 
generative change  in  adjoining  areas,  partly  diffuse  and  partly 
systemic  in  distribution."  Russell  and  his  colleagues  affirm 
that  there  are  ''obviously  two  distinct  processes  at  work  in  re- 
lation to  the  alteration  found  in  the  spinal  cords  of  these  cases : 
I.  A  local  destructive  lesion.  2.  A  system  lesion."  So  far  as 
our  observation  goes  there  is  no  necessity  for  the  assumption 
of  a  double  process ;  it  is  rather  the  same  process  manifested 
with  varying  degrees  of  intensity  in  different  regions  of  the 
cord.  Unquestionably  the  dorsal  and  lateral  tracts  show  the 
deepest  degeneration,  due,  no  dbubt,  to  causes  of  which  we 
have  as  yet  insufficient  knowledge,  but  it  is  too  great  an  as- 
sumption to  regard  this  as  an  evidence  of  two  distinct  proc- 
esses. Furthermore,  the  degenerations  of  these  areas,  how- 
ever topographically  at  given  levels  of  the  cord  they  may 
appear  systemic,  clearly  do  not  represent  neurone  degenera- 
tion, to  which,  as  already  urged,  the  word  systemic  should 
now  alone  be  applied.  This  is  shown,  for  example,  by  the 
fact  that  the  dorsal  nerve  roots  are  usually  not  degenerated, 
nor  is  the  dorsal  root  zone,  nor  the  pyramidal  tract  of  the 
lower  cord  segments  in  many  cases.  It  seems  to  us,  there- 
fore, both  more  conservative  and  most  in  accordance  with  the 
anatomical  appearances  to  consider  that  we  are  dealing  with 

"Putnam:  loc.  cit. 
"Russell,  etc.,  loc.  cit. 
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a  diffuse  process,  having  no  regard  to  actual  neurone  systems 
and  at  most  merely  quasi-systemic  in  character.  Putnam  also 
found  in  his  original  work  on  the  subject  a  "degeneration  of 
moderate  degree  in  the  nerve  roots  and  peripheral  nerves/'  a 
finding  which  subsequent  investigators  for  the  most  part  do 
not  substantiate.  In  our  five  cases  the  nerve  roots  were  re- 
markably free  from  degeneration.  In  Case  III  (Plate  II,  Fig. 
4)  the  dorsal  roots  show  occasional  areas  of  degeneration 
(see  also  description  of  microscopic  appearances)  which  are 
clearly  not  of  the  neurone  type,  but  rather  suggestive  of  some 
relatively  slight,  possibly  vascular,  disturbance.  To  this  we 
would  attach  considerable  importance  as  perhaps  throwing 
light  on  the  character  of  the  cord  process.  Our  somewhat 
meager  observations  would  also  tend  to  confirm  the  generally 
accepted  opinion  that  peripheral  nerves  are  only  exceptionally 
involved  to  the  extent  of  visible  degenerations.  The  gray 
matter,  likewise,  is  usually  spared;  what  changes  we  have 
observed  are  slight  and  uncharacteristic,  consisting  essentially 
in  over-pigmentation  of  ventral  horn  cells. 

If  the  extensive  degenerations  are  due  to  vascular  causes, 
certainly  the  objective  appearance  of  the  vessels  gives  no  basis 
for  this  assumption.  The  larger  vessels  are  in  all  cases  nor- 
mal, and  the  smaller  show  only  occasional  hyaline  degeneration, 
standing  in  no  discoverable  relation  to  the  areas  of  degener- 
ation. It  is,  however,  to  be  said  that  Nonne^^  found  at  times 
an  evident  relation  of  diseased  vessels  to  areas  of  degeneration, 
a  fact  noted  also  by  Minnich.  In  these  instances  the  hyaline 
change  was  limited  to  the  capillaries. 

Pathological  Histology. — A  study  of  the  minute  changes  in 
the  diffuse  degenerations  is  of  importance  in  view  of  possible 
errors  in  pathological  diagnosis.  It  is  to  be  distinguished  from 
true  system  diseases,  a  matter  already  sufficiently  discussed; 
from  myelitis;  from  multiple  sclerosis;  from  simple  softening. 
There  is  a  tendency,  still  strongly  observable,  particularly 
among  older  writers  {e.  g.,  Leyden),  to  use  the  term  myelitis 
in  a  very  general  sense,  quite  regardless  of  any  evfdences  of 
inflammation;  the  words  subacute  or  chronic  are  commonly  em- 
ployed as  modifying  adjectives  to  describe  varieties  of  this  so- 

"Nonne,  loc.  cit. 
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called  myelitis.     This  tendency  should  be  combated.     There 
is  ample  evidence  to  show  that  a  true  myelitis  exists  which  has 
all  the  histological  appearances  of  a  true  inflammation;  it  is 
unnecessary  to  apply  the  term  to  conditions  in  which  the  his- 
tological appearances  do  not  show  evidences  of  inflammation. 
We  also  know  that  primary  degenerations  are  of  common  oc- 
currence  in   the   nervous    system  (tabes;   amyotrophic   lateral 
sclerosis),  similar  to  parenchymatous  degenerations  in  other 
organs.     The  lesions  under  consideration  have  merely  the  ap- 
pearances of  a  non-systemic  primary  neurone  degeneration,  not 
dependent  upon  an  antecedent  inflammation    (myelitis).       It 
seems  desirable,  therefore,  to  take  the  diffuse  degenerations  out 
of  the  vague  category  of  myelitis  and  consider  them  simply  as 
degenerations,  until  our  knowledge  of  their  etiology  permits  of 
a  more  accurate  classification.       The  term  myelitis  implies  a 
causative  agent  not  yet  proved  to  exist.     The  differentiation 
from  multiple  sclerosis  should  offer  no  difficulties.     The  areas 
of  degeneration  are  not  discrete;  they  show  a  constant  quasi- 
systemic  grouping;  they  are  not  characterized  by  a  primary 
overgrowth  of  neuroglia.     Simple  softening,  although  it  may 
no  doubt  occur  in  the  progress  of  the  disease  (Putnam,  Dana) 
is  certainly  not  the  essential  process.    .There  is  no  evidence  of 
the  occlusion  of  vessels,  the  contour  of  the  cord  is  not  altered, 
the  process  shows  evidence  of  chronicity,  and  histological  signs 
of  softening  are  lacking.     Appearances  worthy  of  special  note 
in  the  process,  apart  from  the  distribution  of  the  lesions,  are 
the  character  of  the  myeline  degeneration  and  the  behavior  of 
the  neuroglia.     Individual  nerve  fibers  are  much  swollen,  the 
myeline  sheath  is  stretched,  as  it  were,  giving  the  appearance  of 
a  vacuole,  in  which  not  infrequently  a  relatively  normal  axone 
may  be  distinguished.     This  vacuolated  appearance   (Plate  I, 
Figs.  I,  2;  Plate  II,  Fig.  3)  is  no  doubt  to  be  explained  by  the 
rapidity  of  the  degenerative  process.^"     The  excessive  number 
of  fatty  cells  ( Plate  I,  Fig.  i )  furthermore  bears  out  this  sup- 
position.    This  vacuolation  of  nerve  fibers  has  been  frequently 
described  before,  and  derives  its  main  interest   from  the  fact 
that  it  is  an  index  of  the  manner  of  development  of  the  patho- 

"A  similar  appearance,  though  much  less  marked,  wc  have  ob- 
served in  the  cord  from  an  early  stage  of  tabes,  the  patient  dying  of 
an  intercurrent  disease. 
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logical  process,  and  possibly  may  have  a  bearing  on  the  occa- 
sionally observed  rapid  exacerbation  of  symptoms.  We  are 
not  able,  however,  from  the  pathological  appearances  to  ac- 
count for  the  division  of  the  clinical  symptoms  into  three  dis- 
tinct stages,  as  given  by  Russell,  Batten  and  Collier.^*  In  some 
instances  a  perfectly  typical  neuroglia  sclerosis,  as  seen,  for  ex- 
ample, in  a  late  stage  of  tabes,  is  observed  side  by  side  with  a 
rapidly  progressing  process  of  the  type  just  described.  The 
behavior  of  the  neuroglia  is  of  interest  from  the  fact  of  the 
small  tendency  to  proliferate  frequently  shown.  This  is  no 
doubt  due  in  part  to  the  rapidity  of  the  whole  degenerative 
process  (Nonne).  It  is  furthermore  possible  that  the  general 
impoverishment  of  the  part  through  poor  or  vitiated  blood  sup- 
ply may  so  far  reduce  the  vigor  of  the  neuroglia  that  its  normal 
compensatory  hypertrophy  is  impossible.  The  same  cause,  in 
other  words,  which  leads  to  the  primary  nerve  degeneration 
may  also  prevent  the  growth  of  the  neuroglia. 

As  we  have  already  indicated,  it  seems  to  us  too  soon  to 
make  either  clinical  or  pathological  divisions  in  the  general 
group  of  diffuse  degenerations,  and  particularly  to  attempt  the 
demonstration  of  lesions  peculiar  to  anemia.  Bastianelli,^^  for 
example,  has  maintained  that  in  cases  due  to  pernicious  anemia, 
the  sclerosis  is  not  so  compact,  and  the  lateral  columns  are  little 
affected.  Russell  and  his  colleagues,  who  are  in  general  scepti- 
cal of  the  etiological  role  of  anemia,  maintain  that  in  no  cases 
of  fatal  anemia  have  the  changes  found  post-mortem  been  in 
any  way  comparable  to  those  so  characteristic  of  the  subacute 
combined  degeneration  under  discussion.  From  both  of  these 
views  we  must  dissent.  Our  Case  V.  unquestionably  died  of 
pernicious  anemia,^^  and  showed  post-mortem  the  most  com- 
pact and  sharply  defined  degenerations  of  any  of  our  five  cases. 
A  finding  which  also  does  not  tally  with  Russell's  somewhat 
dogmatic  statement. 

Etiology. — The  final  and  important  question  of  the  cause  of 
the  diffuse  degenerations  has  been  discussed  in  Dr.  Putnam's 
clinical  report.     An  excellent  resume  of  the  matter  is  also  to 

"Russell,  etc.,  loc.  cit.    See  also  the  foregoing  clinical  report. 

"Bastianelli,  loc.  cit. 

"The  blood  was  examined  during  life  by  entirely  competent  per- 
sons, and  the  characteristic  blood  alterations  found.  ITie  course  of  the 
disease  was  also  characteristic. 
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be  found  in  Russell,  Batten  and  Collier's  paper,  to  which  we 
have  repeatedly  had  occasion  to  refer.  We  are  in  general 
agreement  with  the  views  clearly  expressed  by  these  writers 
that  the  pecuhar  and  relatively  constant  distribution  of  the 
lesions  in  the  cord  depends  upon  the  anatomical  arrangement  of 
the  pial  blood  vessels,  an  idea  first  advanced  for  combined 
lesions  by  Marie.  This  in  no  way  impUes  actual  disease  of 
the  vessel  walls  with  thrombosis,  and  consequent  anemic 
necrosis,  but  simply  that  under  the  influence  of  a  cause,  as  yet 
unknown,  but  probably  toxic,  those  areas  of  the  cord  most 
deficiently  supplied  with  blood  under  normal  conditions,  are 
likely  to  suflfer  first  under  abnormal  conditions.  The  quasi- 
systemic  character  of  the  process  is  due  to  the  proneness 
which  certain  long  tracts  are  known  to  have  to  undergo  de- 
generation from  various  causes,  as  observed,  for  example,  in 
tabes  or  amyotrophic  lateral  sclerosis.  It  is  clear  that  the  field 
of  future  study  in  this,  as  in  many  other  conditions  of  disease, 
lies  in  a  discovery  of  the  ultimate  cause  of  the  degenerative 
changes.  Until  this  is  done  further  classification  may  well 
be  deferred. 

The  general  conclusions  derived  from  this  study  are: 

1.  That  a  well-defined  lesion  of  the  nervous  system  par- 
ticularly localized  in  the  cord  exists,  which  may  for  the  present 
be  termed  simply  ''diffuse  degeneration." 

2.  That  no  fundamental  characteristics  of  the  lesion  have 
been  found  depending  on  different  causes. 

3.  That  anemic  states  have  been  shown  at  times  to  be  a 
concomitant  condition,  but  not  necessarily  a  cause. 

4.  That  the  actual  causes  are  still  wholly  obscure. 

Description  of  Plates. 

Fig.  I.  High  power.  Marchi,  Van  Gieson  stain.  Field  taken  in 
a  rapidly  degenerating  area  (Case  II),  showing  vacuolated  nerve 
fibers,  very  numerous  fatty  cells  and  disintegrating  myeline,  with 
unprolif crated  neuroglia. 

Fig.  2.  Weigert  stain.  Cervical  cord;  Case  II,  showing  areas  of 
degeneration.  The  line  of  undegenerated  fibers  between  the  columns 
of  Goll  and  Burdach  is  noteworthy,  also  the  sparing  of  the  dorsal  root 
zones. 

Fig.  3.  Weigert  stain.  Cervical  cord;  Case  III,  showing  typical 
more  or  less  discrete  areas  of  degeneration.  Nerve  roots  essentially 
normal. 

Fig.  4.     Same.    Lumbar  cord:  degeneration  limited  to  dorsal  col- 


Plate  I, 


Fig.  I. 


Fig.  II. 


Plate  1 1. 


Fig.  III. 


Fig.  IV. 
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umns.  Patches  of  degeneration  in  dorsal  nerve  roots.  Ventral  nerve 
roots  normal,  though  with  low  power  there  is  an  appearance  of  de- 
generation on  the  right  side. 

DISCUSSION. 

Dr.  Langdon  said  he  had  perhaps  seen  a  half-dozen  cases 
which  he  would  have  classified  as  postero-lateral  sclerosis,  in 
only  one  of  which,  however,  had  there  been  a  blood  examina- 
tion. This  one  was  a  case  of  typical  pernicious  anemia  and 
the  cord  was  in  process  of  study.  According  to  his  observa- 
tions we  have  two  groups  of  pernicious  anemia — one  with,  the 
other  without,  this  spinal  degeneration.  He  had  followed  to 
the  end  a  few  cases  of  marked  pernicious  anemia,  and  had  an 
opportunity  to  test  them  within  a  few  weeks  of  death  without 
the  slightest  evidence  of  symptoms  that  would  indicate  a  lesion 
of  the  posterior  and  lateral  columns. 

He  had  also  seen  recently  a  lady  of  38  years  with  a  spleen 
extending  down  to  Poupart's  ligament  and  three  inches  to  the 
right  of  the  umbilicus,  and  her  nervous  symptoms  were  ex- 
ceedingly vague.  A  most  careful  examination  did  not  show 
any  important,  even  functional,  alteration.  She  presented  a 
somewhat  anemic  appearance,  not  excessively  so,  but  blood  ex- 
amination showed  a  spleno-myelogenous  leukemia,  with  one 
white  corpuscle  to  six  or  eight  of  red;  and  yet  that  patient 
came  more  than  15  miles  to  his  office  and  did  not  consider 
herself  very  sick,  except  for  the  large  spleen.  These  cases 
rather  make  the  spinal  symptoms  in  other  patients  embar- 
rassing to  explain. 

He  did  not  think  that  we  can  say  that  in  every  case  of 
pernicious  anemia  we  will  necessarily  have  degeneration  in 
the  posterior  and  lateral  tracts.  This  would  suggest  that  these 
degenerations,  when  they  do  occur,  are  possibly  the  expression 
of  a  pre-existing  degenerative  tendency  which  is  developed  by 
the  presence  of  the  nutritional  defect.  The  two  are  not  neces- 
sarily associated  with  each  other.  That  would  be  his  own 
view  of  it  from  the  cases  that  have  been  followed  to  the  end 
without  developing  spinal  symptoms. 

Dr.  W.  G.  Spiller  asked  Dr.  Putnam  to  express  a  little 
more  clearly  whether  he  regarded  these  forms  of  degeneration 
that  occur  in  pernicious  anemia  as  systemic.  There  is  a 
dilTerence  of  opinion  in  regard  to  this  point  by  those  who  have 
studied  the  spinal  cord  in  pernicious  anemia.  Dr.  Spiller 
wished  to  know  how  Dr.  Putnam  explained  the  degeneration  of 
the  posterior  columns.  The  degeneration  appeared  to  the  naked 
eye  to  be  systemic ;  and  Dr.  Putnam  had  stated  in  his  remarks 
that  the  portions  of  the  posterior  columns,  where  the  posterior 
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roots  enter,  were  not  degenerated;  and  yet  the  posterior  col- 
umns presented  the  appearance  of  ascending  degeneration.  Dr. 
Spiller  was  much  intdested  in  that  subject  at  present  and  had 
been  for  some  time.  He  had  seen  in  several  cases  degenera- 
tion of  the  posterior  columns  without  disease  of  the  posterior 
roots  and  had  found  this  also  in  amyotrophic  laterial  sclerosis, 
in  the  upper  part  of  the  thoracic  cord.  It  has  been  supposed 
that  in  these  cases  the  degeneration  of  the  posterior  columns 
is  really  a  degeneration  of  the  posterior  roots,  showing  itself 
only  in  portions  more  remote  from  the  cell-bodies.  By  others 
a  degeneration  of  the  posterior  columns  with  integrity  of  the 
posterior  roots  has  been  regarded  as  an  endogenous  alteration. 
It  was  probable  that  if  Dr.  Putnam  had  had  more  time  to  pre- 
sent the  paper  by  himself  and  Dr.  Taylor,  Dr.  Spiller's  question 
would  have  been  unnecessary. 

Dr.  J.  J.  Putnam  said  he  had  as  yet  no  positive  opinion  on  the 
points  which  Dr.  Spiller  mentioned.  Dr.  Taylor  thought  that 
the  nerve-roots  did  not  suffer,  the  primary  change  being 
mainly  or  wholly  in  the  cord.  It  has  been  maintained  that 
these  changes  are  focal  and  then  coalesce,  and  that  seems,  in 
some  cases,  to  be  true,  but  on  the  whole  Drs.  Putnam  and 
Taylor's  specimens  did  not  sustain  this  view  as  a  general  one. 
Posterior  degeneration  in  the  cervical  region  was  very  marked, 
but  not  universally  greater  there  than  elsewhere.  The  vessels 
were  not  much  altered  and  the  reference  of  the  posterior  de- 
generation to  the  fact  that  the  circulation  in  the  posterior  col- 
umn of  the  cord  is  less  than  that  in  the  ventral  part  would 
not  be  a  perfectly  satisfactory  explanation,  for  occasionally  the 
uncrossed  portion  of  the  antero-lateral  tract  is  involved,  in 
spite  of  being  in  the  more  vascular  part  of  the  cord. 

Dr.  M.  Prince  said  he  was  permitted  to  see  these  sections 
before  coming  to  the  meeting  and  got  the  impression  from 
them  that  the  areas  of  degeneration,  in  the  posterior  column, 
for  instance,  were  not  continuous  throughout  the  whole  col- 
umn, but  at  certain  levels  the  degeneration  became  limited  or 
ceased,  and  then  at  a  different  level  appeared  again,  and  so  on. 
This  would  seem  to  negative  the  idea  of  the  disease  being  one 
of  the  regularly  recognized  system  diseases  and  would  bear  out 
Dr.  Putnam's  view  of  the  pathology.  He  would  like  to  ask 
Dr.  Putnam  whether  this  was  not  so. 

Dr.  J.  J.  Putnam  said  he  could  not  speak  definitely,  but 
the  clinical  symptoms  seem  to  show  that  we  have  to  deal  in 
these  cases  with  a  special  disease  which  is  just  as  definite  as 
tabes.  The  anatomical  lesions  are  not  explained.  In  one 
case  of  thirteen  years'  standing  they  were  very  slight  indeed. 
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The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

A  CASE  OF  PARALYSIS  AGITANS  WITHOUT  TREMOR.    ' 

Dr.  M.  G.  Schlapp  presented  this  case.  The  chief  features 
were  the  rigidity  of  the  muscles,  the  expressionless  face  and 
the  position  of  the  arms,  body  and  hands.  The  flexor  muscles 
were  more  contracted  than  the  extensors.  There  was  no 
tendency  to  fall  in  any  particular  direction. 

A  CASE  OF  PARALYSIS  OF  THE  DUCHENNE-ERB  TYPE. 

Dr.  Schlapp  also  presented  a  man  who  six  weeks  ago  had 
fallen  from  a  bicycle,  striking  his  shoulder.  He  had  been  un- 
conscious for  five  hours.  The  case  was  interesting  because 
the  anterior  pectoral  muscles  were  affected.  There  was  com- 
plete reaction  of  degeneration  in  the  pectorals,  biceps  and  the 
coraco-brachialis,  and  incomplete  in  the  triceps  and  supina- 
tors. There  was  a  peculiarly  distributed  area  of  anesthesia 
showing  involvement  of  the  musculo-spiral  and  musculo- 
cutaneous nerves  chiefly.  The  lower  part  of  the  pectoral 
muscle  showed  some  slight  response  to  the  faradic  current. 
The  lesion  evidently  implicated  the  fifth  and  sixth  roots  of  the 
cervical  plexus.  As  the  anterior  thoracic  nerves  were  in- 
volved it  was  not  a  perfectly  tvnical  case. 

Drs.  C.  L.  Dana  and  M.  Allen  Starr  said  that  they  had  each  seen 
a  similar  case. 

A  CASE  FOR  DIAGNOSIS. 

Dr.  J.  Fraenkel  presented  a  man,  40  years  of  age,  a 
tailor  by  occupation,  who  said  that  he  had  been  well  until  a 
year  and  a  half  ago.  There  was  no  family  history  bearing  on 
his  condition  nor  was  there  any  history  of  any  previous  acute 
trouble.  About  eighteen  months  ago  he  had  been  pushed 
roughly  off  a  street-car.  On  awakening  the  next  morning 
at  home  he  had  been  absolutely  helpless,  being  unable  to  move 
his  upper  or  lower  extremities.  After  six  months  he  had  been 
admitted  to  the  Lebanon  Hospital,  but  had  left  there,  accord- 
ing to  the  history,  unimproved.  On  coming  under  the  speak- 
er's observation,  an  extensive  eczema  had  been  noted  at  once. 
On  a  second  examination  the  shoulder  joints  had  been  found 
partially  ankylosed,  and  the  muscles  surrounding  them  had 
appeared  atrophic.  There  was  also  atrophy  of  the  supra- 
spinatus  and  infrasipinatus,  and  slight  atrophy  of  the  serratus 

T02 
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muscle.  The  electrical  reactions  were  not  changed.  A  thor- 
ough examination  of  his  nervous  system  had  proved  abso- 
lutely negative.  There  was  a  peculiar  atrophic  condition  of 
the  skin,  and  a  condition  of  cyanosis  of  the  peripheral  parts. 
There  was  slight  valvular  disease  of  the  heart.  The  diagno- 
sis seemed  to  rest  between  rheumatism,  a  general  tropho- 
neurosis and  general  syphilis. 

Dr.  B.  Sachs  said  that  he  had  examined  this  man  previously,  and 
had  been  led  to  think  of  symmetrical  muscular  atrophies  such  as  occur 
after  arthritic  processes.  It  was  not  usual,  however,  to  have  them 
quite  so  symmetrical.  It  did  not  seem  to  him  to  correspond  to  any 
of  the  dystrophies  or  any  oi  the  spinal  forms  of  progressive  muscular 
dystrophy.  He  had  had  a  suspicion  that  the  case  might  be  one  of 
leprosy. 

Dr.  M.  Allen  Starr  said  that  when  traveling  in  Norway  some 
years  ago  he  had  seen  a  number  of  lepers,  and  had  had  his  attention 
called  to  the  existence  of  muscular  atrophies  in  them.  The  peculiar 
appearance  of  the  man's  face  had  led  him  to  think  of  leprosy  without 
knowing  Dr.  Sachs'  views  on  the  case. 

Dr.  Fraenkel  said  that  very  careful  inquiry  had  failed  to  elicit 
anything  but  the  most  positive  statements  that  the  man  had  been  in 
perfect  health  up  to  the  time  of  being  thrown  from  the  car.  The  man 
had  come  from  the  southern  part  of  Russia.  A  dermatologist  had  seen 
him  and  had  been  told  that  leprosy  was  suspected,  but  he  had  replied 
that  the  thickening  of  the  face  was  due  to  the  previous  eczema. 

Dr.  Schlapp  said  that  Bechterew  had  described  somewhat  similar 
cases  of  "stifiF  back."  There  was  a  possibility  of  some  of  the  nerv^ 
roots  being  affected. 

Dr.  C.  L.  Dana  thought  this  case  was  one  of  rheumatoid  arthritis 
and  the  condition  of  the  skin  the  result  of  an  eczema. 

Dr.  F.  Peterson  thought  it  was  an  anomalous  type  of  chronic 
rheumatoid  arthritis.  The  fact  that  the  muscles  reacted  normally 
would  tend  to  confirm  this  belief.  It  was  certainly  not  a  rhizomyelic 
spondylosis.  This  might,  of  course,  be  a  case  in  which  the  spinal  cord 
symptoms  were  developed  later. 

Dr.  B.  Sachs  presented  the  spinal  column  and  the  shoul- 
ders from  a  case  of  rhizomyelic  spondylosis.  The  heart  also 
showed  previous  rheumatic  disease. 

SPASMODIC    TORTICOLLIS    AND    ITS    TREATMENT;    RE- 
PORT OF  TWO  CASES  WITH  RECOVERY. 

Dr.  W.  M.  Leszynsky  read  a  paper  with  this  title.  He 
said  that  wry-neck  must,  be  classified  among  the  musculo- 
nervous  disorders.     The  first  case  reported  was  that  of  Mrs. 

X. ,  36  years  of  age,  seen  by  him  in  1895.     About  seven 

years  ago  she  had  suffered  from  pain  and  stiffness  in  the 
muscles  of  the  back  of  the  neck  for  several  days.  She  had 
been  greatly  worried  for  a  number  of  years  by  a  protracted 
lawsuit.  There  was  no  family  history  of  nervous  disease.  In 
February,  1895,  after  a  fall  on  the  ice,  she  had  begun  to  suffer 
from  nervous  attacks,  and'  in  June  she  had  first  noticed  a 
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tendency  of  the  head  to  turn  towards  the  left.  On  examina- 
tion she  was  fairly  nourished,  but  anemic.  There  was  fre- 
quent and  well-marked  tonic  spasm  of  the  right  sterno-mastoid 
muscle.  Her  eyes  had  been  examined  and  found  normal. 
Her  general  condition  was  that  of  neurasthenia  of  the  lithemic 
type.  She  was  advised  to  rest  in  bed  for  three  months  and 
was  given  the  usual  tonics.  After  two  weeks  atropine  had 
been  injected  into  the  affected  muscles,  the  daily  dose  being 
increased  slowly  up  to  1-80  of  a  grain.  At  this  time  the  symp- 
toms of  atropine  poisoning  had  been  so  severe  that  it  was  dis- 
continued. For  a  few  days  after  this  the  spasm  of  the  muscles 
was  decidedly  worse.  The  convulsive  attacks  lasted  about 
twenty  minutes,  were  very  violent,  and  were  associated  with 
marked  impairment  of  respiration.  Under  the  use  of  mor- 
phine and  potassium  bromide  the  paroxysms  had  gradually 
subsided  in  the  course  of  two  weeks.  Subsequently  various 
remedies  had  been  employed,  but  without  benefit.  The  urine 
was  always  acid  and  of  high  spcific  gravity.  After  four  months 
there  had  been  considerable  improvement  in  her  general  con- 
dition, but  not  in  the  spasm  of  the  muscles.  The  rest  treat- 
ment had  been  continued  for  some  time  longer  under  the  ad- 
vice of  the  late  Dr.  E.  C.  Seguin,  but  she  had  finally  rebelled 
and  had  gone  home.  Some  months  later  a  brace  had  been 
applied,  and  this  had  gradually  controlled  the  convulsive  move- 
ments. The  brace  had  then  been  discarded,  but  some  tonic 
spasm  in  the  muscles  had  still  continued.  Although  there  had 
been  no  return  of  the  clonic  spasm  there  was  still  slight  oc- 
casional tonic  spasm  of  the  upper  segment  of  the  trapezius 
muscle.  This  case  pointed  to  a  strong  hysterical  element, 
although  the  patient  did  not  present  the  usual  stigmata  of  this 
affection.     There  was  undoubtedly  also  a  lithemic  condition. 

The  second  case  was  that  of  a  woman  of  24,  whom  he 
had  seen  on  October  24,  1897.  At  that  time  there  had  been 
a  marked  spasm  which  had  existed  for  nearly  eight  months. 
She  had  suffered  from  migraine  for  a  number  of  years,  and 
there  was  no  history  of  trauma.  She  was  kept  in  bed  and  the 
usual  rest  cure  methods  employed  for  two  months.  The 
atropine  injections  had  been  used  for  about  two  weeks,  and 
they  had  temporarily  controlled  the  spasm.  They  had  been 
discontinued  after  two  weeks.  She  had  made  a  complete  re- 
covery at  the  end  of  six  months,  and  had  remained  well  since 
that  time. 

The  speaker  said  that  in  t88zl  he  had  recommended  the 
use  of  atropine  in  this  class  of  cases.  Since  then  he  had  em- 
ployed it  in  T2  cases,  and  had  found  that  in  many  cases  it  was 
unsatisfactory,  and  he  now  believed  it  should  be  looked  upon 
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as  simply  an  adjuvant  to  other  measures.  The  prognosis 
depends  upon  the  duration  and  the  persistence  of  treatment. 
The  principal  therapeutic  feature  in  every  case  should  be  the 
use  of  massage  and  the  methodical  education  of  the  muscles 
and  their  co-ordinating  centers.  His  attention  had  first  been 
directed  to  this  valuable  method  by  Dr.  Coggeshall,  of  Bos- 
ton. It  was  a  mistake  to  resort  to  surgical  measures  in  the 
early  stages  of  this  disorder. 

Dr.  C.  L.  Dana  said  that  in  his  experience  if  the  wry-neck  were 
pretty  closely  limited  to  the  spinal  accessory  and  sterno-mastoid,  an 
early  resection  would  often  check  the  disease  and  prove  most  useful. 
He  quite  agreed  with  the  reader  of  the  paper  concerning  the  treat- 
ment of  the  older  cases. 

ACUTE  ATAXIA. 

Dr.  C.  L.  Dana  read  this  paper,  classifying  acute  ataxia 
as:  (i)  The  acute  bulbar  and  cerebellar  ataxia;  (2)  acute 
spinal  ataxia,  and  (3)  acute  peripheral  ataxia  due  to  multiple 
neuritis  of  the  sensory  type.  He  said  that  Ebstein  had  re- 
ported a  case  of  acute  ataxia  with  autopsy,  and  as  patches  of 
sclerosis  had  been  found  the  case  had  been  looked  upon  as 
one  of  multiple  sclerosis  in  an  early  stage.  The  peripheral 
type  includes  those  cases  due  to  the  sensory  form  of  multiple 
neuritis.  Up  to  recent  times  there  had  been  no  definite  de- 
scription of  acute  ataxia  of  spinal  origin  not  due  to  tabes. 
In  1897  Dr.  Strauss  had,  however,  reported  two  cases  occur- 
ring in  men  about  thirty-four  years  of  age  without  history  of 
syphilis  or  other  infection.  The  description  seemed  to  the 
reader  suggestive  only  of  locomotor  ataxia.  The  cases  of 
acute  ataxia  first  described  by  Leyden,  and  still  referred  to  by 
him  as  acute  bulbar  ataxia,  certainly  had  a  strikingly  char- 
acteristic clinical  course,  so  that  the  name  might  have  some 
clinical  value.  Special  attention  was  called  to  five  cases  of 
non-tabetic  spinal  ataxia  which  were  reported  in  the  paper. 
The  following  is  illustrative.  A  man  of  sixty  on  January  9, 
1890,  had  begun  to  feel  numbness  in  the  feet,  and  in  a  few 
hours  this  had  extended  to  the  mid-dorsal  region.  He  soon 
developed  a  tight  sensation  around  the  waist.  Ten  days  later, 
on  coming  under  observation,  he  had  a  staggering  ataxic 
gait,  and  soon  became  tired.  He  could  not  stand  with  the 
eyes  closed.  He  showed  distinct  loss  of  muscular  sense,  but 
no  impairment  of  the  functions  of  the  rectum  or  bladder. 
The  patient  had  gradually  recovered,  and  was  not  well.  In 
another  case,  that  of  a  man,  seventy-six  years  of  age,  syphilitic 
infection  had  occurred  one  year  previously.  Just  after  re- 
covering from  the  attack  of  iritis  he  had  developed  a  type  of 
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ataxia  like  that  described  in  the  preceding  case.  In  two  other 
cases  the  disease  had  been  in  old  people,  but  in  neither  of  them 
had  there  been  a  history  of  syphilis.  They  both  were  victims 
of  overwork,  and  both  had  presented  symptoms  of  marked 
senility.  It  would  seem  that  these  cases  were  due  to  senile 
arterial  changes,  or  due  to  syphilitic  changes  in  the  blood 
vessels  of  the  spinal  cord,  causing  hemorrhages  or  blocking  of 
the  vessels,  or  both.  It  was  possible  that  in  old  age  the 
syphilitic  virus  might  lead  to  attacks  on  the  posterior  rather 
than  on  the  lateral  columns,  so  that  the  type  would  be  ataxic 
rather  than  of  the  spastic-paraplegic  type.  All  of  his  patients 
had  recovered  from  the  ataxia.  The  dififerential  diagnosis 
must  be  made  from  an  acute  onset  of  a  locomotor  ataxia. 

Dr.  Joseph  Collins  said  that  his  clinical  experience  had  been  some- 
what different  from  that  of  Dr.  Dana,  so  that  he  had  been  led  to  a 
very  different  conclusion  regarding  the  etiology.  Some  of  his  cases 
had  been  in  persons  of  about  forty-four  years  of  age  without  evidence 
oi  syphilitic  infection.  Sometimes  there  had  been  inability  to  walk  in 
the  course  of  a  week.  This  had  been  associated  with  slight  incon- 
tinence of  urine,  at  times,  and  with  sexual  impotence.  In  these  cases 
there  had  been  none  of  the  cardinal  symptoms  of  multiple  sclerosis, 
and  no  evidence  of  cardiac  or  vascular  degeneration.  This  was  a  type 
of  case  which  he  had  been  accustomed  to  call  "acute  ataxia."  A  sec- 
ond  class  of  acute  ataxias  was  acute  bulbar  a'taxias.  One  of  these  was 
n  woman  thirty-five  years  of  age.  who,  about  August  14,  had  begun 
to  complain  of  dizziness  and  blurred  vision.  Shortly  afterward,  while 
dancing,  she  had  become  ataxic,  and  then  had  lain  in  bed  for  a  long- 
time with  marked  ataxia  and  with  slight  anesthesia  of  the  face.  The 
sense  of  position  had  been  lost.  Later  the  symptoms  of  bulbar  in- 
volvement— regurgitation  through  the  nose  and  bulbar  speech — had 
appeared.  The  cases  of  acute  ataxia  with  which  he  was  familiar  clin- 
ically were  those  presenting  similar  features  to  the  ones. reported  by 
Dr.  Sanger  Brown,  of  Chicago,  recently,  in  the  American  Journal  of 
the  Medical  Sciences.  Dinkier  had  come  to  the  conclusion  that  the 
lesion  must  be  somewhere  in  (the  corona  radiata  or  in  the  large  basal 
ganglion. 

Dr.  S.  Ely  Jelliffe  sa'd  that  he  had  had  under  his  observation  for 
three  years  a  gentleman,  thirty-six  years  of  age,  who  had  been  .in- 
fected with  syphilis.  He  was  a  politician,  and  at  the  crisis  of  a  cam- 
paign he  had  suddenly  found  himself  unable  to  walk.  On  either  side 
there  had  been  ataxia  confined  to  the  lower  limbs,  and  associated  with 
some  trouble  of  the  bladder.  He  had  been  put  on  antisyphilitic  treat- 
ment, and  had  been  practically  well  in  three  weeks.  He  ihad  remained 
well  for  a  year,  and  then  had  had  a  sudden  attack  which  had  resulted 
in  a  typical  spastic  paraplegia.  He  had  eventually  died  from  this,  and 
his  spinal  cord  had  exhibited  the  usual  lesions  of  that  affection.  In 
the  first  attack  there  had  seemed  to  be  an  acute  ataxia  due  to  involve- 
ment of  the  minor  blood  vessels. 

Dr.  Schlapp  reported  the  case  of  an  intemperate  man  of  fifty. 
Three  years  ago  he  had  developed  ataxia  and  now  had  a  disturbance 
of  tactile  and  pain  sense  in  the  feet.  Electrical  reaction  was  di- 
minished. The  case  looked  to  him  like  a  peripheral  neuro-tabes.  The 
Romberg  symptom  was  present.     The  knee-jerks  were  slightly  exag- 
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gerated.  The  case  might  perhaps  be  classed  as  an  acute  ataxia  of  the 
peripheral  type. 

Dr.  Fraenkel  said  that  from  the  pathological  standpoint  the  con- 
dition probably  occurred  quite  frequently,  and  was  often  overlooked. 
He  would  like  some  points  on  the  differential  diagnosis  between  or- 
ganic and  functional  conditions.  The  symptoms  given  by  Dr.  Dana 
were  not  sufficiently  objective. 

Dr.  J.  F.  Terriberry  commented  upon  the  fact  that  these  old 
people  reported  by  Dr.  Dana  should  have  recovered  so  readily  if  the 
vascular  system  had  been  so  damaged.  For  this  reason  he  doubted  if 
the  vascular  system  had  been  especially  at  fault.  Ataxia  was  a  symp- 
tom rather  than  a  disease,  and  the  attempt  to  consider  it  as  anything 
but  a  symptom  was  likely  to  lead  one  astray.  He  was  in  favor  of  con- 
sidering these  cases  that  recover  late  in  life  as  of  neuritic  origin. 

Dr.  Dana  said  he  had  not  met  with  the  class  of  cases  described 
by  Dr.  Collins.  Dr.  Brown's  cases  did  not  seem  to  be  exactly  cases 
of  pure  ataxia,  and  hence  he  had  not  referred  to  them.  One  must 
distinguish  between  an  ordinary  unilateral  ataxia,  such  as  occurs  from 
acute  softening  of  the  pons  or  medulla,  and  the  acute  bulbar  ataxia  of 
Leyden,  which  is  bilateral.  It  was  a  common  experience  to  see  old 
people  with  hemiplegia  and  hemorrhage  recover  in  spite  of  the  de- 
generated condition  of  the  bljod  vessels. 


A  CLINICAL  MEETING   OF  THE  CHICAGO   NEUROLOGI- 
CAL SOCIETY. 
November  i,  1900. 
Dr.  Hugh  T.  Patrick,  Vice-President,  in  the  chair. 
INTERMITTENT  CLAUDICATION  AND  ATYPICAL 
SCIATICA. 

Dr.  Hugh  T.  Patrick  presented  a  patient  with  what  he 
considered  to  be  atypical  sciatica  dependent  principally  upon 
arterial  disease  and  hence  closely  related  to  the  intermittent 
claudication  of  Charcot. 

In  this  connection  he  briefly  related  the  principal  features 
of  a  case  which  he  had  hoped  to  also  have  present  in  person. 
The  patient  was  a  woman,  sixty-six  years  old,  who  had  been 
in  fairly  good  health  until  about  six  months  before,  when  she 
began  to  have  trouble  with  the  lower  extremities.  The  legs 
below  the  knees  became  slightly  swollen  and  somewhat  pain- 
ful, especially  at  night,  and  she  was  greatly  annoyed  by 
paresthesiae  and  muscu'lar  cramps.  Within  the  last  few  weeks 
tingling  and  numbness  had  appeared  in  the  last  two  fingers 
of  the  right  hand,  and  she  said  that  in  cold  weather  the  fingers 
turned  greenish-white  and  seemed  to  be  dead.  In  addition  to 
the  sensory  symptoms,  she  complained  of  great  weakness  of 
the  legs,  particularly  after  walking  a  short  distance,  and  upon 
examination  it  was  found  that  although  she  started  off  fairly 
well,  after  walking  about  twenty  yards  the  steps  became  small 
and  somewhat  uncertain  and  thereafter  progression  rapidly 
became  more  difficult  until  she  was  compelled  to  come  to  a 
full  stop.  The  pulse  was  95  and  small  and  was  not  to  be  felt 
in  the  dorsal  artery  of  the  foot  on  either  side,  riiere  was 
slight  anesthesia  of  the  foot  and  the  Achilles  jerks  were 
absent. 

The  patient  presented  was  a  man  sixty-nine  years  old,  who^ 
twenty-eight  years  before,  had  had  severe  sciatica  beginning 
on  the  left  side,  afterwards  extending  to  the  right  and  lasting 
more  than  four  years.  Twelve  years  ago  he  had  a  similar 
attack,  but  active  treatment  in  the  beginning  limited  its  dura- 
tion to  a  few  weeks.  The  present  trouble  began  nine  years 
ago  much  as  the  previous  attacks  had  done,  but  was  less  acute 
and  almost  immediately  involved  both  sides.  From  the  first 
the  pain  was  not  severe,  indeed,  could  scarcely  be  described 
as  a  pain  at  all,  but  was  rather  a  sensation  of  drawing  or  pres- 
sure with  intensely  disagreeable  paresthes-ise  and  intense  rest- 
lessness of  the  legs.  Although  the  discomfort  was  greater  in 
the  region  just  below  the  sciatic  notch  on  either  side,  none 
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of  the  ordinary  signs  of  sciatica  were  present.  The  patient 
complained  particularly  of  the  fidgety  feeling  and  paresthesiae 
which  prevented  him  from  getting  to  sleep,  and  of  the  weak- 
ness and  increase  of  the  sensory  symptoms  caused  by  walk- 
ing. Examination  showed  a  senile  heart  with  a  systolic  mur- 
mur and  a  distinct,  although  not  advanced,  arterio-sclerosis. 
For  some  time  the  patient  had  been  troubled  with  attacks  of 
transient  dizziness.  The  pulse  in  the  dorsal  artery  of  the  foot 
was  good  and  the  urine  normal. 

SYRINGOMYELIA  IN  A  NEGRO. 

The  next  patient  presented  was  a  pure  negro,  twenty-six 
years  of  age,  who  had  noticed  at  the  age  of  fifteen  or  sixteen 
that  the  right  hand  was  not  so  strong  as  formerly.  From  that 
time  the  progress  of  the  disease  had  been  steadily  forward 
until  at  the  present  time  he  gave  the  symptoms  of  syringo- 
myelia extending  from  the  lumbar  enlargement  to  the  nucleus 
of  the  sixth  nerve.  The  distribution  of  the  sensory  disturb- 
ance was  of  particular  interest.  There  was  practically  no  dis- 
turbance of  the  tactile  sense,  analgesia  was  limited  to  the 
right  arm  and  right  half  of  the  body  in  front,  from  the  chin 
to  the  groin  and  behind  from  the  vertex  to  the  buttock,  while 
thermo-anesthesia  was  present  in  this  area  and  also  involved 
the  left  arm,  the  left  lower  extremity  from  the  crest  of  the 
ilium  down;  and  the  right  lower  extremity  from  the  knee 
down,  leaving  uninvolved  only  the  left  half  of  the  body  from 
the  clavicle  to  the  crest  of  the  ilium  and  the  right  thigh. 

Dr.  Elbert  Wing  reported  a  case  of  morphine  habit  treated 
by  the  administration  of  sodium  bromide  in  ver>'  large  dosage. 
The  patient  was  the  wife  of  a  physician  and  was  formerly  a 
trained  nurse.  She  was  twenty-eight  years  old,  in  excellent 
health  and  was  taking  from  ten  to  fifteen  grains  of  morphine 
hypodermically  daily.  Her  heart,  lungs  and  kidneys  were 
normal.     There  was  constipation. 

The  treatment  was  commenced  with  two  drachms  of  bro- 
mide of  sodium  given  in  a  half  glass  of  water  every  two  hours 
through  the  day  until  five  doses  or  600  grains  per  diem,  had 
been  given.  Through  a  misunderstanding  the  dose  was  ex- 
ceeded twice.  Direction  was  given  that  the  patient  was  to 
have  morphine  when  she  asked  for  it.  The  diet  was  restricted 
and  mainly  of  milk. 

The  first  day  of  treatment  600  grains  of  bromide  were 
given.  The  pulse  ranged  from  88  to  90,  temperature,  98.2 
to  99,  and  respiration,  22.  The  second  day  720  grains  of 
bromide  were  given.  The  patient  slept  most  of  the  previous 
night  and  complained  upon  waking,  of  muscular  soreness.  The 
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pulse  ranged  between  76  and  84,  temperature,  98.4  to  98,  and 
respiration  from.  16  to  18.  A  cathartic  was  given.  Upon  the 
third  day  960  grains  of  bromide  were  given.  Patient  slept 
well  the  previous  night,  but  not  at  all  during  the  day  until 
9  P.  M.  Bowels  moved  freely.  The  pulse  was  70  to  80; 
temperature,  98  to  98.4;  respiration,  18  to  22.  The  interne, 
thinking  the  heart  was  weak,  gave  1-30  grain  of  strychnia  at 
10.30  P.  M.  The  fourth  day  the  patient  wakened  at  5  A.  M., 
having  slept  eight  hours,  and  asked  for  morphine.  One  grain 
was  given  and  the  dose  repeated  at  10  A.  M.  During  the 
day  she  slept  about  six  hours,  but  was  easily  wakened.  Nine 
hundred  and  sixty  grains  of  bromide  were  given.  There  was 
burning  pain  in  the  stomach  and  patient  did  not  sleep  from 
6  to  II  P.  M.  Pulse  was  88  to  100;  temperature,  98  to  98.8; 
respiration,  20  to  30.  The  fifth  day  was  a  repetition  of  the 
preceding  days,  save  considerable  cyanosis  and  the  urine, 
which  was  previously  free  and  normal,  now  contained  granu- 
lar and  hyaline  casts,  but  no  albumin.  This  day  600  grains 
of  bromide  were  given.  Toward  evening  the  patient  was  de- 
lirious and  restless,  sneezed  occasionally  and  had  some  hic- 
cough. Twelve  grains  of  trional  were  given  by  mouth  and 
two  enemata  of  chloral  hydrate,  each  containing  20  grains, 
were  given,  but  only  one  retained.  One-thirtieth  grain  of 
strychnia  was  given.  On  the  sixth  day  no  more  bromide  was 
given.  Moist  rales  w^ere  heard  over  the  lower  third  of  the  left 
lung  and  respiration  grew  more  hurried,  growing  as  rapid 
as  50  to  96.  There  was  dullness  over  the  lower  part  of  the 
left  lung.  Morphia,  strychnia,  atropia  and  glonoin  were  used 
hypodermical'ly  and  oxygen  gas  was  given  by  inhalation  every 
Cew  minutes.  After  the  development  of  lung  symptoms,  the 
progress  of  the  patient  was  steadily  downward  until  death  on 
the  seventh  day.  The  urine  obtained  by  catheter  on  the  last 
day  showed  some  albumin  and  granular  and  hyaline  casts. 

The  apparent  effects  of  the  bromide  in  this  case  were  ex- 
treme restlessness,  delirium,  rapid  and  weak  pulse,  rapid  res- 
piration, somnolence,  cyanosis,  moderately  increased  flow  of 
saliva  and,  indirectly  pneumonia,  nephritis  and  death. 

Dr.  Wing  gave  a  resume  of  Dr.  Neil  Macleod's  nine  cases, 
and  two  of  Dr.  Church's,  treated  by  sodium  bromide,  the  treat- 
ment being  instituted  for  the  cure  of  drug  habits,  either 
morphia,  chloral  or  alcohol. 

Tabulated  statement  of  the  amount  of  sodium  bromide 
given : 

Macleod's  cases — 

No.  I.  430  grains  in  3  days. 

No.  2.  Not  stated. 


CHICAGO  NEUROLOGICAL  SOCIETY.  1 1  I 

No.  3.   i,q8o  graiiio  i^^T,  drachms)  in  4  days. 

No.  4.  1,380  grains  (23  drachms)  in  3  days. 

No.  5.  Not  stated. 

No.  6.  2,160  grains  (36  drachms),  time  not  stated. 

No.  7.  960  grains  (16  drachms)  in  2  days. 

No.  8.  960  grains  (16  drachms)  in  2  days. 

No.  9.  1,340  grains  (21^  drachms)  in  3  days.  Septic 
poisoning  for  four  months;  temperature,  105  degrees ;  no  post- 
mortem. 

Dr.  Church's  cases — 

No.  10.  2,860  grains  (48  drachms,  less  20  grains)  in  5  days. 

No.  II.  3,530  grains  (7  ounces,  3  drachms)   in  43  hours. 

Case  of  this  report — 

No.  12.  3,960  grains  (8  ounces,  2  drachms)  in  5  days. 

Mortality:  Macleod's  report,  (i)  Pneumonia,  (2)  Septic; 
Church's  report,  (3)  Nephritis;  this  report,  (4)  Pneumonia. 
Four  in  12  cases,  33  1-3  per  cent. 

Amounts  of  bromide  in  the  fatal  cases:  Macleod's  small- 
est, 1,320  grains;  Macleod's  largest,  2,160  grains;  Church's, 
3,530  grains;  this  report,  3,960  grains. 

Effects  of  the  large  doses  of  sodium  bromide  given: 

Primary — (i)  Great  restlessness  and  delirium.  (2)  Dimin- 
ished cardiac  power  shown :  (a)  in  slow  pulse  of  some  cases 
and  (b)  in  rapid  pulse  in  others.  (3)  Cyanosis,  marked  and 
independent  of  pulmonary  embarrassment.  (4)  Increased 
amount  of  secretion  in  mouth  and  throat. 

Secondary — (i)  Pneumonia,  2  cases.  (2)  Nephritis,  2 
cases.     (3)  Septic  conditions. 

Dr.  Macleod  thinks  the  method  without  or  with  little  dan- 
ger even  at  home.  Dr.  Church  thinks  it  may  be  undertaken 
with  full  hospital  facilities.  The  cases  so  far  reported  seem 
to  point  to  the  following  conclusions:  The  method  is  not 
without  danger  and  should  not  be  undertaken  with  heart, 
lungs  or  kidneys  not  normal  and  not  in  septic  conditions. 
Macleod's  original  dosage,  viz.,  one  ounce  the  first  day,  one 
ounce  the  second  day,  one-half  ounce  the  third  day,  if  neces- 
sary, should  not  be  exceeded  without  first  waiting  twenty- 
four  hours.  If  then  resumed,  it  should  be  with  great  caution. 
In  any  case  very  perfect  care  should  be  taken  to  guard  against 
taking  cold. 

In  the  discussion  which  followed  Dr.  Church  said  that 
while  the  bromide  treatment  did  cure  the  opium  habit,  it 
nevertheless  remained  a  fact  that  33  per  cent,  of  reported 
cass  had  proven  fatal  and  emphasis  was  laid  upon  the  fact  that 
large  doses  of  bromide  might  be  dangerous.  Dr.  Moyer  said 
that  Dr.  Bannister  and  himself  had  presented  in  1870  a  joint 
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paper  read  before  the  American  Neurological  Association,  upon 
bromide  mania.  It  was  clearly  shown  that  small  doses  of 
bromide  would  cause  mania  in  certain  cases  of  otherwise  per- 
fectly normal  individuals.  Certain  German  observers  have 
noted  the  same  thing.  Bromide  is  certainly  capable  of  mak- 
ing most  profound  body  disturbance.  Mention  was  made  of 
a  patient  losing  fifty  pounds  of  weight  in  three  months,  while 
taking  moderate  doses  of  bromide.  At  another  time  the  same 
patient  lost  thirty  pounds  in  a  similar  way,  but  regained  weight 
after  discontinuing  the  salt.  Dr.  Moyer  considers  the  bro- 
mide treatment  of  the  opium  habit  and  of  alcoholism  as  un- 
satisfactory and  that  we  have  better  and  safer  means. 

Dr.  Lodor  called  attention  to  the  fact  that  the  dose,  as 
given,  of  bromide,  did  not  represent  the  amount  in  circulation 
when  the  bromide  was  being  given  continuously.  If  400 
grains  be  given  at  a  dose  in  twenty-four  hours,  but  one-half 
of  said  dose  will  have  been  excreted  and  Drs.  Bill,  Quincke 
and  Ware  have  severally  proven  that  in  forty-eight  hours  after 
a  given  dosage  a  sixth  of  the  dose  still  remains  in  the  circu- 
lation and  traces  may  be  found  in  the  urine  weeks  after  cessa- 
tion in  the  use  of  the  bromide.  It  would  then  be  very  essen- 
tial to  use  extreme  care  in  continuing  massive  dosage  of 
bromide. 

Dr.  Herrick  quoted  Dr.  W.  Mitchell  as  authority  for  unto- 
ward symptoms  in  the  administration  of  the  bromide  which 
symptoms  may  or  may  not  disappear  upon  withdrawal  of  the 
drug. 

Dr.  Kuh  maintained  that  the  relatively  smaller  doses  sug- 
gested by  Dr.  Wing  and  even  the  withdrawal  of  the  drug  for 
twenty-four  hours,  did  not  constitute  a  safeguard.  A  case  is 
mentioned  where  even  20  grains  of  the  bromide  four  times 
a  day  had  caused  alarming  symptoms. 

Dr.  Patrick  related  a  case  of  alcoholism  when  one  drachm 
of  the  bromide  was  given  every  hour  until  16  drachms  had 
been  given.  The  symptoms  then  became  alarming — the  pulse 
and  respiration  were  slow  with  cyanosis  and  incoherency. 
After  thirty-six  hours  there  was  a  gradual  improvement  and 
the  treatment  was  successful. 

Dr.  Brower  mentioned  a  case  where  15  grains  of  bromide 
caused,  upon  several  occasions,  maniacal  symptoms. 

Dr.  Wing  closed  the  discussion  with  emphasis  upon  smaller 
doses  of  bromide  and  where  toxic  symptoms  appear,  the  with- 
drawal of  the  drug  for  at  least  twenty-four  hours,  before 
further  treatment. 
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Une  complication  du  tabes  non  encore  signalee  (A  Hitherto 
Unnoted  Complication  of  Tabes).  Sab  razes  et  Fauquet  (Nou- 
velle  Iconographie  de  la  Salpetriere,  No.  3,  May-June,  1900, 
p.  253). 

A  unique  case  of  spontaneous  fracture  in  a  tabetic  consisting  of 
a  complete  fracture  of  the  alveolar  edge  of  the  two  superior  maxillary 
bones,  which  took  place  during  the  extraction  of  a  canine  tooth,  to- 
gether with  a  large  breach  of  the  buccal  sinus,  simulating  a  buccal 
mal-perforant.  The  patient,  fifty-four  years  old,  presents  typical 
symptoms  of  tabes.  On  account  of  a  very  severe  toothache  he  con- 
sulted a  dentist,  who,  in  extracting  the  right  superior  canine  in  the 
usual  manner,  found  that  the  whole  of  the  alveolar  edge  of  the  su- 
perior maxilla,  which  supported  eleven  teeth,  came  away.  This  large 
fracture  extended  to  the  palatine  vault,  thus  forming  a  large  orifice 
connecting  the  buccal  cavity  with  the  maxillary  sinuses,  liquids  intt-o- 
<luced  into  the  mouth  found  their  way  easily  into  the  nasal  cavities. 
Gradually  the  break  cicatrized  at  the  level  of  the  transmaxillary  gap, 
leaving  an  open  space  of  2  or  3  mm.  and  communicating  only  with 
the  right  maxillary  sinus.  The  author  calls  attention,  in  concluding 
the  article  to  the  following  two  points:  The  fracture  can  be  regarded 
as  spontaneous  because  it  followed  a  simple  extraction  of  the  tooth 
in  which  the  gravity  of  the  accident  is  altogether  out  of  proportion 
to  the  slight  intensity  of  the  traumatic  cause.  This  possibility  should 
be  thought  of  in  operating  on  the  teeth  of  tabetics.  The  analogy 
which  this  case  presents  to  those  tabetics  attack  with  resorption  of 
the  maxillary  bone  and  the  mal-perforant  of  the  buccal  region  is 
noted.  Schwab. 

ZuR   Fruhdiagnose    der   Tabes    (The    Early    Diagnosis  of  Tabes). 

Erb    (Munchener    medicinische     Wochenschrift,     1900,    No.    29, 

S.  989). 

The  author  emphasizes  the  importance  of. an  early  diagnosis  in 
tabes,  and  speaks  of  the  difficulties  attending  its  early  recognition  in 
many  cases.  Falling  back  on  his  well  known  opinions  on  the  sub- 
ject, he  insists  that  where  there  is  a  history  of  previous  syphilis,  and 
even  two  or  three  of  the  characteristic  symptoms  of  tabes,  such  as 
entire  or  one-sided  immobility  of  the  pupils,  with  lost  or  diminished 
reflexes  and  sensory  or  visceral  disorders;  in  the  great  majority  of 
cases  a  diagnosis  of  tabes  is  iustified,  and  treatment  addressed  to  this 
disease  should  be  applied.  The  histories  of  a  number  of  illustrative 
cases  are  given.  Allen. 

Tabes  trophique.  Arthropathies,  radiographie  (Trophic  Tabes. 
Arthropathies,  Radiography).  E.  Dupre  and  A.  Devaux  (Nou- 
velle  Iconographie  de  la  Salpetriere,  13th  Year,  September-Octo- 
ber, 1900,  p.  498). 

A  case  illustrated  with  radiographs,  which  is  a  continuation  of 
the  series  published  in  the   March- April  number  of  this  journal.     A 
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tabetic  with  the  usual  symptoms.  Seventeen  years  after  the  initial 
symptom,  which  in  this  case  was  an  ocular  paralysis,  the  left  knee 
began  to  swell  slowly  and  without  pain.  Two  years  later  the  right 
knee  began  to  show  the  same  process.  The  two  articulations  are 
absolutely  painless,  susceptible  of  lateral  movement,  which  are  ac- 
companied by  cracking  sounds  easily  heard.  The  following  con- 
clusion is  drawn  from  a  study  of  the  radiographs  in  this  case  and 
from  the  series  to  which  allusion  has  been  made.  It  is  possible  to 
distinguish  in  tabetic  osteopathies  a  type  somewhat  dififerent  from 
the  classic  form,  not  in  its  nature  or  results,  but  in  the  more  fibrous 
than  osseous  nature  of  its  distribution.  The  name  of  tabetic  peri- 
arthropathy  can  be  given  to  this  form.  Schwab. 

The    Clinical    Forms    and    Pathological    Anatomy    of    Spinal 
Syphilis.      Williamson    (Edinburgh    Med.    Journal.      October, 
1900.     P.  322). 
The  author  recognizes  the  following  forms  of  spinal  syphilis: 

1.  Disease  of  the  bones  of  the  spinal  column  producing  symp- 
toms of  compression  of  the  cord  or  nerve  roots.     Very  rare. 

2.  Chronic  meningitis  without  indications  of  involvement  of  the 
cord  proper.     Alsio  very  rare. 

3.  Meningomyelitis,  the  most  common  form  of  spinal  syphilis.  In 
this  there  is  special  tendency  to  involvement  of  the  vessels. 

4.  Acute  syphilitic  paraplegia.  This  comes  on  very  rapidly,  in 
contrast  to  the  preceding  forms,  and  may  be  accompanied  by  sensory 
disturbances  of  varying  character.  In  one  case  examined  by  the  au- 
thor there  was  marked  disease  of  the  vessels  and  extensive  thrombosis 
in  them. 

5.  "Erb's  Spinal  Paralysis."  Characterized  by  a  spastic  pareisis  o-r 
paralysis,  but  with  llittle  or  no  disturbance  of  sensation.  As  to 
whether  this  should  be  admitted  as  a  special  type  has  been  consider- 
ably discussed.  The  author  has  examined  one  case,  finding  some 
arteritis,  slight  meningitis,  a  gummatous  patch  in  the  right  antero- 
lateral column,  in  the  posterior  columns  of  the  lower  dorsal  region, 
and  some  irregularly  distributed  sclerotic  changes  specially  prominent 
about  the  periphery  of  the  cord  in  the  dorsal  region. 

6.  Paraplegia,  with  combined  degeneration  in  the  posterior  and 
lateral  columns. 

7.  Gummata  of  the  cord  and  meninges. 

8.  Anomalous  forms,  which  may  simulate  various  non-specific 
lesions.  As  pointing  to  the  probably  syphilitic  nature  of  a  doubtful 
case,  the  following  points  are  important:  (i)  The  history  of  previous 
syphilitic  infection.  (2)  Signs  of  present  or  previous  syphilitic  dis- 
ease. (3)  The  presence  of  cerebral  symptoms  (associated  syphilitic 
cerebral  disease).  (4)  The  relatively  slight  intensity  of  the  cord  dis- 
ease as  compared  with  the  area  involved.  (5)  The  occurrence  of 
Brown-Sequard  paralysis.  (6)  Fluctuations  in  the  intensity  of  the 
nervous  symptoms.  (7)  Multiplicity  of  lesions.  The  prognosis,  though 
not  favorable,  is  better  than  in  other  chronic  spinal  cord  affections. 
Treatment  should  be  prompt  and  vigorous.  Allen. 

Beobachtungen  uber  die  progressive  Para/lyse  wahreni?  der 
letzten  Vier  Jahrzehnte.  (Observations  on  General  Paresis 
During  the  Last  Four  Decades.)  Behr  (Allg.  Zeitschrift  fiir 
Psychiatric,  1900.     LVII,  S.,  719). 

The  author  has  studied  the  case  histories  of  575  male  and  108 
female  paretics  cared  for  at  the  Hildesheim  Provincial  Asylum,  from 
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1858  to  1899  inclusive.  His  cases  are  distributed  into  groups,  each 
representing  the  admissions  for  a  five-year  period  between  the  dates 
mentioned.  CHnically  he  recognizes  an  agitated,  a  typical  and  a 
dement  form  for  the  males,  adding  thereto  a  depressive  form  for  the 
females.  His  cases  are  carefully  tabulated,  and  he  draws  the 
following  conclusions: 

The  frequency  of  general  paresis  in  both  men  and  women  has 
very  considerably  increased  in  the  last  four  decades.  In  men  the 
form  of  the  disease  has  markedly  changed,  the  agitated  and  typical 
varieties  having  decreased  in  comparison  to  the  cases  of  simple 
progressive  dementia.  In  women  this  alteration  of  the  clinical  pic- 
ture is  not  apparent.  Remissions  seem  slightly  more  frequent  in  both 
sexes.  Paralytic  attacks  (epileptiform  and  apoplectiform)  are 
more  current,  mainly  on  account  of  occurring  more  frequently  in 
the  dement  type  of  disease,  and"  are  observed  oftener  in  women  than 
in  men.  The  average  age  at  which  the  disease  begins  has  not  altered, 
though  more  cases  are  observed  in  young  subjects  than  formerly. 
The  duration  of  the  disease  remains  practically  the  same,  averaging 
about  2  years  and  6  months  for  the  men  and  2  years  and  8  months 
for  the  women.  The  age  at  death  averages  about  the  same  as  in  the 
earlier  periods.  Allen. 

Un  CAS  d'amytrophie  progressive  dite  "essentielle"  (A  Case 
of  So-called  Essential  Progressive  Amyatrophy).  A.  Abadie  and 
J,  Denoyes  (Nouvelle  Iconographie  de  la  Salpetriere,  4,  July- 
August,  1900,  p.  4x5). 

The  old  arbitrary  division  between  the  different  types  of  essential 
muscular  atrophy  has  not  been  able  to  stand  before  the  discovery  of 
transitional  forms.  It  is  no  longer  a  question  between  the  types  of 
Leyden,  Mobius,  Duchenne,  Erb,  Landouzy-Dejerine  that  the  inter- 
mediary forms  should  be  sought  for,  but  rather  between  the  myo- 
pathic atrophies  on  one  side  and  the  myelopathic  atrophies  and  the 
neurotiden  on  the  other.  The  case  in  question  is  a  child  eleven  years 
old,  with  complete  absence  of  family  history,  no  organic  or  functional 
nervous  disease  on  the  part  of  the  parents.  The  patient  presents, 
however,  traces  of  degeneracy,  a  fact  that  has  been  studied  by  Fabre 
in  relation  to  myopathies.  The  disease  commenced  very  early,  affect- 
ing the  lower  extremities,  then  the  thorax,  and  lastly  the  upper 
extremities  and  the  hands.  The  neck  muscles  are  also  involved.  The 
evolution  has  been  progressive  and  symmetrical,  with  a  slight  pre- 
dominance on  the  left.  No  fibrillary  tremor  and  no  sensory  disturb- 
ances. The  condition  of  infantile  spinal  paralysis,  lateral  amyotrophic 
sclerosis,  syringomyelia,  progressive  muscular  myelopathy  (Aran- 
Duchenne)  and  peripheral  neuritis  were  easily  excluded.  There 
remains  then  the  essential  myopathies  and  the  transitional  forms.  At 
first  sight  this  patient  should  be  classed  as  a  pseudo-hypertrophic 
paralytic  or  simply  as  a  primary  progressive  myopathic.  Two  specific 
characteristics  were,  however,  lacking  in  this  case:  first,  familj'-  char- 
acter; second,  absence  of  the  reaction  of  degeneration.  The  case  then 
is  to  be  regarded  as  an  atypical  and  as  a  transitional  form. 

Schwab. 

UeBER    acute    ISCHAMISCHE     LaHMUNG    NEBST      BeMERKUNGEN    iJBER 

DIE  Veranderungen  der  Nerven  bei  acuter  Ischamie.     (Con- 
cerning Acute  Ischemic  Paralysis,  with  Remarks  on  the  Changes 
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of   the    Nerves    in    Acute    Ischemia.)      M.    Lapinsky    (Deutsche 
Zeitschrift  fur  Nervenheilkunde,  Vol.  17,  Nos.  5  and  6,  p.  323), 

The  paralysis  resulting  from  acute  ischemia  has  been  supposed 
to  be  myogenic,  and  associated  with  early  contracture.  Lapinsky 
has  tied  the  main  artery  of  one  of  the  posterior  limbs  in  ten  rabbits, 
and  avoided  any  pressure  upon  the  limb.  The  ischemic  limb  be- 
came rapidly  paralyzed  and  cold,  the  paralysis  was  flaccid,  and  passive 
movements  were  not  restricted.  Sensation  for  pain,  touch  and  pres- 
sure, as  well  as  the  cutaneous  and  tendon  reflexes,  disappeared,,  and 
quantitative  changes  in  the  electrical  responses  were  obtained. 
Ischemic  contractures  did  not  occur.  The  microscope  showed  pro- 
nounced parenchymatous  neuritis  in  those  cases  in  which  the  col- 
lateral circulation  did  not  develop  until  the  fourth  or  fifth  day  after 
the  operation.  The  muscles  were  not  normal,  but  the  paralysis  was 
believed  to  be  of  nerve  origin.  Spiller. 

L'atrophie  olivo-cerebelleuse  (Olivary-Ponto-Cerebellar  At- 
rophy). J.  Deterine  et  a.  Thomas  (Nouvelle  Iconographie  de 
la  Salpetriere,  No.  4,  July-August,  1900,  p.  330). 

The  purpose  of  this  paper  is  to  attempt  to  classify  the  cerebellar 
atrophies  which  show  certain  clinical  similarities.  Such  cases  are 
found  scattered  through  literature.  The  material  of  the  paper  is"  fur- 
nished by  two  cases,  one  of  which  came  to  autopsy.  These  cases 
permitted  the  study  of  the  symptomatology  accompanying  cerebellar 
abscesses,  their  diagnosis,  and  some  anatomical  considerations  of  the 
cerebellum  and  the  physiological  pathology  of  the  cerebellar  syndrome. 
The  two  cases  showed  typical  symptoms  of  cerebellar  disease,  disturb- 
ance of  equilibrium  in  standing  and  in  walking,  but  with  almost  abso- 
lute integrity  in  the  isolated  movements  of  an  extremity,  speech  dis- 
turbances, nystagmus,  exaggeration  of  reflexes,  etc.  Case  I.  died  sud- 
denly, and  a  careful  microscopic  examination  of  all  parts  of  the  central 
nervous  system,  illustrated  in  the  article  by  excellent  photographs,  is 
given.  The  authors  sum  up  their  results  as  follows:  The  nervous 
system  is  in  the  main  small.  There  exists  an  atrophy  en  masse  of 
the  cerebellar  cortex,  more  marked  in  the  hemispheres  than  in  the 
worm,  with  degeneration  and  disappearance,  in  great  part,  of  the 
afferent  and  efTerent  fibers  and  fibers  of  projection,  with  atrophy  of 
the  principal  nuclei  of  origin  of  the  efferent  fibers,  the  bulbar  olive 
and  the  pontine  nuclei.  Atrophy,  less  pronounced,  of  the  nuclei  of 
the  central  gray  (dentate  nucleus,  roof  nucleus  and  "Bouchon"  round 
nucleus).  It  is  a  primary  cellular  atrophy,  the  absence  of  vascular 
alteration,  the  hemorrhagic  foci,  and  foci  of  softening,  of  sclerosis 
permits  this  to  be  alarmed.  The  topographical  anatomical  lesions 
are,  first,  a  total  atrophy  of  the  cerebellar  cortex;  second,  total 
atrophy  of  the  gray  matter  of  the  pons,  and  total  degeneration  of  the 
middle  cerebellar  peduncle.  Third,  the  very  pronounced  atrophy  of 
the  inferior  olive  of  the  ponto-olive  nuclei,  archiform  nuclei,  degenera- 
tion of  external  arcuate  fibers  and  of  the  corpora  restiformia.  The 
pyramids  and  cerebral  peduncles  appear  smaller  than  normal,  but 
show  no  traces  of  degeneration. 

The  following  classification  is  proposed.  Cerebellar  atrophies 
comprehend  two  classes,  a  sclerotic  atrophy  and  a  simple  degenera- 
tive atrophy.  The  authors  agree  in  general  with  the  results  obtained 
by  experimental  physiology.  The  cerebellum  as  a  center  of  the  refllex 
of  equilibruim  (Flourens  Thomas)  is  especially  favored  by  the  disturb- 
ances in  equilibrium,  locomotion  and  the  relative  integrity  of  isolated 
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movements  found  in  these  cases.  The  asthenia,  the  rapid  fatigue, 
the  sHght  diminution  of  tone  in  certain  muscles,  more  apparent  than 
real,  it  is  true,  the  oscillations  of  the  body,  are  all  favorable  to  the 
theory  of  Luciani,  according  to  which  the  cerebellum,  in  the  normal 
state,  exercises  upon  the  rest  of  the  nervous  system  an  influence 
which  can  be  expressed  by  a  neuro-muscular  sthenic  tone  and  static 
action,  that  is  to  say,  a  complex  function  by  which  the  cerebellum 
a.ugments  the  potential  energy  at  the  disposal  of  the  neuromuscular 
apparatus  (sthenic  action).  It  increases  the  degree  of  their  tension 
during  functional  pause  (tonic  action).  It  accelerates  the  rhythm 
of  the  elementary  impulses  during  their  functional  activity  and  it  as- 
sures the  normal  fusion  and  the  regular  continuity  of  acts.  The 
physiological  mechanism  ot  the  trwnor,  nystagmus,  speech  defect, 
cannot  at  present  be  explained.  The  following  general  conclusion 
is  advanced  by  the  authors  at  the  end  of  their  paper: 

There  exists  a  cerebellar  affection  characterized  anatomically  by 
the  atrophy  of  the  cortex  of  the  bulbar  olives,  of  the  gray  pontine 
substance,  by  the  total  degeneration  of  the  middle  cerebellar  pe- 
duncles, by  the  partial  degeneration  of  the  restiform  bodies,  by  the 
relative  integrity  of  the  central  gray  nuclei.  It  is  an  atrophy  which 
is  primary,  degenerative  and  systematic,  and  not  sclerotic  nor  in- 
flammatory. It  is  clinically  less  well  marked.  It  is  manifested  by  the 
cerebellar  syndrome  common  t©  all  cerebellar  atrophies.  It  is  not 
hereditary  nor  familiar,  nor  congenital.  It  occurs  at  an  adult  age.  Its 
etiology  is  obscure  and  it  is  included  in  the  category  of  primary 
cellular  atrophies.  We  designate  it  by  the  name  of  olivo-pontine- 
cerebellar  atrophy.  Schwab. 

Un  cab  de  paralysie  bulbaire  superieure  chronique.  (A  Case 
of  Bulbar  Chronic  Superior  Paralysis.)  Charles  Hudovernig 
(Nouvelle  Iconographie  de  la  Salpetriere,  13th  Year,  No.  5.  Sep- 
tember-October, 1900.  p.  473). 

A  case  of  bulbar  paralysis  of  superior  type,  very  chronic  in  its 
course,  without  any  complications  and  absolutely  unilateral.  Such 
cases  are  extremely  rare,  no  similar  case  having  been  observed  in 
literature.  The  case  is  as  follows:  A  woman,  aged  seventeen  years, 
had  always  been  well.  No  family  history;  no  specific  or  alcoholic 
history.  At  the  age  of  eleven  years  it  was  noticed  that  the  left  eye 
showed  a  deviation  to  the  left,  which  slowly  increased  in  degree,  so 
that  it  became  impossible  to  move  it  to  the  right.  At  the  same  time 
the  left  eyelid  gradually  fell,  so  that  it  became  more  and  more  im- 
possible to  open  the  left  eye.  For  two  years  the  eye  had  been  com- 
pletely closed  and  the  globe  turned  outward.  Outside  of  the  paral- 
ysis referred  to,  no  other  condition  in  respect  to  the  cranial  nerves 
or  to  the  internal  organs  was  at  that  time  found.  It  is  then  a  ques- 
tion of  a  young  girl  seventeen  years  old,  without  hereditary  or  per- 
sonal anteccdants;  she  enjoyed  the  best  of  health  until  the  actual 
beginning  of  the  disease  six  years  ago.  This  began  with  paralysis 
of  the  left  oculomotor,  with  deviation  of  the  eye  externally.  A  ptosis 
developed.  All  the  branches  of  the  third  pair  gradually  became 
aflfected.  Thus  at  the  end  of  six  years  a  total  ophthalmoplegia  was 
present.  In  addition  to  the  lesion  of  the  third  pair,  there  was  a 
paresis  of  the  left  facial,  involving  all  the  muscles  supplied  by  this 
ii-erve.  There  was  no  evidence  of  atrophy,  or  the  reaction  of  de- 
generation in  the  region  supplied  by  the  nerve. 

The  following  are  important  from  the  standpoint  of  differential 
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diagnosis:  lesion  in  the  orbit,  aneurism  of  the  carotid  in  the  cavernous 
sinus,  basal  process,  lesion  of  the  cranial  bones  exercising  pressure, 
peripheral  affection,  root  lesion,  cortical  or  supranuclear  lesion. 
These  were  all  easily  excluded,  chiefly  on  the  ground  of  the  definite 
anatomical  distribution  of  the  lesion,  and  the  absence  of  involvement 
of  other  structures  in  the  vicinity.  The  lesion  in  this  case  was,  with- 
out doubt,  a  nuclear  one,  an  isolated  affection,  limited  to  the  nuclei 
of  the  nerves  in  question,  that  is  the  third  and  seventh,  in  other 
words,  it  is  a  chronic  superior  bulbar  paralysis  or  chronic  superior 
encephalitis.  The  peculiarities  in  the  case  to  be  especially  noted  are 
the  unilateral  symptoms  and  the  long  duration  without  complication. 
The  possibility  is  granted  that,  if  the  process  should  extend  to  the 
bulb,  its  unilateral  character  would  then  disappear.  Schwab, 

fixA'T    APOPLECTIFORME,    HEMIPLEGIE    ET    AMBLYOPIE    ALTERNES,     CHEZ 

UN  HYSTERiQUE.  Genese  ET  ROLE  DE  l'idee  FIXE.  (Apoplecti- 
form Attack,  with  Hemiplegia  and  Crossed  Amblyopia  in  an 
Hysterical  Person.  Beginning  and  Role  of  the  Fixed  Idea.) 
ScHERB  (Archives  Provinciales  de  Medecfne,  I,  No.  5,  pp.  329- 
339)- 

Scherb  reports  a  case  which  is  interesting  because  the  hemiplegia 
came  on  without  known  cause,  and  simulated  organic  hemiplegia  so 
closely  that  a  very  careful  examination  was  necessary  to  establish  its 
hysterical  character. 

The  patient  was  a  carpenter,  49  years  of  age.  He  was  received 
into  the  hospital  with  a  .diagnosis  of  cerebral  apoplexy.  He  was 
semi-comatose  and  did  not  reply  to  any  question.  There  was  a  right 
hemiplegia.  During  the  first  night  the  patient  tried  to  raise  himself 
in  bed,  but  fell  back,  as  the  right  side  was  helpless.  There  was  no 
vomiting  and  no  sphincter  trouble.  The  next  day  the  patient  was  in 
a  profound  stupor  and  did  not  reply  to  any  qu^tions,  although  he 
would  open  his  mouth  when  requested,  but  without  projecting  the 
tongue.  The  hemiplegia  seemed  to  involve  the  face,  as  the  labial  folds 
were  plainly  deviated  to  the  left.  The  patient's  temperature  was 
37.8°,  and  38°  at  night.  The  tongue  appeared  to  deviate  in  the  mouth. 
It  was  not  coated,  nor  was  the  patient's  face  flushed  or  his  respiration 
stertorous.  There  was  no  conjugate  deviation  of  the  head  and  the 
eyes;  he  did  mot  look  to  the  left  toward  the  supposed  lesion.  There 
was  an  active  fluttering  of  the  eyelids.  Associated  with  this  right 
hemiplegia  was  an  absolutely  profound  hemianesthesia  of  the  same 
side,  but  extemdinig  only  up  to  the  neck.  The  anesthesia  was  com- 
plete to  touch,  pain,  heat  and  cold.  The  sole  of  the  foot,  however, 
was  sensible,  and  the  patient  moved  the  toes  slightly  when  they  were 
pricked.  But  the  toes  responded  by  flexion  when  pricked,  showing 
that  Babinski's  symptom  was  not  present.  On  the  left  side  of  the 
body  there  was  a  very  lively  hyperesthesia,  which  extended  to  the 
face.  One  very  curious  symptom  present  was  that  when  the  left 
arm,  the  one  not  paralyzed,  was  raised  from  the  bed  by  anyone,  it 
had  a  tendency  to  remain  in  that  position,  only  falling  after  some 
seconds,  a  condition  suggesting  catalepsy.  The  urinalysis  showed  no 
albumin  or  sugar. 

On  the  second  day  after  admission  the  patient  answered  questions 
by  signs  with  his  left  arm,  and  also  made  known  his  wants  in  the 
same  manner.  It  was  learned  that  the  present  condition  began  with 
a  sudden  loss  of  vision  in  the  left  eye,  so  marked  that  the  physician 
who  saw  him  at  that  time  thought  it  was  due  to  an  embolus  of  the 
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central  artery  of  the  retina.  Then  hemiplegia  came  on  with  the  first 
appearance  of  the  apoplectiform  attack.  On  examining  the  left  eye, 
the  cornea  and  conjunctiva  were  found  to  be  absolutely  insensible. 
The  eye  reacted  normally  to  light.  The  right  knee-jerk  was  exag- 
gerated, but  not  abrupt,  while  the  left  was  normal.  There  were  no 
reflexes  present  at  the  elbows  or  wrists.  On  the  left  side  of  the  body 
some  very  distinct  hysterogenic  zones  were  found  which  provoked  a 
state  of  spasm  very  intense.  The  temperature  and  pulse  were  now 
normal.  The  man  now  whispered  some  almost  inarticulate  words 
when  questioned.  The  pharynx  was  found  insensible  on  the  left  side, 
and  there  was  also  an  anesthetic  area  around  th€  blind  eye.  When 
the  patient  was  lifted  out  of  bed  and  forced  to  make  an  attempt  at 
walking  he  presented  a  typical  example  of  the  gait  Charcot  has  de- 
scribed under  the  name  of  helcopodie.  The  patient  dragged  his  leg 
after  him  as  if  it  were  a  strange  body,  of  which  he  seemed  to  ignore 
the  existence.  He  walked,  hopping  on  his  sound  leg  only,  hardly 
resting  the  point  of  his  paralyzed  foot  on  the  ground.  At  this  time 
his  wife  said  that  28  years  prior  to  this  attack  the  patient  had  received 
a  bullet  in  the  right  side  of  the  neck  at  the  level  of  the  ascending 
branch  of  the  maxillary.  This  bullet  escaped  on  the  same  side  near 
the  nose.  It  was  thought  to  have  cut  some  of  the  filaments  of  the 
inferior  facial,  and  to  have  caused  the  paralysis  of  the  right  face.  (This 
paralysis  of  the  right  face  has  persisted  since  the  disappearance  of  the 
hemiplegia.)  Since  this  injury  the  man  has  been  taciturn,  likes  to  be 
alone,  talks  very  little,  has  no  friends,  and  replies  to  his  wife  only  in 
monosyllables.  He  has  had  rheumatic  pains  for  some  years,  and 
lately  they  have  been  markedly  severe  in  the  right  arm  and  leg. 

Scherb  discusses  the  various  symptoms  presented  by  the  patient, 
and,  giving  his  interpretation  of  each,  concludes  that  the  man  was 
suffering  from  an  hysterical  hemiplegia  affecting  the  right  arm  and 
leg,  and  that  the  deviation  of  the  tongue  to  the  left  and  the  paresis 
of  the  right  face  were  the  results  of  the  bullet  wound  received  28 
years  before. 

The  patient  one  night  was  given  5  centigrammes  of  methylene 
blue  and  told  that  if  his  urine  was  not  blue  the  following  morning 
he  would  be  completely  paralyzed.  The  next  morning  he  got  out  of 
bed  and  walked.  He  showed  the  doctor  his  blue  urine  and  smiled. 
The  next  morning  the  blindness  in  the  left  eye  had  disappeared,  and 
also  the  anesthesia  of  the  cornea  and  conjunctiva  and  the  anesthetic 
area  surrounding  that  eye.  The  aphonia  persisted  and  he  insisted  by 
gestures  that  he  could  not  talk,  because  of  the  bullet  wound  he  had 
received.  The  writer  concluded  that  the  man  had  two  fixed  ideas: 
(i)  That  he  could  not  talk  because  his  tongue,  he  thought,  was 
paralyzed,  and  (2)  that  he  was  not  able  to  work  because  his  right 
arm  was  useless,  both  of  which  ideas  were  groundless. 

Scherb  summarizes  the  symptoms  establishing  the  diagnosis  of 
hysteria  as  follows:  (i)  Right  hemiplegia,  with  hemianesthesia  ar- 
rested at  the  neck.  No  crossed  amblyopia.  The  gait  called  helcopodie 
by  Charcot.  (2)  Apoplectiform  onset  apparently,  but  with  no  rise  of 
temperature,  and  no  conjugate  deviation.  Fluttering  of  the  eyelids, 
an  important  sign  noticed  by  Charcot  and  Gilles  de  la  Tourette  as 
peculiar  to  hysterical  apoplexy.  (3)  Aphonia,  with  anesthesia  of  the 
hyoid  region.  Whispering  possible.  (4)  Left  amaurosis,  with  a  large 
periorbital  area  of  anesthesia.  (5)  No  sphincter  trouble.  No  signs 
of  organic  contractures.  Absence  of  Babinski's  sign.  (6)  The  disap- 
pearance of  all  symptoms  except  aphonia.  (7)  The  mental  condition 
of  the  patient.  Bonar. 
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EiN  Faill  von  angebornem  Hirnbruch  (A  Case  of  Congenital 
Hernia  Cerebri).  Behm  (Miinchener  med.  Wochenschrift,  1900, 
No.  31,  S.  1069). 

An  infant,  one  week  old,  presented  in  the  region  between  the 
lesser  fontanelle  and  the  occipital  protuberance  a  pediculated  swell- 
ing about  as  big  as  a  hen's  tg^,  which  was  soft,  did  not  pulsate,  and 
was  neither  increased  in  size  when  the  child  cried,  nor  diminished  on 
pressure.  Reduction  was  attempted  by  the  application  of  compression, 
but,  as  after  four  days'  trial,  the  tumor  seemed  larger  rather  than 
smaller  and  threatened  to  burst  through  the  skin,  the  thick  pedicle 
was  perforated  and  tied  ofif  in  three  portions.  The  child  bore  the 
operation  well.  In  four  weeks  the  wound  was  entirely  healed,  an-d 
six  months  later  the  patient  had  developed  both  mentally  and  phys- 
ically in  a  normal  manner.  There  was  still  a  fluctuating  swelling  of 
about  the  size  of  a  cherry  upon  the  site  of  the  former  hernia.  The 
tumor  removed  was  cystic  and  contained  a  yellowish  fluid.  Its  solid 
portion  showed  nerve  cells  and  fibers,  but  in  the  pedicle  no  nervous 
elements  were  present.  The  cyst  cavity  was  lined  with  ciliated  epi- 
thelium. Hence  the  tumor  was  regarded  as  being  a  portion  of  a 
ventricle  surrounded  by  brain  substance,  an  encephalocystocele. 

Allen. 
THERAPY. 

Thymus  Extract  in  Vasomotor  Affections.  S.  Solis  Cohen 
(New  York  County  Medical  Society.  May,  1900). 
The  author  described  a  condition  of  vasomotor  ataxia  in  which 
thymus  medication  is  of  very  great  benefit.  Patients  with  this  affec- 
tion usually  have  deficient  perspiration,  which  makes  them  extremely 
uncomfortable  in  summer,  while  in  the  winter  they  are  liable  to  have 
cold  extremities  and  a  condition  of  overperspiration  of  the  trunk. 
Sometimes  a  mixture  of  thyroid  and  thymus  treatment  improves  the 
condition  very  much.  At  other  times  the  use  of  a  combination  of 
thymus  and  suprarenal  is  more  effective.  In  about  one-half  the  cases 
of  goiter  the  administration  of  thymus-gland  substance  will  bring 
about  some  diminution  in  the  size  of  the  goiter.  Where  adenomata 
of  the  thyroid  exist  or  where  cysts  have  formed  and  fibrous  degenera- 
tion asserted  itself,  thymus  medication  will  do  no  good.  It  is  much 
better  than  thyroid  in  the  treatment  of  goiter.  Investigations  made 
so  far  seem  to  indicate  that  there  is  no  iodine  in  the  thymus.  This 
is  very  interesting  when  we  consider  its  therapeutic  relation  to  goiter, 
since  it  has  been  assumed  that  it  is  the  iodine  elements  in  the  thyroid 
substance  which  especially  produce  an  effect  upon  goiter.  Clinical 
observations  seem  to  point  to  the  fact  that  the  use  of  thymus  sub- 
stance raises  blood  pressure.  Physiological  experts  announce  as  the 
result  of  laboratory  experience  that  blood  pressure  is  lowered  by  it. 
It  certainly  has  a  marked  influence  on  nutrition.  Jelliffe. 

Therapy  of  Pituitary  Body  Extract.  W.  M.  Leszinsky  (New 
York  County  Medical  Society.  May.  1900). 
The  author  said  that  Marie  first  suggested  the  probable  etiological 
significance  of  the  pituitary  body  in  acromegaly,  hence  the  extract 
of  this  body  has  been  used  as  a  remedy.  This  is  the  only  condition 
in  which  extract  of  pituitary  body  would  seem  to  be  indicated.  The 
results  so  far  obtained  are  very  contradictory  and  certainly  possess 
as  yet  very  little,  if  any,  scientific  value.  It  is  supposed  that  the  se- 
cretion from  the  prehypophysis  is  carried  through  the  nervous  system 
and   acts   trophically.     This,    however,    is    mere    theory,    and    is    not 
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entirely  substantiated  by  comparative  anatomy.  It  has  been  plain 
that  tne  administration  of  pituitary  substance  relieves  the  intense 
headache  from  which  acromegalics  so  oiten  suffer,  and  that  it  lessens 
the  paresthesia  which  occurs  during  the  course  of  the  disease.  It 
does  not,  however,  stop  the  progress  of  the  disease.  This  is  not 
surprising,  as  the  diagnosis  is  never  made  till  the  disease  is  very 
much  advanced. 

Dr.  Leszinsky  has  tried  pituitary  extract  personally  in  two  cases. 
In  neither  of  them  did  it  seem  to  accomplish  any  good.  Harlow 
Brooks  has  put  forward  the  theory  that  the  secretion  of  the  hypophysis 
acts  as  a  stimulant  to  connective  tissue  and  that  this  is  the  reason 
why  it  produces  acromegaly.  In  that  case  its  administration  would 
rather  be  contraindicated  in  the  disease.  The  gland  has  been  extir- 
pated in  dogs  without  producing  acromegaly.  It  has  been  known  to 
be  destroyed  in  man  by  neoplastic  degeneration  without  producing 
acromegaly.  Sarcoma  of  the  hypophysis  has  been  found  in  a  number 
of  cases  in  which  there  were  no  signs  of  enlargement  of  the  extremi- 
ties. There  are  really,  therefore,  no  good  grounds  for  the  use  of 
pituitary  extract  in  disease.  Jelliffe. 

Thyroid   Extract   in   Mental   Affections.     H.    N.    Biggs   (New 

York  County  Medical  Society.     May,  1900). 

Dr.  Biggs  said  that  the  development  of  thyroid  therapeutics  is  a 
striking  example  of  the  value  of  the  experimental  method  in  medi- 
cine. It  should  be  enough  of  itself,  and  without  anything  else,  to 
convince  the  most  radical  and  sincere  antivivisectionists  of  the  errors 
of  their  ways.  The  use  of  thyroid  for  cretinism  is  the  most  notable 
triumph  of  organotherapy.  Notwithstanding  the  claims  made  in  the 
matter,  however,  cretins  never  quite  reach  the  ordinary  intellectual 
standard.  In  the  adult  the  administration  of  thyroid  extract  often 
does  not  produce  much  effect.  In  one  case  in  Dr.  Biggs'  experience 
it  did  practically  no  good  at  all.  Thyroid  extract  has  been  used  in 
exophthalmic  goiter,  but  instead  of  giving  relief,  it  has  practically 
always  intensified  the  symptoms.  In  about  two  to  three  per  cent, 
of  the  cases  otf  exophthalmic  goiter  it  effected  a  cure.  But  this  does 
not  modify  the  conclusion  that  thyroid  extract  is  probably  the  toxic 
cause  of  the  symptoms  of  exophthalmic  goiter.  Certain  it  is  that 
healthy  individuals  who  are  given  an  excess  of  thyroid  substance 
suffer  from  a  set  of  symptoms  that  resemble  very  much  those  of 
Graves'  disease,  without  the  exophthalmus  or  the  goiter. 

Thyroid  extract  has  been  administered  for  mental  diseases,  and 
sometimes  with  a  certain  measure  of  success.  The  only  affections  in 
which  its  use  seems  justified  are  chronic  mental  troubles.  Its  use  is 
dangerous  in  acute  mania.  Thyroid  extract  is  also  contraindicated 
wherever  tuberculosis  exists  or  wherever  there  has  been  recent  loss 
in  weight.  Its  use  has  been  rcommended  in  goiter.  The  active 
principle  of  thyroid  extract  is  very  probably  an  iodide,  and  certain 
derivatives  of  iodine  are  the  best  remedies  that  we  have  for  goiter. 
In  recent  cases  of  goiter,  especially  in  young  subjects,  thyroid  extract 
often  seems  to  do  some  good.  In  old  cases  where  cystic  degenera- 
tion has  taken  place  and  fibrous  tissue  been  formed,  thyroid  extract 
does  no  good.  It  may  also  be  added  that  treatment  by  iodine  does 
no  good  either.  In  certain  cases  of  obesity  thyroid  extract  has  been 
used  to  very  decided  advantage.  It  has  very  little  effect  upon  the 
firm  fat  of  large-framed  people  with  an  hereditary  tendency  to  put  on 
flesh  after  middle  life.  In  individuals  of  an  anemic  character,  who, 
despite  their  fatness  are  soft  and  flabby,  especially  women  just  after 
the  menopause,  the  remedy  is  most  effective  for  obesity.     The  effect 
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of  the  thyroid  extract  will  be  noticed  very  markedly  during  the  first 
week  of  its  administration.  Patients  have  been  known  to  lose  as 
much  as  fifty  pounds  of  flesh  in  six  months  without  any  serious  dis- 
turbance of  their  general  health,  simply  under  the  use  of  gradually 
increasing  doses  of  thyroid  extract.  The  use  of  thyroid  extract  in 
cretinism  has  suggested  its  use  in  the  retarded  development  of  chil- 
dren, even  where  there  is  no  evidence  of  any  deficiency  of  the  thyroid. 
In  some  few  cases  favorable  reports  have  been  given,  but  as  a  rule 
the  condition  is  not  much  modified  unless  there  is  an  obvious  etiologi- 
cal relation  between  it  and  the  thyroid.  Jelliffe. 

PATHOLOGY. 

Ueber  einige  makroscopische  Gehirnbefunde  bei  mannlichen 
Paralytikern  (On  Some  Macroscopic  Changes  in  the  Brains 
of  Male  Paretics).  Nacke  (xA.llg.  Zeitschrift  fiir  Psychiatrie, 
1900,  Bd.  57,  S.  619). 

The  author  has  studied  the  gross  pathological  changes  in  the 
brains  of  100  paretics,  paying  special  attention  to  the  condition  of  the 
skull,  the  membranes,  the  ependyma,  the  cortex  and  the  arteries. 
In  all  of  these,  he  finds  the  greatest  variability  as  to  the  presence  and 
extent  of  lesions,  and  thinks  that  the  descriptions  of  the  pathological 
anatomy  of  general  paresis,  which  are  found  in  the/  various  text 
books,  are  entirely  too  didactic,  and  need  to  be  modified.  The  fol- 
lowing conclusions  are  drawn: 

1.  Since  in  the  course  of  time  the  clinical  picture  of  general 
paresis  iseems  to  have  undergone  a  change,  it  is  to  be  expected  that 
its  pathological  anatomy  should  also  change,  and  careful  observation 
shows  that  it  has  in  fact  done  so.  ^- 

2.  There  is  macrosoopically  no  absolutely  pathognomonic  change 
in  the  brain  of  the  paretic,  and  so  far  as  our  present  methods  go, 
there  is  none  microscopically  recognizable  either. 

3.  By  comparison,  the  clinical  symptoms  of  paresis  are  found 
to  vary  in  different  institutions,  dependent  upon  race,  occupation  and 
conditions  of  life.  The  anatomical  findings  correspondingly  vary,  as 
reported  from  different  sources  during  the  same  period  of  time. 

4.^  Comparing  observations  from  different  countries,  this  vari- 
ation is  even  more  marked. 

5.  Atheroma  of  the  cerebral  vessels,  the  heart  and  temporal 
arteries,  is  so  irregular  in  its  occurrence  and  location  in  general 
paresis  that  no  direct  connection  between  the  two  can  be  assumed. 

6.  That  vascular  disease  in  general  paresis  is  syphilitic  in  origin 
is  so  far  unproven. 

7.  More  extended  observations  on  the  gross  brain  changes  in 
paretics,  especially  in  women,  are  needed. 

8.  To  be  of  assured  value,  these  observations  should  be  made 
by  pathologists  of  extended  training  and  experience. 

The  article  is  carefully  prepared,  and  commends  itself  to  those 
interested  in  the  subject.     A  number  of  references  are  given. 

Allen. 

L'anatomie  pathologtque  et  de  l'histopathologie  de  la 
paralysie-generale.  (The  Pathologic  Anatomy  and  the  His- 
topathology  of  General  Paralysis.)  Serge  Soukanhoff  and  F. 
Geier  (Nouvelle  Iconographie  de  la  Salpetriere.  13th  Year, 
No.  5.  September-October.  1900.  p.  478). 
This  is  a  very  suggestive  piece  of  work  on  the  study  of  the  cen- 


PERISCOPE.  123 

tral  nervous  system  of  two  cases  of  general  paralysis.  The  method 
used  was  that  of  Busch,  which  is  essentially  that  of  Marchi,  with 
these  advantages,  as  stated  by  the  authors:  First,  the  general  surface 
of  the  preparation  is  much  clearer,  the  black  granules  can  be  more 
easily  seen  and  are  more  distinct.  Second,  the  osmic  acid  prepara- 
tion takes  place  more  rapidly.  The  method  briefly  is  this:  Formol 
hardening,  washing  in  water,  sections  placed  in  a  solution — osmic  acid, 
i.o;  iodide  of  sodium,  3.0;  aq.  destil,  300.0.  The  preparations  are  left 
in  this  solution  for  from  four  to  fourteen  days,  they  are  then  washed 
in  water,  imbedded  in  celloidin  and  cut.  Other  methods  employed 
were  toluidin  blue,  polychrome,  methylene  blue,  thionine,  Dela- 
field,  Apathy,  Heidenhain,  etc.  The  findings  in  the  two  cases  are 
given  in  great  detail.  In  this  abstract  only  some  of  the  general  con- 
clusions as  derived  by  the  authors  from  microscopic  details  will  be 
given.  The  two  cases  showed  a  great  resemblance  in  their  anatomic 
appearances,  but  the  severity  of  the  pathologic  findings  correspond 
very  well  with  the  clinical  differences  in  point  of  the  severity  of  the 
motor   involvement.      The    motor   symptoms   were    much    more    pro- 

,  nounced  in  the  first  case,  there  being  contractures  in  the  lower  ex- 
tremities, rigidity  in  the  hands,  etc.     Histopathologically  the  findings 

•  showed  an  interesting  correspondence  in  comparison  with  the  sec- 
ond case,  in  which  the  motor  symptoms  were  much  less  pronounced. 
The  secondary  degeneration  of  the  lateral  pyramidal  tracts  was  very 
pronounced,    commencing  in   the   left   hemisphere   and    extending   to 

'.the  lower  part  of  the  left  half  of  the  cord.  The  vascular  changes, 
pigmentary  and  fatty  degeneration  of  the  cortical  cells  and  those  of 

'the  cord,  degeneration  in  the  other  systemis,  and  in  the  conducting 
spinal  paths,  etc.,  were  found.  In  the  second  case,  the  motor  symp- 
toms being  less  pronounced,  the  degeneration  of  the  lateral  tract  on 
the  right  was  less  pronounced  than  in  the  first  case.  The  degenera- 
tion on  the  left  corresponded. 

In  both  cases  a  very  marked  myeline  degeneration  at  the  peri- 
phery of  the  cord  was  observed,  and  more  accentuated  lesion  of  the 
radicular  fibers  and  of  the  posterior  root  of  the  inferior  than  of  the 
superior  portions  of  the  cord  was  noted.  The  last  fact  is  difficult  of 

'  explanation.     It  probably  points  to  a  general  autointoxication  or  to 

.an  intoxication  as  is  observed  in  polyneuritis.  Since,  in  addition  to 
the  fact  described  before,  the  intramedullary  part  of  the  roots  has 
been  involved  more  by  the  lesion  than  the  extramedullary  part,  it 
must  be  concluded  that  the  meninges  were  involved  in  the  lesion. 
The  modifications  in  the  intramedullary  pressure  of  the  cord  produced 
circulatory  changes  in  the  lymph  and  was  reflected  upon  the 
meningeal  structures.  In  passing  through  the  altered  meninges,  the 
root  fibers  would  be  exposed  to  a  certain  degree  of  pressure,  which 
would  prevent  the  regular  transmission  of  trophic  influences  from 
the  nervous  centers,   that  is   to   say,   from   the  spinal   ganglia.     It   is 

'for  this  reason  that  the  intramedullary  part  of  the  posterior  fibers  is 
exposed  more  quickly  to  degeneration  than  the  extramedullary  por- 
tion, the  latter  being  more  favorably  situated  by  means  of  their 
position  for  the  trophic  influences  of  the  spinal  ganglia.  The  modi- 
fications in  the  pyramidal  tract  are  due  to  modifications  in  the  cor- 
tical nerve  cells.  Their  alteration  probably  bears  some  relation  to 
the  attacks  of  apoplexy  observed  so  frequently  in  progressive  paral- 
ysis,   depending  possibly   upon    a   disturbed   circulation    or   vascular 

change  there.  The  profound  modifications  of  the  cortex  of  the 
frontal   lobe    have   another   pathogenesis,   probably   being   due   to    a 

local  inflammatory  process.  Schwab. 
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Die  Literatur  der  Psychiatrie,   Neurologie  und  Psychologies  von 

I459-I799;      MIT    UnTERSTUTZUNG    DER     K'GL.     AkADEMIE     DER     WlS- 

SENSCHAPTEN  zu  BERLIN.  Herausgegebcn  von  Dr.  Heinrich  Laehr^ 
Professor  und  geh.  Sanitatsrath.  Vols.  2.  Berlin.  Verlag  von 
Georg  Reimer.     1900. 

This  is  a  monumental  piece  of  work  that  only  a  German  could  con- 
ceive of  and  put  through  to  a  satisfactory  ending.  The  entire  piece  of 
work  occupies  four  separate  brochures,  in  two  volumes,  with  a  separate 
index.    The  index  alone  is  a  book  of  270  pages. 

Volume  one  collects  the  literature  from  1459  to  1699.  There  is 
here  not  only  the  names  of  the  articles  written  by  the  early  authors^ 
but  also,  in  many  instances,  a  short  description  of  what  the  work  con- 
tains. There  are  750  pages  in  this  first  volume.  The  second  volume,  in 
two  halves,  is  of  1,130  pages,  and  considers  the  literature  from  1699  to 
1799.  Thus  the  entire  work  is  1,880  pages  in  extent,  cites  16,396  sepa- 
rate books,  by  8,565  authors,  with  analyses  of  2,778. 

The  extensiveness  of  the  work  can  be  appreciated  only  by  taking 
the  volumes  in  hand  and  looking  over  them. 

Present  day  psychiatry  will,  perhaps,  learn  little  from  the  works  here 
cited.  The  present  decade  is  too  busy  with  its  own  little  round  of  work, 
but  for  the  antiquarian  and  the  lover  of  historical  medicine.  Dr.  Laehr 
has  given  a  work  of  inestimable  value.  It  is  impossible  to  review  such 
a  work;  suffice  it  to  say,  it  will  stand  as  a  monument  to  the  author's 
industry  and  a  credit  to  his  scholarship,  and  to  the  rare  quality  of  his- 
torical justice.  Jelliffe. 

Surgical  Pathology  and  Therapeutics,  By  John  Collins  Warren, 
M.D.,  LL.D.,  Professor  of  surgery  in  Harvard  University;  Sur- 
geon to  Massachusetts  General  Hospital.  Illustrated.  Second  edi- 
tion, with  an  appendix.     W.  B.   Saunders,   Philadelphia. 

The  flattering  reception  accorded  the  first  edition  of  this  work  by 
the  students  of  medicine  and  general  practitioners  throughout  the 
country  has  been  well  merited  by  the  author.  No  work  on  this  subject 
has  been  better  received  by  the  profession,  since  Billroth's  Surgical 
Pathology  was  first  translated  for  the  benefit  of  the  American  profes- 
sion. It  has  admirably  filled  in  the  gap  made  vacant,  bringing  the 
bacteriology  and  pathology  right  up  to  date. 

The  author  has  a  fascinating  style  of  description,  which  holds  the 
mind  of  the  reader  as  effectually  as  a  novel. 

The  only  change  noted  in  this  second  edition  is  the  addition  of  the 
appendix  devoted  to  the  scientific  aids  to  surgical  diagnosis,  viz.,  blood 
examinations,  bacteriological  examinations,  spinal  puncture,  etc.  The 
bacteriology  of  the  skin  is  touched  upon,  and  it  is  shown  how  difficult 
it  is  to  avoid  the  presence  of  all  pathogenic  bacteria.  The  bacteriology 
of  the  nose,  eye,  ear  and  mouth  is  given,  and  the  method  of  preparing 
these  sites  for  operation  carefully  described.  Serotherapy  is  mentioned, 
but  the  author  is  not  very  enthusiastic  over  the  results  so  far  obtained 
in  surgical  practice.  Adams. 
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Essentials  of  Surgery.  Together  with  a  full  description  of  the  Hand- 
kerchief and  Roller  Bandage,  arranged  in  the  form  of  Questions 
and  Answers;  prepared  especially  for  students  of  medicine.  By 
Edward  Martin,  A.M.,  M.D.,  Clinical  Professor  of  Genito-Urinary 
Diseases  in  University  of  Pennsylvania.  Illustrated.  Seventh  Edi- 
tion, Revised  and  Enlarged,  with  an  appendix  containing  full  direc- 
tions and  prescriptions  for  the  preparation  of  the  various  materials 
used  in  antiseptic  surgery,  also  several  hundred  receipts  covering 
the  medical  treatment  of  surgical  affections.  W.  B.  Saunders,  pub- 
lisher, Philadelphia. 

The  great  value  of  the  question  compend  lies  in  the  fact  that  by 
making  use  of  the  questions  and  answers  the  essential  points  of  the  sub- 
ject are  brought  out  so  that  on  this  framework  the  student  can  build 
intelligently  and  to  some  purpose.  Dr.  Martin  has  succeeded  admirably 
in  bringing  out  the  salient  features  of  the  theory  and  practice  of  general 
surgery,  and  with  this  as  a  foundation  the  student  can  more  intelligently 
absorb  the  detailed  information  to  be  obtained  from  the  general  text- 
books. This,  the  seventh  edition,  has  been  carefully  revised  by  the 
author  and  numerous  changes  and  additions  have  been  made.  The 
modern  treatment  of  appendicitis  has  been  entirely  rewritten.  This 
work  does  not  deal  particularly  with  regional  or  special  surgery,  but 
more  with  the  principles  of  general  surgery. 

The  chapter  on  bandaging  is  well  illustrated,  and  the  different 
methods  of  applying  the  roller  and  handkerchief  bandage  fully  de- 
scribed.    Mention  is  made  of  the  Rontgen  rays. 

In  the  appendix  we  have  several  hundred  receipts,  designed  to  cover 
the  medical  treatment  of  surgical  affections,  and  they  have  been  prepared 
with  great  care  and  judgment. 

The  work  is  well  up  to  the  high  standard  of  Saunders'  Question 
Compends,  which  are  held  in  such  high  esteem  by  the  medical  student 
of  to-day.  Adams. 

A  Treatise  on  Human  Anatomy  in  its  Application  to  the  Prac- 
tice OF  Medicine  and  Surgery.  By  John  B.  Deaver,  M.D.  In 
Three  Volumes.     P.  Blakiston's  Son  &  Co.,  Philadelphia. 

The  first  two  volumes  of  this  treatise  are  at  hand,  and  too  much 
cannot  be  said  in  praise  of  the  form  in  which  ths  work  has  been  pre- 
sented to  the  medical  profession.  The  author  has  made  no  attempt  to 
write  a  descriptive  anatomy,  but  has  given  one  that  will  appeal  to  the 
wants  and  needs  of  the  physician  and  surgeon,  especially  to  those  in 
practice  who  have  not  the  means  of  availing  themselves  of  anatomical 
material  as  readily  as  the  favored  few  in  the  medical  colleges  of  our 
greater  cities.  Twelve  years  have  been  given  to  the  preparation  of 
this  work,  and  Dr.  Deaver  is  to  be  congratulated  that  during  the  time 
spent  he  has  been  able  to  evolve  a  masterpiece  that  will  perpetuate 
his  name  in  the  medical  world  for  generations  to  come. 

The  arrangement  of  the  subject  matter  is  logical  and  scientific. 
Each  part  of  the  body  is  carefully  described,  and  the  surgical  points  of 
interest  kept  well  in  the  foreground.  These  points  are  beautifully 
brought  out  by  the  plates  descriptive,  first,  of  the  superficial  sites  and 
landmarks,  and  then  by  plates  depicting  the  deeper  tissues.  The 
beauty  of  these  illustrations  can  hardly  be  surpassed,  and  reflect  great 
credit  on  the  artists.  All  are  full  page,  and,  as  the  author  states  in 
his  preface,  "for  the  most  part  made  from  dissections,  and  are,  there- 
fore, original  and  accurate."  At  first  glance  one  is  amazed  at  the 
wealth  of  illustrations,  and  is  apt  to  think  they  are  the  chief  feature 
of  the  work,  but  on  closer  inspection  the  text  is  found  to  contain  a  full* 
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description  of  the  parts  and  of  such  surgical  operations  as  ligation  of 
arteries,  amputations,  nerve  stretching,  resection  of  joints,  etc. 

The  work  should  find  a  place,  not  only  in  the  hearts  of  the  general 
practitioner  and  surgeon,  but  should  also  be  prized  by  those  folk-wing 
special  lines,  as  the  aurist,  ophthalmologist,  neurologist,  and  others.  To 
the  student,  with  these  volumes  before  him,  the  study  of  anatomy,  which 
is  so  often  irksome  to  the  beginner,  will  be  made  clear,  easy  and  at- 
tractive. Vol.  I  deals  with  the  upper  extremity,  back  of  neck,  shoulder, 
trunk,  cranium,  scalp  and  face.  Vol.  II,  with  the  neck,  mouth,  pharynx, 
larynx,  nose,  orbit,  eyeball,  organ  of  hearing,  brain,  female  perineum 
and  male  perineum. 

The  volumes  are  royal  octavo,  containing  more  than  600  pages  each. 
Vol.  I  containing  151  full-page  plates,  Vol.  II  containing  170. 

Adams. 

The  Law  in  its  Relations  to  Physicians.    By  Arthur  N.  Taylor, 

LL.B.     D.  Appleton  &  Co.,  New  York. 

The  author  does  not  intend  that  this  volume  should  be  taken  as  a 
work  on  medical  jurisprudence,  but  as  a  guide  to  the  medical  man,  in 
order  that  he  may  protect  himself  and  have  a  clear  conception  of  the 
legal  status  of  his  position,  as  circumstances  may  arise. 

Different  cases  are  cited  which  have  been  adjudicated,  and  the  phy- 
sician can,  from  the  principles  laid  down,  formulate  a  line  of  action 
for  himself  which  may  be  the  means  of  saving  a  subsequent  lawsuit. 
The  volume  contains  534  pages,  and  is  divided  into  nine  chapters,  which 
discuss  the  right  to  practice  medicine  and  surgery,  the  contract  of  phy- 
sician with  patient,  contract  of  patient,  with  physician,  rights  and  lia- 
bilities of  third  parties,  right  to  compensation,  recovery  of  compensa- 
tion, civil  malpractice,  including  general  liability  of  physician  to  pa- 
tient, criminal  liability  and  privileged  communications. 

The  above  are  the  subjects  which  essentially  concern  the  practising 
physician,  and  the  author  has  stated  the  conditions  very  forcibly  and 
concisely.  Every  physician  should,  unless  conversant  with  the  law, 
avail  himself  of  the  contents  of  this  book,  and  he  will  find  himself 
better  prepared  to  meet  the  conditions  and  circumstances  involving 
legal  complications  into  which  any  of  us  are  liable  to  find  ourselves 
drawn.  Adams. 

The  Mental  Affections  of  Children,  Idiocy.  Imbecility  and  In- 
sanity. By  William  W.  Ireland,  M.D.,  Edin.  Second  Edition.  P. 
Blakiston's  Son  &  Co.,  Philadelphia.     1900. 

We  have  had  occasion  to  say  in  a  review  of  the  first  edition  of  this 
book,  that  we  considered  it  the  best  bo'ok  on  the  subject.  Thus  far  no 
adequate  treatment  of  similar  topics  has  appeared  in  English  dress,  and 
the  book  remains  as  a  monograph,  a  classic.  The  present  edition  is 
even  better  than  its  predecessor,  for  the  researches  of  later  years  have 
been  incorporated.  The  many  important  observations  which  have  been 
made  of  recent  years  on  the  minuter  anatomical  details  of  defective 
brains  have  been  critically  commented  on,  and  judiciously  used  in  the 
preparation  of  this  new  edition. 

From  the  illustrative  point  of  view,  criticism  may  be  justly  made. 
In  the  present  development  of  the  half-tone  there  is  no  excuse  for  the 
retention  of  a  number  of  the  miserable  wood-cuts  which,  it  may  be  said, 
disfigure  a  book  so  excellent  in  other  respects.  Franz  Noth,  from  a 
beautiful  (?)  lithograph,  p.  228,  may  be  quoted  as  a  special  offender. 
From  a  publisher's  point  of  view,  even  the  half-tones  used  are  not  suc- 
cesses. It  may  be  noted  that  the  book  is  printed  in  Great  Britain,  but 
this  does  not  excuse  such  inferior  half-tone  work.  Jelliffe. 
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The  State  Hospital  for  the  Insane,  at  Howard,  R.  I.,  is  to 
have  some  new  buildings. 

The  new  male  ward  at  the  State  Hospital  for  the  Insane,  at 
Anna,  111.,  has  been  completed. 

The  Central  Indiana  Hospital  for  the  Insane,  at  Indian- 
apolis, Ind.,  has  140  more  inmates  than  in  1895. 

At  the  Asylum  for  the  Insane,  at  Concord,  N.  H.,  the  new 
building  for  nurses  is  now  in  use. 

Dr.  Bertha  L.  Hoskins'  Private  Sanitarium,  in  Brookline, 
Mass.,  has  been  removed  from  113  Harvard  street  to  97  Francis  street. 

Dr.  James  H.  Kellogg,  of  the  Battle  Creek  Sanitarium,  Michi- 
gan, was  recently  stabbed,  but  not  seriously  wounded,  by  an  insane 
patient. 

It  is  rumored  that  Dr.  Frederick  Peterson  and  Dr.  A.  E.  Mac- 
Donald  are  candidates  for  the  position  of  President  of  the  New  York 
State  Lunacy  Commission,  recently  made  vacant  by  the  dismissal  of 
Dr.  Paul  M.  Wise. 

.  Superintendent  J.  A.  Houston,  of  the  Northampton,  Mass., 
Lunatic  Hospital,  reports  833  patients  treated  during  the  year  ending 
September  30,  1900. 

The  Watertown,  III.,  Asylum  for  the  Insane,  at  the  close  of 
its  last  quarter,  had  612  patients.  The  average  cost  per  capita  was 
^32-27- 

The  State  Hospital  for  the  Insane,  at  Waterbury,  Vt,  has 
asked  for  an  appropriation  of  $18,000  to  enlarge  its  buildings,  and 
the  Retreat,  at  Brattleboro,  has  asked  for  $2,000. 

The  Brooklyn  Neurological  Society,  at  its  annual  meeting, 
held  December  27,  1900.  elected  Dr.  W.  H.  Haynes,  president,  and 
Dr.  B.  Onuf,  secretary,  for  the  year  1901. 

Dr.  Archibald  Church  has  recently  been  appointed  Professor 
of  Nervous  and  Mental  Diseases  in  the  Northwestern  University,  Chi- 
cago Medical  College,  being  head  of  the  neurological  department  of 
that  school. 

The  Central  Hospital  for  the  Insane,  Indiana,  is  to  have  a 
hospital  for  the  incurable  insane  erected  in  its  grounds.  The  contract 
has  been  awarded,  the  price  being  $86,728. 

The  Bibliography  of  American  Neurology  and  Psychiarty 
on  advertising  pages  xviii  and  xx  is  worth  saving  as  a  help  to  your 
literary  work.     Look  at  it. 

The  inmates  of  the  various  state  hospitals  of  New  York,  on 
October  i,  1900,  numbered  22,088,  an  increase  of  653  over  the  preced- 
ing year.    The  cost  per  capita  was  $165.38. 

Dr.  Florence  C.  Baier,  formerly  of  Owatonna.  Minn.,  has  been 
recently  added  to  the  medical  staflf  of  the  North  Dakota  Hospital  for 
the  Insane,  at  Jamestown,  and  has  charge  of  the  female  wards. 
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One  of  the  items  of  the  loan  bill,  recently  submitted  to  the 
mayor  of  Boston,  and  which  he  has  approved,  consists  of  an  appropria- 
tion of  $75,000  for  new  buildings  at  the  Boston  Insane  Hospital. 

The  Trustees  of  the  State  Hospital  for  the  Insane,  at  Norris- 
town.  Pa.,  at  a  meeting  on  January  4,  cast  21  ballots  without  result 
for  a  successor  to  Dr.  Tabor,  and  adjourned  until  January  18.  At  this 
meeting  Dr.  Mary  M.  Wolfe  was  elected  chief  resident  physician  in  the 
female  department,  to  succeed  Dr.  Susan  J.  Tabor,  Dr.  Alice  Bennett 
withdrawing  her  name  as  a  candidate  after  several  tie  ballots. 

The  trustees  of  the  Indiana  School  for  Feeble-Minded  Youth, 
at  Fort  Wayne,  will  ask  for  an  appropriation  of  $164,500  with  vvhich 
to  purchase  additional  land,  erect  new  buildings,  purchase  furniture, 
etc. 

Dr.  George  W.  Foster  has  resigned  his  position  at  the  Elizabeth 
Hospital  for  the  Insane,  at  Washington,.  D.  C,  to  accept  an  appoint- 
ment as  superintendent  of  the  Second  Hospital  for  the  Insane  at 
Bangor,  Me. 

Dr.  J.  Allison  Hodges,  for  several  years  past  Professor  of 
Nervous  Diseases  in  the  University  College  of  Medicine,  Richmond, 
Va.,  has  been  elected  to  the  presidency  of  the  college,  to  succeed  the 
late  Dr.  Hunter  McGuire. 

The  State  Hospital  for  the  Insane,  at  Morristown,  Pa.,  has 
2,085  patients,  of  whom  1,009  are  males  and  1,076  females.  Of  these 
over  400  are  compelled  to  sleep  on  cots  in  the  corridors  because  of 
a  lack  of  room. 

The  Eastern  Indiana  Hospital  for  the  Insane,  at  Richmond, 
seeks  from  the  Legislature  an  appropriation  of  $301,000  for  the  next 
two  years.  Of  this  amount,  it  is  proposed  to  spend  $62,000  in  the 
erection  of  two  cottages. 

During  the  past  year  the  farm  connected  with  the  North- 
ampton, Mass.,  Lunatic  Hospital  has  paid  $24  a  year  per  patient  above 
all  expenses  of  operating  the  farm.  This  means  a  net  profit  of  $14,000 
on  the  basis  of  the  average  number  of  patients. 

Dr.  John  E.  Weeks  has  been  appointed  to  the  professorship 
of  ophthalmology  in  the  New  York  University  and  Bellevue  Hospital 
Medical  College,  made  vacant  by  the  death  of  Dr.  Henry  D.  Noyes. 
Dr.  Weeks  has  been  lecturing  in  the  medical  school  for  the  last  two 
years. 

The  Westboro,  Mass..  Insane  Hospital,  in  its  sixteenth  annual 
report,  says  that  there  were  343  patients  admitted  during  the  past 
year,  and  672  remained  at  its  close.  The  average  weekly  cost  of 
boarding  patients  was  $3.75.  Additional  buildings  are  planned  for 
the   near  future. 

The  La  Crosse  County  Asylum  for  the  Insane,  at  West 
Salem,  Wis.,  has  been  authorized  to  purchase  an  additional  quarter 
section  of  land  at  a  cost  of  $9,300.  This  will  give  the  asylum  420 
acres  of  land,  all  in  one  tract. 

The  Medford.  Mass.,  Insane  Asylum,  in  its  fifth  annual  report, 
states  that  the  number  of  its  inmates  exceeds  1,200,  and  asks  for  an 
appropriation  of  $20,000  to  help  pay  the  expenses  of  the  institution. 
It  also  states  that  a  special  appropriation  of  $50,000  for  a  nurses' 
home  will  be  needed. 
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The  board  of  managers  of  the  State  Hospital  for  the  Insane,  at 
Trenton,  N.  J.,  has  sent  its  annual  report  to  Governor  Vorhees. 
Increased  appropriations  are  asked  for  in  order  to  better  carry  on 
the  work  of  the  institution.  The  hospital  now  contains  1,117  patients. 
Thirty  have  been  discharged  cured  during  the  past  year. 

Bishop  Coleman,  of  Delaware,  known  as  the  "Walking 
Bishop,"  said  in  a  recent  address  that  intoxication  is  growing  among 
women  at  a  faster  rate  than  among  men.  Statistics  show  that  intoxi- 
cation among  meia  has  decreased  during  the  last  50  years,  while 
among  women  it  is  increasing  alarmingly. 

Sir  Lauder  Brunton,  Dr.  Stevenson,  Dr.  Lufif  and  others  have 
been  appointed  by  the  Manchester  Brewers'  Association  to  inquire 
into  the  presence  of  arsenic  in  the  beer  of  that  city.  In  a  preliminary 
report  they  find  all  materials  free  from  arsenic  except  certain  sugars 
obtained  from  a  certain  firm. 

Dr.  Frank  P.  Norbury,  for  the  past  four  years  in  charge  of  the 
medical  department  of  Oak  Lawn  Sanitorium,  Jacksonville,  111.,  has 
resigned,  and  will  soon  open,  imder  his  own  control  and  manage- 
ment, an  institution,  at  Jacksonville,  for  the  private  care  and  treat- 
ment of  nervous  and  mental  diseases. 

In  the  Central  Hospital  for  the  Insane,  of  Virginia,  there 
were  435  patients  under  treatment  during  the  past  year.  Two-thirds 
of  the  192  new  admissions  were  discharged  cured.  The  board  of  di- 
rectors are  to  ask  the  Legislature  for  an  appropriation  with  which 
to  erect  three  new  female  wards. 

The  National  Association  for  the  Study  of  Epilepsy  has 
appointed  a  committee,  consisting  of  Drs.  Frank  K.  Hallock, 
Bridgeport;  Max  Mailhouse,  New  Haven,  and  Edw#i  A.  Down,  Hart- 
ford, to  collect  statistics  relative  to  the  disease  and  to  assist  in  a 
movement  to  establish  an  asylum  for  epileptics  in  Connecticut. 

The  State  Commission  of  Minnesota,  appointed  to  investigate 
and  report  on  the  condition  of  the  state  asylums  and  hospitals  for  the 
insane,  indorse  the  plan  now  being  carried  out  in  the  new  institutions 
at  Anoka  and  Hastings.  Special  mention  is  made  of  the  benefits 
received  by  patients  in  the  smaller  institutions. 

The  Alabama  Bryce  Insane  Hospital,  at  Tuscaloosa,  Ala.,  is 
caring  for  1,600  patients  in  room  intended  for  not  more  than  1,000. 
There  were  700  applications  for  admission  during  the  past  year,  of 
which  number  137  had  to  be  refused.  The  superintendent,  Dr.  J.  T. 
Searcy,  has  made  an  appeal  for  relief. 

Dr.  Carlos  MacDonaild,  the  alienist  expert,  recently  testified  in 
the  trial  of  young  Burnz,  whose  defense  was  insanity  from  excessive 
cigareitte  smoking,  that  during  the  past  30  yeiars  he  had  examined 
50,000  persons  as  to  their  sanity  and  that  he  had  never  known  of  a 
case  of  insanity  brought  on  by  cigarette  smoking. 

The  Maryland  Hospital  for  the  Insane,  at  Spring  Grove, 
Catonsville,  in  its  one  hundred  and  third  annual  report,  states  that 
626  patients  were  received  in  the  institution  during  the  year,  and 
that  there  were  510  inmates  at  its  close.  The  erection  of  an  industrial 
building  for  the  female  inmates  is  recommended  by  the  superintendent. 
The  McLean  Asylum  for  the  Insane,  at  Waverly,  Mass.,  has 
one  patient,  a  woman,  who  pays  $125  per  week  and  has  been  in  the 
asylum  for  nearly  52  years.  In  this  time,  it  is  estimated,  she  has 
paid  about  $143,000  for  board  alone.  Another  high-priced  patient 
is  Congressman  Boutelle,  of  Maine,  who  pays  $60  per  week. 
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The  New  Jersey  Training  School  for  Feeble-Minded  Chil- 
dren, at  Vineland,  N.  J.,  is  reported  to  have  received  a  bequest  of 
$100,000  from  Thomas  H.  Vinter.  executor  of  the  Maxham  estate. 
This  legacy  will  pay  ofif  all  obligations  and  leave  the  mstitution  with 
a  cash  balance  of  about  $60,000. 

The  commissioners  of  the  Asylum  for  the  Incurable  Insane,  at 
Bartonville,  near  Peoria,  111.,  in  their  annual  report  recommend  ap- 
propriations amounting  to  $669,000  from  the  Legislature  at  its  next 
session.  Of  this  sum  $225,000  is  wanted  for  the  erection  of  ten  more 
cottages,  $200,000  is  to  be  used  for  completing  the  work  already 
under  way,  and  $139,000  for  other  additions  to  the  institution. 

A  woman  with  melancholia,  following  an  attack  of  the  grip, 
turned  on  three  jets  of  gas  in  her  home  in  Brooklyn  and  caused  the 
death  of  herself  and  husband.  The  husband  apparently  had  tried  to 
turn  oflf  the  gas.  but  was  so  affected  by  the  gas  that  he  failed  in  the 
attempt.  Two  dogs  in  the  room  were  also  affected  by  the  gas,  but 
recovered  when  taken  into  the  fresh  air. 

The  farm  connected  with  the  State  Hospital  for  the  Insane,  at 
Fergus  Falls,  Minn.,  has  produced  during  the  past  season  4,280 
bushels  of  potatoes,  6,240  heads  of  cabbage,  2,877  bushels  of  mangel 
wurtzels,  200  bushels  of  beets,  1,340  bushels  of  oats,  1,230  bushels  of 
corn.  720  bushels  of  wheat,  90  bushels  of  barley,  150  bushels  of  onions, 
770  bushels  of  turnips,  300  tons  of  ensilage,  and  250  tons  of  hay, 
besides  other  farm  products. 

The  State  Commission  in  Lunacy  reports  a  further  reduction, 
during  the  last  year,  in  the  cost  of  maintaining  the  insane,  in  the  face 
of  a  marked  advance  in  the  price  of  nearly  every  article  entering  into 
provisions  and  stores  account.  A  marked  reduction  was  effected 
in  the  wages  and  salaries  of  employees  and  officers.  The  average 
cost  of  maintaining  the  insane  during  the  past  year,  including  every- 
thing, was  $165,  as  against  $178.42  for  the  preceding  year.  Many 
buildings  were  erected  during  the  past  year  for  the  accommodation  of 
the  insane. 

When  Dr.  Charles  H.  Roberts,  a  wealthy  retired  dentist, 
80  years  old,  living  in  the  town  of  Oakes,  near  Poughkeepsie,  N.  Y., 
learned  that  his  daughter  had  begun  proceedings  to  have  him  de- 
clared incompetent,  he  visited  his  lawyer  and  made  an  arrangement 
for  a  consultation  of  physicians  to  determine  his  sanity.  Superintend- 
ent Pilgrim,  of  the  Hudson  River  State  Hospital,  and  Drs.  Tuthill, 
Wilson  and  Otis  talked  with  Dr.  Roberts  for  an  hour  and  then  told 
him,  to  his  great  satisfaction,  that  they  would  testify  before  the 
Sheriff's  Jury,  which  is  soort  to  try  the  case,  that  his  mind  was  as 
sound  as  that  of  any  man  of  80  years  in  the  world. 

Snake  Hill  Asylum  for  the  Insane's  employees  have  received 
a  circular  letter  from  Director  Michael  B.  Holmes,  of  the  Hudson 
county,  N.  J.,  Board  of  Chosen  Freeholders,  expressing  the  hope 
that  at  all  times  they  "will  act  with  patience,  forbearance  and  in  a 
humane  manner  toward  the  afflicted  men.  women  and  children  in  their 
care."  This  is  not  because  the  Freeholders  are  aware  of  any  brutality 
on  the  part  of  the  employees  in  the  asylum,  but  as  a  precautionary 
measure  to  warn  them  that  violence  or  unnecessary  physical  force  to- 
ward patients  under  their  care  is  strictly  forbidden.  The  recent  dis- 
closures of  brutal  treatment  of  the  insane  in  Bellevue  Hospital  are 
said  to  have  occasioned  this  warning. 
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To  AMEND  New  Jersey's  lunacy  laws  a  conference  was  recently 
held  at  New  Brunswick  of  delegates  from  the  various  county  medical 
societies.  A  number  of  recommendations,  which  will  be  submitted 
to  the  Legislature,  were  adopted.  Many  prominent  physicians  of  the 
state  were  present,  and  every  clause  of  the  lunacy  law  was  thoroughly 
considered  in  the  four  hours'  discussion. 

Dr.  George  Taylor  Stewart,  who  has  recently  been  made  su- 
perintendent of  Bellevue,  Fordham,  Governeur  and  Harlem  Hos- 
pitals, was  born  in  New  Milford,  Conn.,  in  1855,  and  after  graduating 
at  Trinity  College,  Hartford,  Conn.,  he  got  his  medical  degree  at  the 
Hahnemann  Medical  College  in  Philadelphia  in  1882,  after  one  year's 
study.  He  was  connected  with  Ward's  Island  Hospital  for  a  time, 
later  he  studied  abroad,  and  then  engaged  in  private  practice  in  Mexico 
and  California,  returning  to  New  York  city  in  1890.  He  has  been 
at  the  Metropolitan  Hospital,  Blackwell's  Island,  since  1894,  and  has 
the  reputation  of  being  a  strict  disciplinarian.  A  year  ago  he  repri- 
manded an  interne  at  the  Metropolitan  Hospital,  and,  his  associates 
siding  with  the  interne  reprimanded,  he  suspended  the  entire  house 
staff,  consisting  of  twelve  internes,  who  were  subsequently  discharged 
by  the  Commissioner  of  Charities.  The  appointment  of  Dr.  Stewart 
was  first  submitted  to  the  Medical  Board  of  Bellevue  and  approved 
of  by  them. 

The  investigation  at  Bellevue  Hospital  is  still  goining  on. 
Dr.  George  T.  Stewart,  the  new  superintendent,  has  dismissed  a  num- 
ber of  attendants  for  intoxication  and  for  absence  from  duty  without 
leave.  Dr.  Allan  McLane  Hamilton  has  called  Commissioner  Keller's 
attention  to  further  abuses  which  have  existed  in  the  Insane  Pavilion. 
Dr.  Allen  Fitch,  one  of  the  examiners  in  lunacy  in  the  Insane  Pa- 
Adlion,  has  admitted  the  truth  of  the  charge  made  by  Dr.  Hamilton 
that  a  fee  of  $50  was  collected  for  the  examination  of  Miss  Wendell 
in  the  pavilion.  The  three  nurses,  arrested  in  connection  with  the 
death  of  Louis  H.  Hilliard  in  the  Insane  Pavilion,  have  been  indicted 
by  the  Grand  Jury  for  manslaughter  in  the  first  degree,  charged  with 
having  beaten  Hilliard  to  death.  Dr.  John  W.  Moore,  the  physician 
who  was  in  charge  of  the  Insane  Pavilion  when  Hilliard  was  killed, 
has  been  suspended  by  Commissioner  Keller  on  the  charge  of  neglect 
of  duty.  There  has  been  some  friction  between  the  Medical  Board 
of  Bellevue  and  Commissioner  Keller  on  the  subject  of  Dr.  Moore's 
suspension,  the  board  having  refused  to  approve  the  charges  made  by 
Commissioner  Keller  against  Dr.  Moore.  The  latest  development 
of  the  case  is  the  announcement  that  Dr.  Moore  has  been  reinstated 
to  the  position  he  formerly  held.  This  is  apparently  a  victory  for  the 
Medical  Board.  George  Blair,  .superintendent  of  the  Out-door  Poor, 
may  be  displaced,  as  Commissioner  Keller  is  convinced  that  he  has 
been  guilty  of  errors  of  judgment  and  of  lack  of  method  in  handling 
the  funds  of  the  Out-door  Poor  Department.  As  a  result  of  the 
charges  of  brutality  made  against  the  pupil  nurses  of  the  Mills  Train- 
ing School,  over  one-half  the  students  in  the  school  have  been  dis- 
missed, have  resigned,  or  are  about  to  leave.  This  will  so  cripple  the 
school  that  it  may  have  to  be  abandoned.  The  Grand  Jury  are  investi- 
gating the  conditions  existing  in  Bellevue  Hospital,  and  particularly 
in  the  Insane  Pavilion. 

Dr.  Allan  Blair  Bonar,  146  West  Ninety-fourth  street.  New  York 
city,  has  consented  to  take  charge  of  this  department,  and  will  be  glad 
10  receive  any  items  of  interest  to  our  readers. 
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THE  AMELIORATION  OF  PARALYSIS  AGITANS  AND  OTHER 

FORMS  OF  TREMOR   BY  SYSTEMATIC  EXERCISES.* 
By  John  Madison  Taylor,  A.M.,  M.D. 

Paralysis  agitans  is  a  disorder  whose  nature  is  tar  from 
clearly  understood,  and  as  yet  no  means  have  been  recognized 
by  which  its  discomforts  and  disabilities  have  been  materially 
limited. 

The  pathology  of  paralysis  agitans,  as  summed  up  by  Gor- 
dinier,  points  toward  changes  resembling  those  found  in 
senility,  yet  differs  from  them  in  their  degree  of  intensity^ 
and  their  steady,  unflinching  progression,  producing  a  clinical 
picture  as  distinct  and  characteristic  as  that  of  a  severe  organic 
disease.  There  is  a  uniformity  and  'constancy  in  the  anatomic 
findings.  The  blood  vessels  are  involved,  exhibiting  a  pro- 
liferation of  the  nuclei,  and  thickening  of  the  walls,  forming 
by  confluence  patches  or  areas  of  perivascular  sclerosis.  The 
spinal  cord  was  found  in  all  cases  to  be  the  part  most  affected,, 
and  in  certain  ones  it  was  the  only  part  of  the  cerebro-spinal 
axis  exhibiting  changes. 

There  are,  then,  three  characteristic  changes  found:  (i) 
perivascular  sclerosis  with  a  predilection  for  the  dorsal  parts 
of  the  lateral  and'  posterior  columns  ;  (2)  degenerative  changes 
of  the  multipolar  nerve  cells,  and  (3)  a  general  hyperemia, 

*  Read  by  title  at  the  meeting  of  the  American  Neurological  Asso- 
ciation in  May.  1900. 
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as  evidenced  by  the  multiplication,  thickening  and  local  dila- 
tation of  the  blood  vessels,  together  with  cellular  infiltration. 
The  two  characteristic  symptoms,  the  tremor  and  the  rigidity, 
may  be  held  to  be  due  to  one  and  the  same  cause,  viz.,  an 
irritation  from  the  presence  of  an  increased  amount  of  neu- 
roglia in  the  posterior  columns,  causing  an  excitability  of  the 
reflex  collaterals  of  the  posterior  nerve  roots  extending  round 
the  ventral  corneal  cells,  and  resulting  in  an  increase  of  the 
normal  rhythmic  discharge  of  energy,  producing  first  the  tre- 
mor and  next  rigidity. 

Having  myself  had  rather  satisfactory  success  in  treat- 
ing some  forms  0(f  tremor  as  found  in  middle-aged  folk,  the 
nature  of  which  was  not  always  clear,  I  endeavored,  with  the 
assistance  of  Mr.  Edwin  Checkley,  a  teacher  of  physical  cul- 
ture, to  do  what  I  could  to  relieve  several  gentlemen  of  dis- 
abling forms  of  tremor,  who  had  been  under  my  observation 
for  many  years,  and  who  had  received  various  unavailing 
forms  of  treatment  at  diverse  hands.  It  is  difficult  to  more 
than  allude  to  most  of  these,  occurring,  as  they  did,  in  private 
practice.  Those  seen  in  hospital  work  would  not  subject 
themselves  to  the  tedium  and  expense  (of  time,  etc.)  neces- 
sary to  bring  about  results. 

It  is  a  majtter  of  observation  on  the  part  of  Mr.  Checkley 
and  myself  that,  whenever  a  condition  of  tremor,  senile  or 
'Other,  was  found  to  be  present  in  those  who  came  under  our 
'Observation,  this  conditio^  was  conspicuously  relieved  by 
'Certain  regulated  movements  and  forms  of  exercise  which 
were  specially  devised  to  bring  about  a  greater  degree  of 
elasticity  of  the  tissues.  Good  co-ordination  is  essentially  con- 
ditioned on  this  quality.  In  some  instances  there  would  be 
found  a  marked  lack  of  muscular  tone,  in  some  others,  how- 
ever, there  was  no  defect  in  muscular  power.  One  hospital 
patient,  suffering  from  paralysis  agitans,  was  a  blacksmith 
in  active  employment.  One  gentleman,  an  artist  of  distinc- 
tion, showed  a  most  distressing  form  of  tremor  which  had 
induced  great  anxiety.  There  was  in  him  not  only  no  lack 
•of  muscular  vigor,  but,  if  anything,  it  was  my  opinion  that  he 
-exercised  far  too  much  in  such  a  way  as  amused  him,  or  as 
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he  felt  impelled  to  take,  but  which,  instead  of  relieving,  rather 
exaggerated  his  distress.  In  all  such  cases  there  was  found, 
to  a  greater  or  less  degree,  a  feature  which  was  exaggerated 
in  the  case  of  Mr.  Mangold,  to  be  related  at  length,  namely,  a 
tendency  to  contracture  of  certain  of  the  tissues,  usually  more 
marked  in  the  skeletal  muscles,  and  especially  conspicuous 
in  those  of  the  back  of  the  neck,  about  the  shoulder  blade, 
the  lower  lumbar  regions,  the  hips,  and,  in  short,  those  areas 
least  used  by  a  person  living  a  life  of  ease,  or  sedentary  in 
character.  Not  only  were  the  contractures  noticeable  in  the 
tendinous  insertions,  and  for  a  certain  distance  beyond  them 
into  the  long  muscles,  but  they  were  very  conspicuous  in  the 
tissues  lying  immediately  subjacent  to  the  skin;  so  much  so 
that  certain  portions  of  the  surface  conveyed  to  the  hand 
touching  them  the  impression  of  great  density.  Along  with 
this  was  found,  and  especially  in  the  parts  described,  marked 
changes  in  the  character  of  the  skin,  which  had  lost  its  elas- 
ticity, and  could  not  be  separated  from  the  tissues  below, 
as  can  be  done  in  health.  The  surface  of  the  skin  was,  as  a 
rule,  also  lacking  in  other  normal  qualities,  showing  a  ten- 
dency to  branny  desquamation,  lack  of  secretory  action,  and 
other  evidences  of  impaired  functional  activity.  In  other  parts 
of  the  body,  especially  those  used  more  constantly,  such  as 
the  hands  and  forearms,  these  conditions  were  less  conspic- 
uous, and  sometimes  not  observed  at  all. 

In  testing  these  people  we  found  that  whereas  there  might 
be  abundant  strength  in  the  flexor  movements,  their  powers 
for  extension  were  extraordinarily  curtailed.  This  point,  the 
lack  of  control  over  the  extensors,  seemed  to  us  of  great 
importance,  and  it  became  our  special  endeavor  to  overcome 
this  difficulty,  and  from  it  we  hoped,  and  found  it  true  beyond 
our  expectations,  that  the  greatest  amount  of  relief  would 
come.  Again,  in  those  persons  where  this  lack  of  extensor 
capacity  was  most  evident,  as  in  the  cases  of  paralysis  agitans, 
at  first  and  for  some  days  and  weeks  there  was  an  absence 
of  the  normal  subjective  sensory  appreciations.  Ordinarily,  in 
extreme  extensions,  both  active  on  the  part  of  the  individual, 
and  passive  when  we  endeavor  to  forcibly  overcome   con- 
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tractures,  there  was  less  discomfort  and  pain  than  might  be 
expected.  This  was  true  of  the  Hgaments  and  tissues  in  and 
about  the  joints,  but  even  more  so  of  the  subdermal  tis- 
sues. As  the  exercises  progressed,  it  was  common  to  find 
gradually,  or  sometimes  rapidly,  increasing  sensitiveness. 
Again,  active  extensions  in  perfectly  normal  directions  be- 
came at  times  most  painful,  until  a  certain  quality  of  elasticity 
was  obtained,  and  then  this  subsided.  This  sensitiveness  be- 
came in  time  an  index  very  useful  to  us,  by  which  we  could 
determine  the  degree  of  progress,  and  by  which  we  regulated 
the  amount  or  quality  of  the  movements. 

In  most  of  these  cases  two  faults  of  attitude  were  always 
in  evidence.  I  do  not  remember  to  have  seen  an  individual 
who  presented  marked  evidences  of  tremor,  who  could  be 
said  to  hold  himself  well,  or  who  possessed  what  may  be 
called  a  "good  carriage."  There  is  nearly  always  an  exag- 
gerated stoop,  involving  pretty  much  the  whole  body;  also 
there  was  evidence  of  slight  contracture  in  most  of  the  flex- 
ures in  excess  of  that  present  in  normal  persons.  To  be  sure, 
it  is  only  too  common  to  find  ungraceful  attitudes  in  people 
of  early  middle  age,  as  well  as  in  those  of  more  advanced 
years.  This  may  be  the  result  of  habit  or  carelessness,  but 
wherever  tremor  is  found  to  exist  this  contracted  attitude 
is  more  in  evidence,  and  in  the  overcoming  of  it  the  greatest 
relief  of  the  tremor  immediately  followed. 

The  patient  who  most  conspicuously  illustrates  the  value 
of  these  exercises  is  Mr.  G.  A.  Mangold,  a  druggist,  of  Pt. 
Pleasant,  N.  J.,  whom  I  have  known  since  1884.  He  is  52 
years  old,  and  of  excellent  general  health,  free  from  any 
disease,  taint  or  heredity.  The  causal  factors  .  in  producing 
Parkinson's  disease  in  his  instance  were  family  and  financial 
worries,  beginning  in  the  eighties,  followed  by  close  attention 
to  business  without  allowing  himself  any  relaxation  whatever, 
night  or  day,  for  years.  He  enjoyed  the  conviction  that  his 
vigor  and  temperance  would  fit  him  to  endure  any  strain. 

The  disorder  began  in  1892  by  pain  in  the  left  wrist,  which 
continued  for  several  months,  when  the  left  thumb  began 
to  twitch,  and  the  usual  phenomena  of  paralysis  agitans  rap- 
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idly  developed,  and  were  witnessed  by  Dr.  Katzenbach  and 
Dr.  W.  H.  Thomson,  of  New  York.  He  consulted  several 
physicians  of  great  prominence,  one  of  whom  called  the  dis- 
order "disseminated  sclerosis,"  and  used  various  remedial 
measures,  none  of  which  gave  the  least  relief ;  and,  pharmacist 
as  he  was,  he  became  an  extreme  therapeutic  nihilist.  I  saw 
the  patient  occasionally,  and,  as  long  ago  as  five  years,  remem- 
ber clearly  that  he  was  so  disabled  as  to  be  unable  to  feed  him- 
self or  to  speak.  The  only  voluntary  motion  well  preserved, 
even  at  that  time,  was  the  characteristic  festinating  walk  or 
trot.  Having  noted  the  excellent  result  of  exercises  only 
upon  three  patients  whose  conditions  were  similar,  I  invited 
Mr.  Mangold  to  come  to  the  Howard  Hospital  and  undergo 
treatment  at  the  hands  of  Mr.  Checkley  and  myself.  His 
condition  on  entering  was  most  deplorable  as  to  his  motor 
disabilities,  but  his  general  health  had  suffered  marvelously 
little.  The  points  of  interest  were  the  curious  rigidity  of  the 
muscles  of  the  trunk  and  limbs,  pronounced  contractures, 
especially  in  the  tissues  of  the  trunk  and  neck,  the  exaggerated 
cervical  and  dorsal  curves,  which  could  not  be  overcome  by 
the  utmost  force  we  dared  to  exert.  There  was  also  great 
density  of  the  skin  and  subcutaneous  structures,  and  marked 
loss  of  sensitiveness,  not  only  of  the  skin,  but  of  the  deeper 
tissues.  The  color  of  the  skin  was  not  bad;  the  eyes  were 
clear;  th^  organic  activities  in  an  excellent  state;  the  muscles 
of  good  size,  and,  with  such  restricted  movements  as  he  could 
make,  little  impaired  in  strength.  The  range  of  movements 
of  the  upper  limbs  was  confined  to  a  half-arm  reach  up  to  the 
level  of  the  eyes,  and  down  to  the  knees.  The  legs  were  capa- 
ble of  moderate  movements  in  walking  or  trotting;  the  knees 
were  contracted  to  form  an  exaggeration  of  the  usual  pictures 
of  the  disorder,  and  could  only  be  held  apart,  voluntarily, 
about  three  inches,  and  could  only  be  separated  forcibly  by 
myself  six  or  eight  inches.  The  face  exhibited  a  curious  vac- 
uous expression,  eyes  protruding,  jaws  almost  immobile,  as 
were  also  the  tissues  about  the  neck.  The  power  of  articulate 
speech  was  gone;  the  sounds  uttered  were  hoarse  mumblings, 
which  his  wife  could  interpret  only  with  much  conjecturing. 
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In  short,  the  helplessness  of  his  condition  was  most  pitiable,, 
and  all  this,  bear  in  mind,  occurring  in  one  who  was  well- 
known  to  possess  sound  organs,  of  the  most  untiring  energy 
in  his  work,  and  of  excellent  judgment  in  most  matters. 

Treatment  by  exercises  and  regulated  movements  was  in- 
stituted and  carried  on  for  six  months.  No  medicines  what- 
ever were  used.  The  form  of  exercise  was  at  first  passive 
movements,  massage  to  the  skin  and  subcutaneous  tissues,  with 
oil  inunctions.  Next  passive  movements  were  applied  to  the 
limbs,  back,  neck  and  jaws,  for  the  overcoming  of  the  con- 
tractures. Next,  extension  movements  were  used,  according  to 
a  very  original  method  of  Mr.  Checkley,  and  devised  with 
much  wisdom  to  accomplish  results  in. a  progressive  fashion^ 
and  not  to  overstrain,  as  is  too  often  done,  and  as  my  experi- 
ence has  occasionally  had  bitter  evidence.  Much  of  the  system 
involved  posturings,  stoopings,  stretchings  and  deep  breath- 
ings (the  chest  walls  were  almost  rigid).  He  was  made  to 
kneel  on  all  fours  and  extend  the  legs  up  to  and  beyond  the 
hands,  alternately  and  increasingly,  inch  by  inch;  to  bend  the 
body  through  the  hips;  to  bend  the  neck  forward  on  the  chest 
(a  most  troublesome  feat)  ;  to  free  the  stiffened  arm  and 
shoulder  muscles,  and  finally  a  simple  form  of  apparatus  was 
devised  to  compel  normal  movements  to  reach  their  fullest 
natural  limits. 

It  would  seem  to  me  a  detailed  account  of  some  of  these 
measures  might  prove  valuable,  but  possibly  inadmissable  in  so 
limited  a  sketch. 

As  the  tissues  became  more  elastic,  sensation  returned, 
and  there  was  for  a  time  hyperesthesia  to  a  pain- 
ful degree.  The  sensations  were  at  first  tinglings  and 
burnings,  and  often  like  that  of  pressure  on  the  great  nerves, 
as  though  the  parts  ''went  to  sleep,"  and  it  was  necessary  to 
use  deep  massage  to  overcome  the  agony  thus  caused.  This 
was  not  present  wherever  there  was  little  or  no  contracture. 

At  such  points  as  exhibited  a  condition  of  partial  anchy- 
losis, as  in  the  tissues  about  the  cervical  and  upper  dorsal 
vertebrae,  as  well  as  the  elbow  joints  and  knees,  the  sensation 
was  localized  in  the  opposing  surfaces,  apparently  in  the  per~ 
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iosteum.  Later  this  tingling  extended  to  the  near-by  tissues, 
especially  along  the  course  of  the  tendons,  and  became  that 
of  a  burning  sensation,  similar  to  the  feeling  produced  in  a 
sprained  ankle  or  wrist.  A  severe  frontal  headache  was  usually 
present  during,  and  for  a  time  after,  exercises.  This,  after 
some  weeks,  gave  place  to  a  pleasurable  sensation,  accom- 
panied by  a  feeling  of  dizziness.  Later  there  came  a  glow  of 
satisfaction  during  and  after  the  movements. 

The  employment  of  suspensions,  as  applied  to  tabes,  is  a 
step  in  the  right  direction,  but  it  is  at  fault  in  so  far  as  it  is  not 
supplemented  by  normal  movements  and  extensions.  When 
Fraenkel  applied  these,  good  results  followed  at  once,  and 
were  of  a  permanent  nature.  In  tabes  the  analogy  is  not  close, 
no  contractures  therein  co-existing. 

It  may  be  interesting  to  describe  the  present  condition  of  the 
gentleman,  about  a  year  after  beginning  treatment. 

He  writes  me,  in  a  very  legible  hand,  that  he  is  not  able  to 
resume  his  occupation  as  a  pharmacist,  but  can  do  all  the 
Hghter  forms  of  work  about  a  country  house,  where  he  keeps 
himself  as  busy  as  possible,  under  my  advice.  He  speaks 
clearly.  He  has  much  passive  tremor,  but  there  is  less  on 
effort. 

I  am  warranted  in  expressing  the  hope  that  this  condition 
will  yet  improve,  provided  he  is  faithful  in  pursuing  systematic 
movements,  along  with  such  free  exercises  as  he  may  find 
wholesome  or  amusing.  Regularity  must  be  maintained  to 
attain  any  permanent  relief. 

In  conclusion,  I  feel  myself  warranted  in  expressing  the 
conviction  that  in  most  forms  of  tremor,  whatsoever  their 
cause,  we  may  hope  to  obtain  fair  amelioration  of  symptoms, 
and  it  may  be, in  some  instances,  a  cure,  by  carefully  regulated 
and  systematized  movements.  These  should  be  such  as  shall 
re-establish  the  largest  degree  of  elasticity  in  the  tissues  which 
have  suffered  contractures.  They  should  always  include  pas- 
sive extensions  and  flexions,  followed  by  active  repetitions  of 
these  acts.  The  most  important  movements  to  overcome  the 
milder  forms  of  tremor,  as  the  senile  form,  are  slow,  full,  forci- 
ble extensions.  An  important  part  of  the  treatment  is  the  at- 
tainment of  normal  attitudes..  Along  with  this  should  be  con- 
tinued conscientious  efforts  on  the  part  of  the  patient  to  ac- 
quire full  thoracic  capacity,  and  as  much  elasticity  of  the  lungs 
as  possible.  To  regain  and  maintain  health  and  activity  in 
chronic  conditions  of  almost  any  sort,  is  conditional  upon  a 
fair  respiratory  capacity  constantly  exercised. 


A    CASE   WITH    THE    SYMPTOMS    OF    CEREBRO-SPINAL 
MENINGITIS,  WITH  INTENSE  AND  GENERAL  AL- 
TERATION  OF  THE   NERVE   CELL-BODIES, 
BUT  WITH   LITTLE   EVIDENCE   OF 
INFLAMMATION/ 

By  Willtax  G.  Spiller,  M.D.,  '^ 

professor  of  diseases  of  the  nervous   system   in  the  philadelphia 
polyclinic;  associate   in   the   wm.  pepper   clinical  labora- 
tory;   PATHOLOGIST   TO    THE    PENNA.    TRAINING    SCHOOL 
FOR    FEEBLE-MINDED     CHILDREN. 

The  following  case  is  interesting  because  symptoms  of 
meningitis  existed  for  six  days  and  yet  lesions  sufficient  to 
explain  these  symptoms  were  not  found  at  the  necropsy.  The 
intense  and  general  alteration  of  the  nerve  cell-bodies  suggests 
some  remarks  relative  to  the  similar  lesions  observed  in 
amaurotic  family  idiocy. 

According  to  the  records  in  the  case-books  of  the  Pennsyl- 
vania Training  School  for  Feeble-Minded  Children,  F.  S.  M. 
was  born  July  ii,  1892,  and  was  admitted  to  the  Training 
School,  March  19,  1900.  The  parents  of  the  child  are  living  and 
in  good  health.  The  father,  a  teamster,  was  thirtyHtwo  years  of 
age,  and  the  mother  twenty-six  at  the  birth  of  this  their  fifth 
child.  There  is  no  history  of  intemperance  in  parents  or 
grandparents.  F.  was  born  at  full  term,  but  in  difficult  labor, 
lasting  three  days.  One  brother  and  one  sister  of  the  boy  are 
living,  and  are  healthy,  mentally  and  physically.  F.  was  of 
feeble  mental  development;  he  did  not  know  the  alphabet, 
did  not  talk  and  could  not  dress  himself  properly.  His  sight 
and  hearing  were  good.  His  gait  was  spastic.  He  was  of 
small  size,  and  had  scoliosis.  Sensation  was  normal  so  far  as 
could  be  determined.     He  did  not  have  convulsions. 

The  following  notes  were  made  by  Dr.  W.  G.  Shallcross, 
the  resident  physician: 

"April  I,  1900.  I  was  called  early  this  morning  to  see  F. 
and  found  him  in  considerable  pain,  which  he  could  not  locate. 
The  skin  was  hot  and  dry,  pulse  was  rapid  and  he  had  diarrhea 
and  vomiting.  In  the  afternoon  he  was  not  so  restless.  The 
bowels  had  moved  once.  The  heart's  action  was  rapid  and  the 
second  sound  was  accentuated,  but  there  was  no  murmur. 

^From  the  Wm.  Pepper  Qlinical  Laboratory,  Phoebe  A.  Hearst 
Fotindation. 

Read  before  the  Philadelphia  Neurological  Society,  November  26, 
1900. 
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The  condition  of  the  lungs  was  normal.     The  liver  and  spleen 
were  not  enlarged.     Urine  was  passed  involuntaniy. 

"April  2.  F.  was  not  so  well  to-day.  He  was  more  rest- 
less, but  it  was  impossible  to  determine  the  location  of  the 
pain.  The  abdominal  muscles  were  rigid,  but  showed  no 
tenderness  on  pressure.     He  retained  foo.l. 

"April  3.  He  was  very  restless  and  the  skin  was  hyper- 
sensitive. The  pupils  were  equal  and  seemed  to  react  slug- 
gishly. He  had  some  photophobia.  The  abdominal  muscles 
were  rigid  and  the  legs  were  drawn  up  on  the  abdomen  as  if 
the  boy  were  in  pain. 

"April  4.  Photophobia  was  quite  pronounced.  The  pupils 
were  about  3  mm.,  equal,  and  did  not  react  to  light.  The 
neck  was  somewhat  rigid  and  the  head  was  retracted  slightly. 
The  muscles  of  all  the  extremities  were  stiff  and  the  hands 
were  thrown  about  wildly  when  the  patient  was  disturbed. 
Hyperesthesia  was  very  pronounced.  The  thighs  were  fre- 
quently flexed  upon  the  abdomen. 

"April  5.  F.  had  a  very  restless  night  and  was  delirious 
at  times.  An  erythema  was  noticed  this  morning  about 
the  right  knee  and  calf.     No  albumin  was  found  in  the  urine. 

"April  6.  Coma  is  developing  and  the  patient  is  more 
quiet.  The  rash  is  spreading.  He  could  not  take  food  and 
was  nourished  by  the  rectum.    Death  occurred  at  9.30  P.  M." 

A  diagnosis  of  cerebro-spinal  meningitis  was  made  by  Dr. 
Shallcross. 

The  necropsical  notes  are  as  follows:  Cadaveric  rigidity 
was  present.  Numerous  small,  dark-reddish  spots  of  various 
sizes  and  shapes  were  seen  on  the  anterior  surfaces  of  the 
thighs,  on  the  outer  and  inner  parts  of  the  legs  below  the 
knees,  and  on  the  anterior  surfaces  of  the  upper  limbs. 

Brain:  The  scalp  was  very  adhesive  to  the  skull.  The 
cerebral  dura  was  adherent  to  the  calvarium  at  the  coronal 
and  sagittal  sutures.  A  large  amount  of  cerebro-spinal  fluid 
tinged  with  blood  escaped  when  the  calvarium  was  removed. 
The  brain  was  edematous.  The  superior  longitudinal  sinus 
contained  a  few  soft  clots.  The  dura  was  slightly  adherent  to 
the  pia  in  small  areas  at  the  anterior  part  of  the  right  frontal 
lobe  and  at  the  right  temporal  convolutions.  No  distinct  evi- 
dences of  inflammation  could  be  detected  with  the  naked  eye. 
The  pia  about  the  optic  chiasm  and  covering  the  interpedun- 
cular space  was  somewhat  opaque  in  patches,  but  hardly 
more  than  is  seen  in  many  normal  brains.  No  miliary 
tubercles  could  be  found. 

Heart  was  small,  normal  in  position,  and  -the  pericardial 
fluid  was  not  excessive.    Right  auricle  and  pulmonary  artery 
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contained  chicken-fat  clots.  Tricuspid  valve  admitted  two 
fingers  and  was  normal.  Mitral  valve  admitted  the  middle 
finger  easily.  Left  auricle  did  not  contain  any  clot.  A 
chicken-fat  clot  was  found  in  the  right  ventricle.  The  mitral 
and  aortic  valves  appeared  to  be  thickened.  The  cardiac 
muscle  was  a  little  pale. 

Lungs :  Right  lung  was  somewhat  edematous,  but  crepi- 
tated, and  did  not  contain  any  areas  of  consolidation.  The  left 
lung  was  in  the  same  condition  as  the  right.  There  were  no 
pleural  adhesions  on  the  left  side,  but  some  old  adhesions 
were  found  on  the  right  side.  The  diaphragm  extended  to 
the  fourth  rib  on  each  side. 

Liver  was  of  good  size  and  smooth,  and  extended  to  the 
border  of  the  last  rib.  Reddish  spots  were  seen  on  the  upper 
surface,  especially  on  the  left  lobe.  The  tissue  was  somewhat 
yellow  on  section  and  numerous  small  reddish  areas  like 
hemorrhages  were  found.     The  gall  bladder  was  full. 

Spleen  was  of  normal  size  and  of  dark  slate  color.  A  small 
supernumerary  spleen  was  found. 

Pancreas  appeared  to  be  normal. 

Suprarenals  appeared  to  be  normal. 

L.  Kidney:  Capsule  stripped  easily  and  the  surface  of 
the  kidney  was  smooth.  No  cysts  were  found.  The  tissue 
w^as  pale  on  section;  the  cortex  was  somewhat  yellowish.  The 
pyramids  were  fairly  distinct.  The  right  kidney  was  in  the 
same  condition  as  the  left. 

Stomach  was  congested  and  small  hemorrhages  were 
found  on  its  inner  surface.    , 

Bladder  was  normal  and  filled  with  urine. 

Weight  of  brain,  1,040  grm.;  heart,  80  grm.;  left  lung,  165 
grm. ;  right  lung,  175  grm.;  left  kidney,  75  grm.;  right  kid- 
ney, 65  grm.;  liver,  810  grm.;  spleen,  90  grm. 

It  is  not  surprising  that  this  case  was  diagnosticated  as 
one  of  cerebro-spinal  meningitis,  on  account  of  the  acute 
onset  of  the  disease  with  fever  of  102  degrees  F.,  diarrhea  and 
vomiting;  the  pain,  the  rigidity  of  the  abdominal  muscles,  the 
hyperesthesia  of  the  skin,  the  photophobia,  the  stififness  of 
the  neck,  etc.  The  microscopical  examination  of  the  nervous 
tissues,  however,  showed  little  evidence  of  inflammation.  The 
nerve  cell-bodies  throughout  the  central  nervous  system  were 
greatly  altered  and  this  alteration  was  not  confined  to  the 
cells  with  motor  function.  It  was  seen  in  the  cell-bodies  of 
the  posterior  and  anterior  horns  of  the  spinal  cord,  in  the 
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nuclei  of  the  cranial  nerves,  in  the  sensory,  as  well  as  the 
motor,  nucleus  of  the  fifth  nerve;  in  the  cells  of  Purkinje  and 
in  the  parietal  lobule,  where  especially  the  cells  of  Betz  were 
altered.  The  cell-body  was  swollen  and  rounded;  many  of 
the   dendritic   processes   had   disappeared ;   the   chromophilic 


Fig.  I.  Cell-bodies  of  the  anterior  horns  in  the  lumbar  region. 
They  are  represented  as  they  appear  in  one  field  of  the  microscope,  in 
order  to  show  the  intense  alteration  of  all  the  cell-bodies. 


elements  were  not  to  be  seen,  except  in  one  portion  of  the  cell- 
body,  where  they  surrounded  the  nucleus,  and  even  here  were 
more  or  less  disintegrated,  and  the  nucleus  had  moved  to  the 
periphery  of  the  cell-body.  This  description  applies  to  most 
of  the  nerve  cell-bodies  of  the  central  nervous  system.  The 
appearance  presented  by  the  cell-bodies  of  the  anterior  horns 
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was  most  extraordinary,  as  all  the  cell-bodies  had  undergone 
this  pecuHar  alteration  (Figs.  I.  and  II.). 

The  lesions  of  meningitis  were  not  found.  A  very  slight 
round-cell  infiltration  was  observed  in  some  parts  of  the  pia 
CFig.  III.)  and  about  some  of  the  intramedullary  blood  vessels, 
but  the  small  vessels  of  the  pia  and  anterior  and  posterior 


Fig.  II.  Selected  cell-bodies  from  the  anterior  horns  of  the  lum- 
bar region,  with  the  exception  of  cell-body  E,  which  is  from  the  para- 
central lobule.  Cell-body  A  shows  complete  chromatolysis.  The  cell- 
bodies  B  and  C  are  divided  into  several  parts.  In  D.  E  and  F 
the  chromophilic  elements  are  seen  in  only  one  part  of  the  ceJl-body, 
and  the  nucleus  is  not  distinct. 


roots  were  much   distended  with   blood.       Numerous   small 
bacilli  were  found  within  the  nervous  tissues. 

In  a  case  of  amaurotic  family  idiocy  Hirsch-  observed  a 
very   extraordinary   change   in    the   nerve   cell-bodies   of  the 
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central  nervous  system.  All  the  cell-bodies  of  the  anterior 
and  posterior  horns  were  greatly  enlarged  and  round.  The 
nucleus  was  at  the  periphery  of  the  cell-body  and  was 
sharply  defined,  and  contained  a  nucleolus  staining  deeply. 
The  nucleus  was  surrounded  by  a  dark  zone  gradually  shad- 
ing of?  into  a  more  or  less  colorless  area.     The  dark  zone 


Fig.  III.  The  pia  of  the  anterior  fissure  of  the  spinal  cord,  show- 
ing a  slight  round-cell  infiltration.  Nowhere  is  the  cellular  infiltration 
more  intense  than  that  represented  in  the  drawing. 

contained  broken-down  chromophilic  elements  and  occa- 
sionally a  few  normal  ones.  The  light  area  of  the  cell-body 
was  made  up  of  a  very  fine  network.  Some  of  the  cell-bodies 
were  vacuolated.  The  dendrites  and  axone  of  the  cell  were 
very  few,  and  m.any  of  the  processes  seemed  to  be  broken  oflf. 
The  pictures  of  these  cell-bodies  represent  them  as  swollen. 
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almost  round  masses.  The  same  alteration  was  found  in  all 
the  cell-bodies  of  the  central  nervous  system,  although  the 
cell-bodies  of  .the  cerebellum  were  not  much  affected.  Hirsch 
found  degeneration  of  the  pyramidal  tracts.  When  he  ex- 
amined some  of  the  preparations  from  a  case  of  amaurotic 
family  idiocy  reported  previously  by  Sachs,  he  found  in  these 
a  similar  change  of  the  nerve  cell-bodies,  although  the  ma- 
terial had  been  hardened  in  Miiljer's  fluid.  Hirsch  refers  to 
no  cases  that  were  not  of  amaurotic  family  idiocy,  in  which 
a  similar  change  of  all  the  nerve  cell-bodies  was  found,  ^nd 
he  states  that  no  disease  is  known  in  which  simultaneously  all 
the  nerve  cell-bodies  of  the  entire  nervous  system  become 
affected.  The  condition  of  the  nerve  cell-bodies  in  his  case, 
he  thought,  corresponded  in  every  respect  to  that  found  after 
experimental  poisoning,  and  amaurotic  family  idiocy  is  there- 
fore an  acquired  disease  and  is  produced  by  some  poison,  pos- 
sibly by  a  toxic  condition  of  the  mother's  milk. 

Sachs^  argued  in  the  discussion  of  this  paper  that  a  disease 
so  widespread  as  amaurotic  family  idiocy,  which  begins  always 
at  the  same  period  of  life,  and  attacks  several  members  of  the 
same  family  and  leaves  others  exempt,  could  not  be  due  to 
any  toxic  influence  that  is  known  to  us.  From  this  we  may 
conclude  that  Sachs  either  did  not  regard  the  alteration  of 
the  nerve  cell-bodies  as  of  toxic  origin, or  else  he  thought  that 
this  cellular  degeneration  did  not  explain  the  disease.  Hirsch, 
in  closing  the  discussion  on  amaurotic  family  idiocy,  remarked 
that  the  toxic  origin  of  the  disease  was  an  open  question.  He 
knew  of  no  other  inherited  family  affection  where  all  the 
nerve  cell-bodies,  and  nothing  but  the  nerve  cell-bodies,  be- 
came diseased,  and  the  condition,  so  far  as  he  knew,  had  no 
analogy  in  pathology. 

I  have  seen  this  same  general  alteration  of  the  nerve  cell- 
bodies  of  the  central  nervous  system  in  two  cases,  and  neither 
was  a  case  of  amaurotic  family  idiocy.  One  was  a  case  of  in- 
ternal hemorrhagic  pachymeningitis  in  an  idotic  child  aged 
nine  years,  and  the  microscopical  report  was  published  by  me' 

'Hirsch,  Sachs.  The  Journal  of  Nervous  and  Mental  Dis- 
ease, 1898,  No.  7,  pp.  538,  555. 

^Spiller  and  McCarthy.  The  Journal  of  Nervous  and  Mental 
Disease,  1899,  No.  11,  p.  677. 
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in  collaboration  with  Dr.  D.  J.  McCarthy.  Even  by  the  car- 
mine stain  the  alteration  of  the  cell-bodies  in  preparations 
hardened  in  Miiller's  fluid  was  most  striking.  The  pyramidal 
tracts  were  not  degenerated,  which  is  interesting  in  view  of 
the  intense  alteration  of  the  motor  cell-bodies.  In  Hirsch's 
case  these  tracts  were  degenerated. 

The  second  case  in  which  I  have  observed  this  intense  and 
general  alteration  of  the  nerve  cell-bodies  of  the  central  nerv- 
ous system  is  the  one  with  symptoms  of  cerebro-spinal 
meningitis  reported  in  this  paper.  It  is  noteworthy  that  the 
cellular  alteration  in  these  two  cases  was  in  children  of  feeble 
mental  development,  as  in  the  cases  of  amaurotic  family  idiocy, 
and  such  cellular  alteration  is  therefore  not  confined  to 
amaurotic  family  idiocy. 

A  theory  of  a  toxic  condition  in  the  second  case  could  be 
well  supported  by  the  clinical  history,  but  not  so  well  in  the 
case  of  internal  hemorrhagic  pachymeningitis,  although  even 
in  this  it  could  not  be  absolutely  rejected.  The  alteration  of 
the  nerve  cell-bodies  throughout  the  central  nervous  system 
is  extraordinary,  and  yet  in  the  two  cases  in  which  I  have 
observed  it  secondary  degeneration  has  not  occurred.  I  am 
not  aware  that  such  an  intense  and  widespread  alteration  of 
the  cell-bodies  of  the  central  nervous  system  has  been  ob- 
served by  other  investigators  in  cases  of  disease  of  the  human 
nervous  system. 

The  symptoms  of  cerebro-spinal  meningitis  sometimes  oc- 
cur in  typhoid  fever  and  other  infectious  diseases  without  al- 
teration of  the  meninges,  and  to  this  form  of  pseudo-menin- 
gitis the  name  of  meningismc  has  been  given  by  Dupre,  and 
Schultze  has  spoken  of  "meningitis  without  meningitis."  It 
is  not  impossible  that  in  some  of  these  cases  an  alteration  of 
the  nerve  cell-bodies  similar  to  that  in  my  case  occurs.  A 
paper  bearing  on  this  subject  has  recently  been  published  by 
Finkelstein.*  He  says  a  few  cases  of  longer  or  shorter  dura- 
tion have  been  observed  in  which  the  symptoms  were  indica- 
tive of  meningitis  and  were  fever,  convulsions,  rigidity  of  the 

*Finkelstein.  Monatsschrift  fiir  Psychiatric  und  Neurologic,  Vol. 
8.  No.  4- 
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neck,  hyperesthesia  and  opisthotonos,  and  yet  at  the  necropsy 
only  slight  edema  and  softening  of  the  brain  and  a  small  ex- 
cess of  ventricular  cerebro-spinal  fluid  were  found.  He  did 
not  regard  this  condition  as  a  true  meningitis  serosa,  but  as 
inflammatory  cerebral  edema,  because  cellular  infiltration  of 
the  meninges  has  been  observed  in  a  few  cases. 

Finkelstein  shares  the  opinion  of  Seitz  that  some  toxic 
substance  in  the  crebro-spinal  fluid  is  the  cause  of  this  slight 
inflammatory  edema,  and  that  pathogenic  bacteria  in  the 
cerebro-spinal  fluid  may  cause  severe  cerebral  symptoms  with- 
out causing  a  distinct  meningitis.  He  points  out  that  in  some 
cases  meningitis  serosa  has  been  found  to  be  due  to  the 
presence  of  bacteria.  It  seems  that  meningitis  serosa  cannot 
be  sharply  distinguished  from  the  inflammatory  cerebral 
edema. 

It  is  important  to  remember  that  pronounced  symptoms 
of  meningitis  may  be  present  with  very  slight  alteration  of 
the  meninges,  and  that  even  purulent  meningitis  may  exist 
without  any  symptoms.  In  my  case  the  brain  was  edematous, 
and  on  microscopical  examination,  very  slight  cellular  infiltra- 
tion could  be  found  in  the  pia,  so  slight  as  to  be  questionable, 
but  the  nerve  cell-bodies  throughout  the  central  nervous  sys- 
tem were  intensely  altered,  and  yet  there  is  doubt  concern- 
ing the  relation  of  this  alteration  of  the  nerve  cell-bodies  to 
the  symptoms  of  meningitis. 

Numerous  bacteria  were  found  within  the  nervous  tissue 
of  my  case,  reported  in  this  paper,  and  while  Dr.  S.  S.  Kneass, 
to  whom  I  showed  a  section,  recognized  them  as  short  bacilli, 
he  was  unwilling  to  give  them  a  name.  The  symptoms  of  the 
case  and  a  slight  perivascular  round-cell  infiltration  would  in- 
dicate that  these  bacilli  were  probably  within  the  tissues 
before  death,  and  yet  the  recent  paper  by  Zappert'^'  on  the 
presence  of  micro-organisms  within  the  spinal  cord  shows 
how  difficult  it  is  to  decide  whether  a  bacterial  invasion  has 
occurred  before  or  after  death.  The  intense  alteration  of  the 
nerve  cell-bodies  in  my  case  may  possibly  have  been  the  re- 
sult of  a  toxin,  but  it  has  not  been  demonstrated  that  this  is 
the  correct  view. 


'Zappert.     Obe;"steiner's  "Arbeiten,"  Vol.  7. 


A  CASE  OF  MUSCULAR  DYSTROPHY. 
(  Landouzy-Dej  erine. ) 

By  Charles  Gilbert  Chaddock,  M.D. 

professor  of  diseases  of  the  nervous  system,  marion-sims  college 
of  medicine,  st.  louis,  mo. 

The  following  case  is  worthy  of  record  owing  to  the  com- 
parative rarity  of  this  type  of  myopathic  muscular  atrophy. 

The  patient  is  a  man,  single,  39  years  old,  a  native  of  St. 
Louis,  but  of  foreign-born  parents;  by  occupation  a  ma- 
chinist. He  followed  his  trade  during  many  years  until  in- 
creased feebleness  rendered  it  impossible  for  him  to  continue 
work.  No  history  of  his  father's  family  is  obtainable,  but 
his  father  died  at  the  age  of  61  of  some  unknown  disease; 
he  was  a  drinker,  given  to  excess.  The  mother  is  living,  and 
65  years  old;  the  history  of  her  ancestry  is  negative.  There 
is  no  history  of  nervous  trouble  either  in  the  father  or  the 
mother.  The  patient  had  three  brothers,  two  of  whom  died 
in  early  childhood,  the  third  died  at  the  age  of  18  of  some 
acute  disease;  a  sister  died  in  childhood.  The  history  of  the 
health  of  these  members  of  the  family  is  negative.  No  paraly- 
sis or  atrophy  was  ever  observed  in  any  of  them. 

In  early  childhood,  the  patient  had  an  acute  inflammatory 
disease  of  the  lungs,  but  from  the  date  of  this  illness  until 
manhood  he  had  no  severe  sickness  of  any  kind.  During  his 
childhood  he  was  active  and  agile  and  able  to  engage  in  the 
ordinary  sports  of  boyhood.  However,  he  states  that  he  early 
tried  to  whisitle,  but  that  he  was  never  able  to  acquire  the  ac- 
compli s>h  me  nt.  His  lips  refused  to  act.  At  the  age  of  15  a^ 
bit  of  emery  got  into  his  left  eye,  and  the  eye  was  neglected 
for  some  time  owing  to  his  unwillingness  to  have  it  treated. 
From  this  accident  he  dates  his  recognition  of  his  inability 
to  completely  close  ihis  eyelids.  It  is  probable  that  this  was 
of  much  earlier  origin,  and  the  accident  served  to  call  his  at- 
tention to  it.  His  present  peculiarities  of  countenance,  he 
says,  he  has  had  since  he  can  remember;  the  depressions  in 
his  cheeks  have  always  been  noticeable,  though  more  marked 
of  late  years.  At  the  age  of  24  he  remarked  a  growing  weak- 
ness in  his  right  arm,  affecting  especially  the  movements  of 
extension  and  flexion  of  the  forearm.  Later  he  noticed  a  sim- 
ilar weakness  of  the  left  arm.  At  the  age  of  ^y  he  noticed 
some  peculiarity  of  his  attitude  in  standing  and  of  his  move- 
ments in  walking.  He  found  that  at  his  work  he  was  resting 
his   weight   unconsciously  on   the  balls  of  the   feet,   so  that 
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callosities  were  developed  beneath  the  great  toes,  and  became 
more  or  less  painful  and  troublesome.  He  states  that  weak- 
ness has  been  always  most  apparent  on  the  right  side,  a  differ- 
ence wihich  he  attributes  ito  his  greater  use  of  that  side.  He 
gives  no  history  of  pain  or  of  disturbances  of  sensation,  ex- 
cept that  in  'his  right  arm,  above  the  elbow  and  throughout  the 
muscles  of  that  arm,  he  experienced  aching  and  throbbing 
after  having  worked  too  long.  This  sometimes  was  trouble- 
some and  disturbed  his  rest.  His  greatest  weight  was  at 
the  age  of  22 — 148  pounds. 

The  weakness  noticed  in  early  manhood  gradually  in- 
creased until  he  reached  his  present  condition,  which  has 
kept  him  from  active  work  for  some  years.  He  has  attempted 
to  perfect  himself  in  writing,  hoping  to  be  able  to  employ  him- 
self in  that  way ;  but  he  met  an  obstacle  in  the  cramping  of  his 
fingers  when  he  continued  the  effort  to  write.  He  gives  no 
history  of  ever  having  observed  or  felt  fibrillary  twitching 
in  any  of  ihis  muscles,  and  it  may  be  added  that  repeated  ob- 
servation of  him  diuring  several  weeks  has  never  revealed  any 
such  phenomenon.  There  has  never  been  at  any  time  vesical 
disturbance,  and  there  has  been  no  alteration  of  sexual  power. 
The  deep  reflexes  at  the  knees,  the  reflex  of  the  tendo- 
Achillis  and  those  in  the  arms,  are  present,  but  much  dimin- 
ished. The  jaw-jerk  is  also  present.  The  muscular  power 
of  the  lower  extremities  is  remarkably  good  for  all  move- 
ments, considering  the  evident  amount  of  atrophy  of  the 
muscles.  The  grip  is  powerful,  but  stronger  on  the  left  than 
on  the  right  side.  Movements  of  the  arm,  especially  those 
of  extension  and  flexion  of  the  forearm,  and  movements  of 
the  arm  at  the  shoulder,  are  much  weakened,  though  there 
is  no  actual  loss  of  any  single  movement.  There  is  neither 
objective  nor  subjective  disturbance  of  sensibility. 

An  examination  of  the  muscles  of  the  body  in  detail  re- 
veals tlie  following  conditions,  which  are  more  or  less  clearly 
illustrated  by  the  accompanying  photograph :  The  skin  of  the 
brow  is  smooth,  devoid  of  all  the  usual  lines,  and  the  patient 
cannot  wrinkle  the  brow,  though  he  can  move  ithe  skin  of 
the  brow  by  contracting  the  occipito-frontalis  and  the  orbic- 
ular muscles  of  the  eyes  alternately.  He  is  unable  to  com- 
pletely close  the  eyes,  and  his  power  to  resist  an  effort  to 
open  them  is  much  diminished.  The  natural  form  of  the 
tiares  is  altered  so  that  the  openings  are  mere  slits,  owing 
to  the  atrophy  and  weakness  of  the  nasal  muscles.  The  buc- 
cinator muscles  are  so  reduced  that  the  cheeks  are  depressed 
in  deep  indentations  beneath  the  cheek  bones.     The  corners 
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of  the  mouth  cannot  be  raised;  the  mouth  is  prominent  and 
the  lips  turn  outward  in  a  characteristic  fashion  {pot  de  cham- 
hre).  The  smile  is  transverse.  There  is  no  weakness  of  the 
essential  muscles  of  mastication,  which  causes  a  prominence 
at  the  angles  of  the  jaw.  The  tongue  shows  no  atrophy 
and  is  normally  protmd'ed,  but  it  is  in  constant  vermicular 


movement.  The  pupils  react  normally  to  light  and  in  accom- 
modation, and  there  is  no  evidence  of  weakness  or  paralysis 
in  the  external  muscles  of  the  eye.  The  edge  of  each  cornea 
presents  a  distinct  cloudy  circle,  which  is  identical  with  the 
so-called  arcus  senilis.  It  may  be  added  that  the  patient  has 
worn  glasses  for  presbyopia  for  six  years.     The  muscles  of 
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the  neck,  while  diminished  in  volume,  have  still  much  force, 
and  are  very  firm  to  the  touch.  The  muscles  of  the  shoulder 
girdle  are  greatly  atrophied.  All  these  muscles  are  involved 
except  the  infraspinatus.  The  fibers  of  the  pectoral  muscles 
are  scarcely  perceptible,  and  at  the  seat  of  the  supraspinatus 
there  is  a  deep  hollow  on  each  side.  The  deltoids  have 
almost  disappeared  over  the  points  of  the  shoulder,  but  they 
present  a  characteristic  ball-like  prominence  in  the  middle, 
which  is  evident  in  the  photograph.  The  trapezius  muscles 
are  much  reduced  in  volume,  and  also  the  rhomboids  and  the 
serrati,  causing  t/he  characteristic  wing-like  projection  of  the 
scapulae,  with  elevation  of  their  superior  angles.  Other  mus- 
cles of  the  back  show  no  marked  atrophy,  and  the  patient 
complains  of  no  weakness  of  the  back.  The/  abdominal  mus- 
cles are  in  good  condition.  The  biceps,  coraco-brachialis, 
brachialis  anticus,  and  tri'ceps  are  reduced  to  thin  bands  on 
each  side,  but  when  the  biceps  contracts  there  is  noticeable 
in  its  middle  third  a  ball-like  prominence,  which  shows  that 
the  active  fibers  in  the  imuscles  are  those  of  its  middle  third. 
This  phenomenon  is  observable  on  bath  arms.  The  contrast 
between  the  mmscles  of  the  arm  and  those  of  the  forearm  is 
very  striking.  The  forearms  are  reduced  in  volume,  but  the 
muscles  are  abnormally  hard,  and  their  force,  as  shown  by  the 
grip  and  the  power  to  resist  extension  of  the  hand  on  the  wrist 
is,  if  not  normal,  at  least  up  to  what  might  be  expected  of  a  fore- 
arm of  similar  size.  The  intrinsic  miuscles  of  the  hand  are 
somew^hat  affected.  This  is  true  especially  of  the  h}''pothenar 
and  thenar  imiuscles,  and  there  is  evidence  of  slight  atrophy 
of  the  adductor  pollicis  and  interrossei.  The  atrophy  of  the 
intrinsic  muscles  of  the  hand  is  more  marked  on  the  right 
side.  The  muscles  about  ithe  pelvis  are  redbced  in  volume 
but  have  practically  normal  force.  The  atrophy  of  the  muscles 
of  the  thighs  is  most  marked  in  the  lower  third.  The  quad- 
riceps extensor  cruris  being  the  muscle  most  markedly  im- 
plicated. In  the  leg,  the  calf  muscles  are  in  fairly  good  con- 
dition, witK  some  tendency  to  contracture,  but  the  anterior 
tibial  muscles  are  much  reduced  in  volume.  The  intrinsic 
miuscles  of  the  feet  have  not  suffered  decidedly.  There  is  toe- 
drop  on  the  left  side  in  walking.  All  the  muscles  react  to 
faradism,  even  those  most  atrophied,  though  for  the  latter  a 
more  powerful  current  is  necessary  to  induce  contraction. 

It  is  remarkable  that  the  patient  is  sitill  capable  of  almost 
all  ordinary  movements,  notwithstanding  the  great  wasting  of 
so  many  'muscles.  He  suffers  more  from  weakness  of  move- 
ment than  from  actual  loss  of  movement.     The  strength  of 
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his  hands  and  forearms  is  such  that  he  indignantly  repels  any 
suggestion  that  he  is  weakened  in  this  respect. 

The  most  remarkable  condition  observable,  aside  from  the 
muscular  atrophy,  is  the  hard  and  wooden-like  consistency  of 
the  muscles  that  have  thus  far  escaped  marked  atrophy.  They 
do  not  give  the  sensation  of  normal  muscle,  but  rather  thait 
of  a  muscle  in  intense  contraction,  even  when  they  are  at  rest. 

Another  point  of  interest  is  the  entire  absence  of  subcu- 
taneous fat  over  the  whole  body,  so  that  the  patient  has  the 
appearance  of  being  reduced  to  skin  and  bones. 

This  wasting  of  subcutaneous  tissue,  contemporaneous 
with  muscular  atrophy,  and  the  evident  abnormal  condition 
of  the  muscles  which  are  not  yet  advanced  in  atrophy,  are 
worthy  of  special  remark. 

In  the  history  of  the  development  of  this  condition,  it  may 
be  noted  that  undoubtedly  the  beginning  of  the  trouble  was 
in  the  face,  that  it  subsequently  attacked  the  arms,  and  later 
the  lower  extremities  became  involved,  and  finally  the  hands 
have  been  invaded.  Even  at  the  present  time,  with  atrophy 
far  advanced  and  quite  generalized,  the  wasting  at  the  roots 
of  the  extremities  predominates  decidedly  over  that  at  the 
distal  extremities  of  the  members.  The  characteristic  promi- 
nence of  the  middle  third  of  the  was/ted  deltoids  is  also  worthy 
of  note.  The  absence  of  all  fibrillary  contractions,  as  well 
as  the  absence  of  all  sensory  and  central  disturbances  are 
points  which  render  a  diagnosis  of  myopathic  atrophy  cer- 
tain, and  the  .order  in  which  the  atrophy  has  manifested  itself 
places  the  case  among  those  first  described  by  Landouzy  and 
Dejerine. 

In  this  case,  thoug'h  there  is  no  evidence  of  atheromatous 
changes  in  the  vascular  system,  it  is  worth  noting  that  there 
is  some  evidence  of  early  senility  in  the  condition  of  the 
cornea  and  the  necessity  for  glasses  to  correct  a  presbyopia 
which  began  at  the  age  of  33. 
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December  4,   1900. 

The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

THE  TERMINAL  CONDITION  IN  A  CASE  OF  DIPLEGIA. 

Dr.  Wiilliam  M.  Leszynsky  presented  a  man,  21  years  of 
age,  in  whom  the  chief  feature  of  interest  was  a  trembling  of 
the  hands,  which  had  existed  as  long  as  he  could  remember. 
Nothing  was  known  of  his  early  history  except  that  he  had 
always  been  nervous.  His  mother  had  died  of  cancer  of  the 
uterus.  The  trembling  had  always  been  more  marked  on  the 
left  side,  and  his  condition  was  apparently  growing  steadily 
worse.  On  careful  examination  no  disturbance  of  sensibiUty 
could  be  detected.  There  was  excellent  muscular  develop- 
ment on  the  left  side,  and  a  spinal  curvature,  probably  aris- 
ing from  the  use  of  one  side  more  than  the  other.  There 
were  no  signs  of  atrophy.  There  was  some  asymmetry  of  the 
cranium.  There  was  no  disturbance  of  vision,  but  concentric 
contraction  of  the  visual  field.  There  was  no  nystagmus, 
and  the  pupils  and  fundi  were  normal.  There  was  a  positive 
tremor  when  the  patient  was  at  rest,  and  a  more  active  tremor 
on  motion.  He  held  the  left  arm  in  extension,  but  close 
scrutiny  showed  that  all  of  the  rigidity  was  in  the  extensors. 
The  elbow-jerk  was  elicited  only  on  the  right  side.  Both 
knee-jerks  were  exaggerated.  Ankle-clonus  had  been  demon- 
strated on  both  sides,  though  it  was  m^uch  more  marked  on  the 
left.  Dr.  Leszynsky  said  that  this  man  had  orobably  recovered 
from  a  paralysis  that  he  had  had  at  one  time,  and  was  now 
suffering  from  a  terminal  condition  of  an  infantile  palsy.  Un- 
doubtedly there  was  a  good  deal  of  functional  disturbance 
added  to  the  organic  trouble. 

Dr.  M.  Allen  Starr  thought  the  case  was  an  athetosis  on  the  left 
side,  and  that  probably  the  same  lesion,  in  a  minor  degree,  was  present 
on  the  opposite  side.     It  was  apparently  a  post-diplegic  condition. 

Dr.  B.  Onuf  called  attention  to  the  lordosis  and  the  unusual  muscu- 
lar development  of  the  deltoids. 

Dr.  E.  D.  Fisher  also  looked  upon  the  case  as  one  of  cerebral 
diplegia  most  marked  on  the  left  side,  and  with  the  athetoid  movements 
often  seen  in  such  cases.  This  extreme  muscular  development  seemed 
to  him  not  at  all  uncommon  in  this  class  of  cases.  He  desired  informa- 
tion concerning  the  electrical  reactions. 

Dr.  B.  Sachs  said  that  there  could  be  no  doubt  that  the  left  side 
was  the  center  of  disturbance,  and  it  was  also  probable  that  a  part  of 
the  tremor  was  functional.  The  condition  of  the  muscles  in  the  scapular 
region  seemed  to  him  fully  accounted  for  by  the  spinal  curvature 
present. 
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Dr.  F.  Peterson  agreed  with  the  diagnosis  of  post-paralytic  athe- 
toid  form  of  movement.  Where  the  paralysis  was  slight  he  thought 
these  finer  movements  were  more  likely  to  be  present. 

Dr.  Leszynsky  regarded  the  remarks  of  Dr.  Sachs  a  sufficient 
answer  to  those  of  Dr.  Onuf.  He  had  not  yet  tested  the  electrical  re- 
actions. It  seemed  to  him  that  this  man  could  be  benefited  if  properly 
trained.  Hypnotism  had  been  suggested,  and  it  seemed  to  him  worthy 
of  trial.  The  method  used  for  ataxics  would  probably  prove  beneficial ; 
it  had  just  been  commenced. 

REPORT  OF  TWO  CASES  OF  SPINAL  TUMOR  WITH  OPERA- 
TION AND  REMOVAL. 

Dr.  M.  Allen  Starr  said  that  five  years  ago  he  had  been 
able  to  collect  145  cases  of  spinal  tumor,  in  22  of  which  opera- 
tion had  been  undertaken.  In  the  cases  forming  the  subject 
of  the  present  paper  the  symptom,  pain,  had  been  very  promi- 
nent, and  this,  together  with  the  symptoms  of  pressure  on  the 
cord,  had  allowed  of  the  diagnosis  being  made. 

Case  I. — Mrs.  E.  W.,  35  years  of  age,  had  been  in  good 
health  previous  to  March,  1899,  at  which  time  she  had  be- 
gun to  suffer  from  paroxysms  of  pain  near  the  heart  at 
night.  They  were  not  brought  on  by  exertion,  but  were  much 
increased  by  touching  a  region  to  the  left  of  the  nipple.  From 
September,  1899,  to  May,  1900,  she  had  been  treated  by  many 
physicians  for  angina  pectoris,  hysteria  and  other  disorders. 
Nitroglycerine  had  always  intensified  the  pain.  On  May  10 
Dr.  Theodore  Janeway  had  examined  her  and  found  her  in 
an  extremely  nervous  condition,  and  suffering  from  constant 
pain.  The  left  knee-jerk  was  exaggerated.  Over  the  left 
side  of  the  dorsal  spine  was  extreme  sensitiveness  from  the 
first  to  the  eighth  dorsal  spine,  and  over  the  corresponding 
intercostal  nerves  at  the  angles  of  the  ribs.  There  was  no 
affection  of  the  arm^,  and  the  internal  organs  were  normah 
When  examined  by  Dr.  Starr,  on  October  20,  she  was  suffer- 
ing much  from  pain  at  the  level  of  the  fifth  and  sixth  intercos- 
tal nerves,  much  more  marked  on  the  left  side.  There  was  very 
marked  tenderness  over  the  dorsal  region  from  the  first  to 
the  seventh  dorsal  spine.  A  condition  of  partial  anesthesia 
was  found  on  the  trunk  and  total  anesthesia  in  the  legs.  Her 
legs  were  quite  powerless,  but  there  was  no  atrophy  of  the 
muscles.  Ankle-clonus  was  present  on  both  sides,  and  both 
limbs  were  cold,  blue  and  edematous.  She  had  recendy  been 
unable  to  control  the  sphincters.  Dr.  Janeway  had  made  a 
diagnosis  of  tumor  of  the  spinal  cord  at  the  fifth  dorsal  seg- 
ment. On  October  22  she  had  been  operated  upon  by  Dr. 
McCosh  at  the  Presbyterian  Hospital. 

On  dividing  the  dura  an  extremely  edematous  state  of  the 
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pia  was  observed,  with  one  white  plaque  lying  upon  it.  The 
cord  was  smaller  and  whiter  than  normal,  and  was  not  pul- 
sating. No  tumor  was  found.  Three  days  later  the  wound 
was  enlarged  upward  and  the  dura  found  to  pulsate  freely  at 
the  upper  level,  but  not  lower  down.  A  -tumor,  i|  inches  in 
length,  lay  upon  the  cord.  It  was  oval,  had  a  distinct  capsule, 
and  was  removed  en  masse  without  difficulty.  Subsequent 
examination  showed  it  to  be  a  fibroma.  The  cord  had  been  re- 
duced to  about  one-half  of  its  diameter  beneath  the  tumor. 
No  attempt  was  made  by  Nature  to  heal  the  first  operation 
wound,  and  in  spite  of  great  care  an  extensive  bed-sore  de- 
veloped over  the  hip.  In  the  second  week  after  operation  the 
constricted  feeling  became  less  marked.  The  operation  wound 
healed  very  slowly.  In  the  fourth  week  after  the  operation  the 
woman  had  constant  fever,  probably  because  of  the  extensive 
bed-sores.  The  spinal  incision  healed  about  this  time,  but  she 
died  a  few  days  later.  The  autopsy  showed  a  softened  condi- 
tion of  the  cord  opposite  the  exit  of  the  second  dorsal  nerve 
from  the  dura,  and  the  fifth  and  fourth  dorsal  nerves  could  be 
traced  into  this  area.  Owing  to  the  rudimentary  condition 
of  the  spine  of  the  third  cervical  vertebra,  an  error  of  one 
vertebra  had  been  made  in  the  count  at  the  time  of  operation. 

The  case  seemed  to  emphasize  the  fact  that  there  should 
be  no  delay  in  operating  for  spinal  tumor  after  the  diagnosis 
had  been  reached.  In  this  case  the  delay  had  arisen  from  an 
efifort  to  try  the  effect  of  anti-syphilitic  treatment,  the  hus- 
band being  known  to  be  syphilitic.  Bed-sores  had  developed 
before  the  operation,  and  had  continued  to  extend  in  spite 
of  it,  and  had  eventually  caused  death  from  sepsis.  Gumma 
of  the  spinal  cord  is  quite  rare,  only  26  such  cases  having 
been  found  in  a  series  of  400  cases.  The  tumor  had  been 
found  about  two  inches  higher  than  had  been  anticipated. 
Reed's  table  had  been  used  as  a  guide  at  the  first  operation, 
but,  according  to  Bruns,  the  operation  should  be  done  two 
segments  above  the  upper  limit  of  pain.  This  advice  was 
nearer  the  truth  in  'the  present  case.  ■  The  level  of  the  pain 
was  about  eight  inches  lower  than  the  level  of  the  tumor; 
hence  in  operating  for  spinal  tumor  the  level  of  the  cord 
should  be  exposed  at  least  four  inches  higher  than  the  level 
of  the  spinal  nerve  in  which  pain  is  found. 

Case  II. — Mrs.  K.,  46  years  of  age,  had  been  in  good 
health  until  May,  1900,  when,  after  a  slight  iniury,  she 
had  been  delivered  of  a  dead  child.  Soon  afterward  she  had 
begun  to  suffer  pain  over  the  left  hip,  and  this  pain  had  ex- 
tended down  to  the  left  knee.     It  had  caused  insomnia  and 
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progressive  loss  of  health.  In  September  she  had  noted  numb- 
ness of  the  left  foot.  On  October  16,  on  admission  to  the 
Presbyterian  Hospital,  she  was  pale  and  feeble,  and  seemed 
to  be  suffering  from  paroxysms  of  pain  over  the  left  trochanter 
and  that  side  of  the  sacrum.  There  was  a  dtop-foot  due  to 
paralysis  of  the  peronei  and  anterior  tibial  muscles.  The 
bladder  required  catheterization,  and  the  rectum  had  to  be 
emptied  by  enema.  There  was  an  area  of  anesthesia  down 
the  back  of  the  left  thigh  and  leg,  ar.d  a  smaller  area  was 
found  on  the  right  side.  Under  mixed  treatment  the  paral- 
ysis extended  and  the  pain  became  more  severe.  An  area 
of  tenderness  to  pressure  was  found  over  the  second,  third 
and  fourth  lumbar  vertebrae,  and  pressure  here  aggravated 
the  pain  in  the  hip.  It  seemed  probable  from  these  facts  that 
there  was  a  tumor  pressing  on  the  cauda  equina,  and  extend- 
ing as  high  as  the  level  of  the  exit  of  the  second  lumbar  nerve. 
The  functions  of  the  sacral  nerves  and  last  lumbar  nerve  were 
evidently  aflfected  on  the  left  side.  A  diagnosis  of  a  cauda 
lesion  was  reached  because  of  the  level  of  the  pain.  On  No- 
vember 15  Dr.  McCosh  removed  the  spines  and  arches  of 
the  second,  third  and  fourth  lumbar  vertebrae.  Dissection 
showed  a  tumor  involving  both  the  soft  and  hard  tissues  of 
this  region.  The  spines  and  arches  had  been  eroded  by  the 
tumor,  which  subsequently  proved  to  be  an  endothelioma. 
This  tumor  had  invaded  the  spinal  canal  and  produced  pres- 
sure on  the  dura.  The  patient  was  in  a  critical  condition  for 
two  days  after  operation,  but  since  then  had  improved  rapidly, 
and  had  had  no  pain  since  the  operation.  A  considerable  de- 
gree of  atrophy  had  developed  in  both  peronei.  The  wound 
had  healed  perfectly,  and  there  was  no  evidence  of  recurrence. 
It  was  reasonable  to  hope  for  recovery  unless  there  should 
be  speedy  recurrence. 

Out  of  145  cases  of  spinal  tumor  that  Dr.  Starr  had  col- 
lected, the  history  had  been  fairly  clear  in  122.  Of  76  cases 
an  operation  should  have  been  feasible,  and,  according  to  the 
pathological  report,  in  75  per  cent,  the  tumors  could  have 
been  removed. 

Dr.  A.  J.  McCosh  said  that  he  had  found  spinal  surgery  much  more 
satisfactory  than  brain  surgery ;  certainly  the  localization  of  the  lesions 
had  been  more  satisfactory.  It  was  difficult  to  say.  however,  that  a 
lesion  is  situated  at  any  one  segment  of  the  spinal  cord,  but  as  a  portion 
of  the  cord  equal  to  three  or  four  vertebrae  must  be  exposed  a  slight 
error  in  localization  is  not  of  great  importance.  He  had  had  recently 
a  case  presenting  symptoms  almost  exactly  like  those  of  the  first  case 
reported  by  Dr.  Starr.  The  line  of  anesthesia  had  been  almost  the 
same,  but  there  had  been  no  paralysis  of  the  arms.  The  autopsy  showed 
a  crushing  injury  to  the   cord   between  the  fourth  and  sixth  cervical 
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vertebrae.  The  ordinary  rules  laid  down  had  indicated  a  lesion  much 
lower  down,  and  he  had  in  this  way  been  misled  at  the  operation.  He 
had  not  found  laminectomy  a  very  serious  operation,  as  a  rule,  most  of 
the  patients  having  exhibited  comparatively  little  shock ;  hence,  one 
should  not  hesitate  in  advising  the  operation  when  the  diagnosis  was 
sufficiently  clear.  He  agreed  thoroughly  with  what  Dr.  Starr  had  said 
about  the  inadvisability  of  delaying  the  operation  for  weeks  in  order 
to  give  antisyphilitic  treatment  a  trial.  He  had  met  with  a  number  of 
cases  in  which  he  believed  the  fatal  result  was  attributable  to  such 
delay.  When  bed-sores  were  already  present  the  case  was  practical^'' 
hopeless,  the  patient  almost  invariably  dying  from  sepsis.  It  was  well 
to  remember  that  tumors  of  the  cord  are  usually  found  higher  up  than 
the  estimated  level.  By  beginning  above  and  working  downward,  it 
seemed  to  him  that  the  healing  process  would  be  favored.  He  was 
not  of  the  opinion  that  there  was  any  good  ground  for  believing  that 
the  operation  of  laminectomy  so  weakens  the  spine  as  to  lead  to  dis- 
ability. Mention  was  made  of  one  of  his  cases  in  which  a  man  was 
engaged  at  an  occupation  requiring  the  frequent  lifting  of  heavy 
weights,  yet  he  had  felt  no  inconvenience  as  a  result  of  the  operation 
upon  his  spinal  column. 

Dr.  Pearce  Bailey  reported  the  case  of  a  man,  41  years  of  age,  who 
had  been  treated  for  some  time  previously  for  a  variety  of  troubles. 
When  seen  in  May  he  had  stated  that  about  15  months  previously  he 
had  begun  to  have  intense  pain  on  the  inner  side  of  the  left  thigh. 
There  had  been  an  interval  of  a  few  months,  in  which  this  pain  had 
almost  subsided.  There  was  slight  atrophy  in  the  left  leg;  the  left 
knee-jerk  was  absent;  there  was  very  slight  anesthesia.  The  case 
seemed  to  be  one  of  tumor  of  the  cauda  equina.  Dr.  McCosh  had 
operated  on  him  on  the  226.  of  May.  He  had  removed  the  last  dorsal 
and  the  first  and  second  lumbar  vertebrae,  and  had  exposed  what  had 
looked  at  first  like  a  blood  clot,  but  microscopical  examination  had 
proved  this  to  be  a  round-cell  sarcoma.  Although  it  was  probable  that 
all  of  thi's  sarcoma  had  not  been  removed,  the  man  had  done  extremely 
well  all  these  months,  was  free  from  pain,  and  had  resumed  his  occu- 
pation. 

Dr.  Sachs  coincided  with  those  who  had  advised  against  delaying 
in  these  cases  in  order  to  try  specific  treatment.  He  was  thoroughly  in 
favor  of  operating  just  as  soon  as  the  diagnosis  had  been  established 
with  reasonable  clearness.  It  was  a  great  mistake,  in  his  opinion,  to 
look  upon  operation  as  a  last  resort.  Gumma  of  the  cord  was  quite  rare, 
and  even  in  these  cases  very  little  had  been  accomplished  by  the  admin- 
istration of  the  iodides;  hence,  such  treatment  might  very  well  be 
neglected.  In  one  of  his  cases  in  which  the  operation  had  been  done 
quite  early  the  man  had  been  restored  promptly  to  health.  In  another 
case  he  had  not  been  allowed  to  operate  early,  and  the  recovery  had 
been  far  from  satisfactory.  It  seemed  to  him  that  a  little  too  much 
importance  was  attached  to  the  mere  matter  of  localization ;  the  im- 
portant question  was  in  regard  to  the  nature  of  the  morbid  process  and 
whether  or  not  a  tumor  was  present.  In  Pott's  disease  the  sensory  dis- 
turbances were  sometimes  as  marked  as  where  there  was  a  tumor  of 
the  cord.  Pain  was  the  important  symptom,  but  this  was  applicable 
more  particularly  to  dorsal  rather  than  to  ventral  tumors.  He  was  not 
prepared  to  speak  regarding  the  relative  frequency  of  these  t^vo  forms 
of  tumor.  He  was  of  the  opinion  that  a  very  extensive  laminectomy 
could  be  done  without  causing  notable  disability  or  deformity.  Early 
operation,  he  felt  sure,  would  make  spinal  surgery  much  more  satis- 
factory than  brain  surgery. 
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Dr.  Theodore  C.  Janeway  said  that  he  regretted  very  much  that 
in  his  case  the  diagnosis  of  spinal  tumor  had  not  been  made  sooner. 
There  had  been  pain  a  year  previously,  but  the  pain  had  disappeared 
for  a  considerable  time,  and  when  he  had  first  seen  her  she  had  been 
so  extremely  nervous  that  the  question  of  hysteria  had  been  seriously 
considered.  The  case  had  progressed  very  rapidly  during  the  part  of 
the  summer  in  which  he  had  not  seen  her. 

AN  ANALYSIS  OF  THE  SYMPTOMS  OBSERVED  IN  CASES 

OF  TUBERCULOUS  MENINGITIS  AT  THE 

liABIES'  HOSPITAL. 

Dr.  C.  A.  Herter  read  a  paper  with  this  title.  There  were 
24  cases  of  tuberculous  meningitis,  and  in  15  of  these  there 
were  autopsies.  In  these  15  cases,  6  were  at  the  age  of  8^ 
months;  7  were  i  year  old  or  under.  In  9  cases  of  tuber- 
culous meningitis  without  autopsy,  6  wefe  5  months  old. 
These  figures  showed  that  tuberculous  meningitis  was  not  so 
rare  in  the  first  year  of  Hfe  as  had  been  supposed  by  some 
writers.  Nineteen  of  the  cases  had  run  their  course  in  less 
than  one  month.  The  fontanelle  had  been  markedly  dis- 
tended in  7  of  the  24  cases,  and  in  3  there  h^d  been  a  marked 
excess  of  fluid  found  at  autopsy.  In  one  case  the  fontanelle 
had  been  depressed — a  patient  sick  for  four  or  five  months.  In 
six  cases  there  had  been  a  delay  in  the  closure  of  the  fon- 
tanelle. Vomiting  had  been  noted  in  19  of  the  24  cases,  and 
had  been  the  first  symptom  in  14  cases.  In  five  in  which  there 
was  vomiting,  the  autopsy  showed  nothing  dififerent  from  the 
cases  that  had  presented  vomiting.  In  11  cases  there  had  been 
marked  constipation.  In  cases  coming  to  autopsy  there  had 
also  been  tuberculous  lesions  in  the  intestine.  In  several  of 
the  cases  there  were  tuberculous  ulcers  of  the  colon,  and  yet 
constipation  instead  of  diarrhea  had  been  present.  The  pupils 
were  unequal  in  12  of  the  24  cases,  and  dilated  in  the  others. 
The  pupils  were  contracted  in  only  two  cases.  Nystagmus 
was  observed  in  four  cases,  and  strabismus  in  10  cases.  In 
the  cases  showing  strabismus  there  were  marked  lesions  at 
the  base  and  in  the  interpeduncular  space.  There  were  gen- 
eral eonvulsions  in  50  per  cent.  There  was  no  case  which  did 
not  present  either  rigidity  or  convulsions.  In  cases  without 
meningitis,  but  with  tubercles  in  the  brain,  convulsions 
were  not  so  common.  Paralysis  was  noted  in  10  of  the  24 
cases  of  tuberculous  meningitis,  and  was  monoplegic  in  a 
number.  The  variability  of  these  palsies  was  a  rather  notable 
feature.  In  the  cases  without  meningitis,  but  with  tuber- 
cles in  the  brain,  no  paralyses  were  noted.  The  tache 
c/r/dra/e  was  noted  in  seven  cases,  and  flushing  of  the 
face  in  10  cases.    All  the  cases  of  tuberculous  meningitis  with 
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autopsy  had  presented  stupor  or  coma,  or  more  or  less  irreg- 
ularity of  respiration,  while  these  had  not  been  observed  in 
any  of  the  cases  with  tubercles,  but  without  meningitis. 
Hyperesthesia  had  been  noted  in  only  one  case,  and  in  only 
one  had  there  been  a  well-developed  cephalic  cry.  Retraction 
of  the  abdomen  had  been  noted  to  a  greater  or  less  degree 
in  15  of  the  cases  of  tuberculous  meningitis,  but  not  at  all 
in  the  other  cases.  The  fever  had  not  been  high  in  the  un- 
complicated cases,  and  the  pulse  had  shown  nothing  dis- 
tinctive. In  the  cases  without  meningitis  marked  opistho- 
tonos and  convulsions  had  been  the  rule,  and  early  vomiting 
had  been  much  less  frequent  than  where  meningitis  was  pres- 
ent. Only  two  or  three  of  the  cases  had  presented  solitary 
tubercles.  In  all  of  the  autopsy  cases  the  cerebral  tuberculosis 
had  been  clearly  'secondary.  The  intestine  was  ithe  seat  of 
tuberculous  lesions  in  11  of  the  12  cases  in  which  the  intes- 
tine was  examined.  The  knee-jerks  were  increased  in  a  large 
proportion  of  cases,  and  absent  in  only  two.  An  interesting 
feature  was  that  at  times  the  knee-jerks  would  be  alternately 
exaggerated  and  'absent. 

Dr.  Leszynsky  said  that  he  had  made  some  observations  in  children 
under  three  years  with  regard  to  the  knee-jerk,  and  had  noted  that  in  the 
early  stages  the  knee-jerks  had  seemed  to  be  absent,  but  as  soon  as  the 
pressure  symptoms  appeared  the  knee-jerks  became  exaggerated  and 
remained  so  until  death. 

Dr.  Sachs  said  that  the  diagnosis  of  tuberculous  meningitis  was 
usually  delayed  by  the  general  practitioner  because  he  overlooked,  as 
a  rule,  the  cranial  nerve  symptoms  so  commonly  found  quite  early  in 
these  cases,  and  waited  for  some  of  the  more  common  and  typical 
symptoms.  He  would  like  to  know  whether  examination  of  the  fundus 
and  lumbar  puncture  had  been  of  any  diagnostic  aid. 

Dr.  Herter  replied  that  lumbar  puncture  had  been  practised  in  a 
few  instances,  and  in  two  or  three  tubercle  bacilli  had  been  found. 
The  examination  of  the  fundus  had  been  undertaken  in  so  few  cases 
that  no  deductions  could  be  made.  None  of  the  cases  diagnosticated 
as  tuberculous  meningitis  had  recovered. 

Dr.  Sachs  said  that  in  a  series  of  cases  of  sporadic  meningitis  lum- 
bar puncture  had  been  made,  and  the  diplococcus  had  been  found  in 
almost  every  instance.  He  had  been  surprised  also  at  the  large  number 
of  recoveries  in  these  cases  of  sporadic  meningitis  in  which  the  dip- 
lococcus had  been  found.  Their  clinical  course  had  been  greatly  at 
variance  with  the  older  descriptions  of  cerebro-spinal  meningitis.  The 
onset  had  been  very  violent,  the  fever  lasting  often  a  week  or  more,  and 
then  recovery  was  rapid. 

Dr.  Herter  said  that  in  the  cases  he  had  seen  there  had  been  a 
much  more  violent  onset  than  in  tuberculous  meningitis. 
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November  26,  1900. 
The  President,  Dr.  William  G.  Spiller,  in  the  chair. 
TRAUMATIC  PARALYSIS  OF  THE  UPPER  LIMB. 
Dr.  F.  Savary  Pearce  presented  a  man,  29  years  of  age, 
who  was  said  to  have  been  struck  on  the  head,  neck,  and  left 
shoulder  on  December  29,  1899,  by  a  heavy  timber.    He  had 
no  fracture  of  the  skull,  but  was  much  contused  about  the 
head,  neck,  and  left  shoulder,  and  remained  unconscious  for 
17  days  immediately  succeeding  the  accident.     The  left  arm 
had  been  entirely  paralyzed  since  this  trauma.  The  skiagraph, 
made   at   the    Medico-Chirurgical   College,   showed   multiple 
fractures  of  the  scapula,  including  the  acromion  process,  with 
comminution  in  the  glenoid  cavity.     It  was  doubtful  whether 
the  clavicle  was  fractured  or  not.     The  spine  of  the  seventh 
cervical  vertebra  was  said  to  have  been  fractured,  but  this 
was  uncertain.     On  July  9,  Professor  Rodman  excised  the 
head  of  the  left  humerus,  with  considerable  relief  of  the  pain- 
ful joint  symptoms.    At  this  operation  he  freed  the  musculo- 
spiral  nerve  from  any  possible  pressure.    Dr.  Pearce  first  saw 
the  man  September  9,   1900,  and  found  a  typical  left  upper 
paralysis  of  the  limb.    The  arm  was  much  atrophied.     There 
was  obtusion    of    sensation    throughout,    with   anesthesia    of 
dorsal  and  palmar  surfaces  of  the  hand,  with  brittle  nails,  shiny 
skin,  and  claw-like  hand.    Reaction  of  degeneration  was  found 
everywhere  throughout  the  left  upper  extremity.     Massage 
and   galvanism   employed   for    three     months,   and     strych- 
nine in  large  doses,  with  general  hygienic  and  constitutional 
treatment  had  been  without  any  benefit.     Dr.  Pearce  had  ad- 
vised the  man  to  have  the  arm  amputated,  for  the  following 
reasons:    Very  likely  there  may  have  been   fracture  of  the 
vertebra ;    certainly   there   was   a   serious   meningitis   at   the 
time  of  the  accident,  and  these,  with  the  direct  blow  to  the 
brachial  plexus,  had  contributed  to  irreparable  nerve  injury 
and  consequent  degeneration  of  the  cords.     There  had  been 
recently  trophic  ulcerations  of  the  fingers  and  elbow  due  to 
the  hand  being  put  into  moderately  hot  water  and  to  mild 
pressure. from  the  sling  in  which  the  flail-like  member  was 
supported.     The  clavicle  had  not  caused  any  pressure,  since 
the  bone  was  normal  and  in  proper  position.    The  good  health 
of  the  man,  the  entire  lack  of  improvement  at  the  end  of 
eleven  months,  seemed  to  Dr.  Pearce  to  justify  amputation 
of  the  useless  limb. 

Dr.  Charles  K.  Mills  said  that  the  question  presented  was  a  serious 
one.  The  case  looked  like  one  of  traumatic  brachial  neuritis  of  a  grave 
character,  and  although  a  year  had  elapsed  with  very  little  improvement, 
yet  one  year  was  a  comparatively  short  time  in  a  case  of  this  sort. 
Personally  he  should  feel  very  loath  to  advise  so  serious  an  operation 
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as  amputation  in  a  case  of  this  kind.  It  is  well  known  that  improve- 
ment takes  place  in  cases  of  serious  nerve  degeneration  after  the  lapse 
of  a  long  time. 

Dr.  F.  X.  Dercum  thoroughly  agreed  with  Dr.  Mills  that  we  should 
Jiesitate  a  long  time  before  amputating  the  arm.  He,  however,  thought 
that  it  would  be  proper  to  expose  the  brachial  plexus  in  its  course  and 
entire  nerve  trunks  if  practicable.  Sometimes,  where  suturing  or  other 
surgical  measures  cannot  be  done,  reparative  processes  seem  to  be  stim- 
ulated by  the  operation  itself. 

Dr.  William  G.  Spiller  agreed  with  Dr.  Mills  and  Dr.  Dercum  that 
it  would  be  desirable  to  search  for  the  nerves  and  to  reunite  them  if 
they  were  severed.  Cases  of  remarkable  return  of  power  after  the  ends 
•of  the  nerves  have  been  reunited,  even  after  the  lapse  of  a  long  period, 
have  been  reported. 

A  CASE  IN  WHICH  TABES  AND  DISSEMINATED  SCLEROSIS 
WERE  PROBABLY  ASSOCIATED. 

Dr.  Charles  K.  Mills  presented  a  case  with  the  above 
title  from  his  service  in  the  Philadelphia  Hospital.  The  notes 
v^ere  prepared  by  the  resident  physician,  Dr.  Theodore  H. 
Weisenberg. 

The  patient,  H.  M.,  white,  aged  76,  shoemaker  by  trade, 
an  old  man  of  fair  intelligence,  gave  a  history  of  having  been 
"nervous"  for  22  years  past,  being  worse  in  the  last  ten 
years,  during  which  time  he  has  had  a  tremor  of  the  head 
and  arms,  increased  on  effort.  The  tremor  did  not  cause  him 
much  annoyance,  l^ut  about  a  year  ago  he  noticed  that  he 
could  not  walk  at  night  without  great  difficulty.  Shooting 
pains  in  the  legs  came  on  at  about  the  same  time,  to  which 
was-  added  the  feeling  of  a  tight  band  being  drawn  across  the 
chest  at  about  the  level  of  the  eighth  dorsal  vertebra.  He 
denied  syphilis,  but  was  a  moderate  drinker.  Bladder  and 
rectum  remained  normal.  Features  somewhat  fixed.  When 
at  rest  the  arms  do  not  shake,  but  on  effort  a  tremor  is  present. 
In  grasping  a  glass  of  water  the  hand  shakes,  the  tremor 
l)eing  somewhat  increased  as  the  hand  reaches  the  mouth, 
this  increase  showing  more  markedly  in  the  left  hand.  The 
tremor  does  not,  however,  seem  so  marked  on  effort  as  that 
of  disseminated  sclerosis.  The  limbs  are  not  wasted,  and 
power  is  fair  in  both  upper  and  lower  extremities.  The  legs 
show  no  tremor,  but  distinct  ataxia  with  recurring  shooting 
pains. 

On  both  sides  knee-jerks  were  absent,  as  were  also  re- 
sponses from  the  quadriceps,  gastrocnemius,  and  tendo- 
Achillis.  The  cremasteric  reflex  was  active,  and  the  Babinski 
reflex  was  absent.     Sensation  was  good. 

Dr.  G.  E.  de  Schweinitz  reported  as  follows  :  "Right  eye, 
pupil  round;  left  eye,  pupil  oval,  at  axes  of  75.  Light  reaction 
lost;  accommodation  present;  no  nystagmus;  no  failure  of 
•ocular  movements;  eye-grounds  normal. 
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The  case .  was  exhibited  because  of  the  combination  of 
symptoms  of  an  undoubted  tabes  with  a  tremor  probably 
of  the  intention  variety.  Discussion  was  asked  on  the  ques- 
tion as  to  the  nature  of  the  tremor,  whether  it  was  a  true 
intention  tremor,  indicating  disseminated  sclerosis  associated 
with  tabes,  or  whether  the  association  was  that  of  a  senile  or 
toxic  tremor  with  tabes. 

DISSEMINATED  SCLEROSIS  OR  AMYOTROPHIC  SCLEROSIS, 
WITH  BULBAR  SYMPTOMS. 

Dr.  Charles  K.  Mills  also  exhibited  the  following  from 
his  Philadelphia  Hospital  Service,  the  notes  having  been  pre- 
pared by  the  resident  physician,  Dr.  Theodore  H.  Weisen- 
berg: 

H.  S.,  white,  aged  38,  dyer,  was  admitted  to  the  hospital 
February  7,  1898. 

The  history  obtained  on  admission  is  as  follows:  He  en- 
joyed good  health  up  to  four  years  ago,  when  he  became 
impwDtent.  He  then  began  to  have  a  tremor  of  the  entire 
body,  the  head  included,  and  his  gait  also  became  uncertain 
and  staggering,  like  that  of  a  drunken  man.  His  legs  became 
more  and  more  spastic.  He  suffered  from  headache,  dizziness, 
and  pain  in  the  back  and  across  the  loins.  He  has  had  a  ten- 
dency to  undue  lachrymation  for  a  year.  Recently  he  has 
had  difficulty  in  spitting,  the  saliva  being  thick  and  ropy.  He 
had  incontinence  of  urine  for  three  months,  which  disappeared. 
His  emotional  symptoms  have  steadily  increased.  Speech  has 
become  much  affected,  and  he  recently  has  had  some  difficulty 
in  swallowing  both  liquids  and  solids. 

The  intelligence  of  the  patient  is  fair;  his  memory  is  good. 
He  has  little  or  no  control  over  emotional  expression.  On 
being  talked  to,  on  attempting  to  talk  himself,  or  spon- 
taneously at  any  time  he  cries  or  laughs  immoderately.  His 
face  flushes  intensely,  his  eyes  water,  and  he  is  unable  to 
control  his  features.  Sometimes  crying  and  laughing  are 
incongruously  mixed.  He  cannot  keep  his  face  in  repose 
except  for  a  few  seconds,  or  for  a  minute  or  two  at  most.  He 
has  difficulty  in  vocalization,  articulation,  and  enunciation. 
His  speech  is  dysarthric. 

The  tongue  can  be  protruded  only  a  few  mm.  beyond  the 
lips ;  it  appears  small,  moves  to  the  right  and  left,  but  not  up- 
wards well.  An  irregular  movement  is  present,  but  there  is 
no  fibrillary  tremor.  The  saliva  dribbles  from  his  mouth  al- 
most constantly.  He  rapidly  gulps  his  food  and  occasionally 
chokes.    ■ 

On  account  of  the  condition  of  the  patient,  it  has  been 
impossible  lately  to  obtain  a  satisfactory  examination  of  his 
eyes.     The  record   of  the   last   examination,   made   by   Dr. 
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Charles  A.  Oliver,  about  a  year  ago,  showed:  Pupils,  two 
mm. ;  irides  freely  and  equally  mobile  to  light,  accommodation 
and  convergence;  extra  ocular  movements  intact;  vision  in 
both  eyes  normal. 

Hearing  and  taste  are  normal.  Smell  is  lost,  except  for 
the  most  pungent  odors.  With  his  eyes  shut  he  staggers  and 
falls.  Gait  is  decidedly  spastic  and  quite  uncertain,  there 
being  a  tottering  motion;  he  drags  his  left  foot  more  than  the 
right.  His  arms  are  well  nourished  and  muscular,  showing 
no  loss  of  power.  There  is  no  tremor  of  the  arms,  but  slight 
ataxia,  more  marked  in  the  right.  All  reflexes  are  exagger- 
ated, more  so  in  the  left  side.  Ankle-clonus  is  persistent  on 
the  left,  and  present  but  less  marked  on  the  right  side.  Bab- 
inski  reflex  is  present  on  both  sides.  Sensation  for  touch,  pain 
and  temperature  is  normal ;  no  astereognosis ;  but  in  the  last 
six  months  he  has  had  a  dead  feeling  in  the  left  arm  and  leg. 
Bladder  and  rectum  are  normal. 

The  case  was  shown  as  one  of  unusual  interest,  and  as 
presenting  some  difficulties  of  diagnosis  between  disseminated 
sclerosis  or  amyotrophic  sclerosis  with  bulbar  symptoms,  and 
pseudo-bulbar  paralysis  of  non-sclerotic  type. 

Dr.  A.  A.  Eshner  said  that  the  character  of  the  tremor  in  the  first  case 
was  suggestive  of  paralysis  agitans.  Paralysis  agitans  need  not  be  excluded 
by  the  fact  that  the  tremor  occurs  only  on  intentional  movement.  Wollen- 
berg,  in  the  article  on  paralysis  agitans,  in  Nothnagel's  "Specielle 
Pathologic  und  Therapie,"  refers  to  cases  in  which  tremor  was  not  only 
absent  during  rest,  but  was  induced  or  increased  by  volitional  effort. 
Apart  from  its  rhythm  and  range,  there  is  something  distinctive  about 
the  tremor  of  paralysis  agitans  that  is  difficult  of  description.  It  might 
be  called  an  intrinsic  tremor.  The  speaker  knew  nothing  about  the 
association  of  paralysis  agitans  and  tabes  dorsalis,  but  he  could  see  no 
reason  why  the  two  should  not  be  concurrent  in  a  single  individual. 
Eichhorst  ("Practice  of  Medicine,"  1899,  p.  610)  relates  that  he  has 
observed  one  case  of  tabes  dorsalis  complicated  by  paralysis  agitans. 

Dr.  Wharton  Sinkler  said  that  in  this  case  the  tremor  was  more 
characteristic  of  disseminated  sclerosis  than  of  paralysis  agitans,  in 
which  the  tremor  is  continuous  during  rest,  and  in  the  early  stages  is 
arrested  by  voluntary  effort.  Although  the  knee-jerks  were  absent  and 
the  pupillary  reflexes  also  absent,  the  patient  had  not  the  characteristic 
ataxic  station.  If  the  speaker  had  been  asked  a  short  time  ago  if  there 
were  any  difficulty  in  the  diagnosis  between  disseminated  sclerosis  and 
locomotor  ataxia,  he  would  have  said  "No,"  but  he  had  recently  seen 
a  young  man,  aged  24  years,  with  no  history  of  venereal  diseases,  but 
with  a  history  of  venereal  excesses.  He  was  healthy  until  four  years 
ago,  when  he  began  to  notice  unsteadine3s  of  gait  and  some  defect 
in  speech.  There  is  entire  absence  of  the  knee-jerks,  exceedingly  un- 
steady station  with  the  eyes  open,  and  when  the  eyes  are  closed  it  is 
impossible  for  him  to  stand.  On  the  other  hand,  he  has  no  changes  in 
the  pupillary  reflexes ;  he  has  scanning  speech  and  tremor  of  the  head. 
The  speaker  thought  that  the  case  was  one  of  Friederich's  ataxia. 

He  thought  that  in  Dr.  Mills'  case  there  was  a  mixed  lesion,  a  lesion 
involving  the  posterior  segment  of  the  cord,  and  also  a  higher  lesion 
of  the  nature  of  disseminated  sclerosis. 
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Dr.  F.  X.  Dercum  remarked  that  ataxia  was.  of  course,  not  a  neces- 
sary symptom  in  tabes,  although  it  was  present  in  the  vast  majority  of 
cases.  He  thought  that  this  case  must  be  regarded  primarily  as  a  case 
of  tabes.  Whether  or  not  the  tremor  justified  the  diagnosis  of  a  lesion 
elsewhere  was  a  question.     He  was  inclined  to  think  that  it  did. 

With  regard  to  the  second  case,  he  thought  that  there  was  in  that 
a  cerebral  lesion.  The  extreme  emotional  mobility,  the  presence  of 
symptoms  referable  to  both  arms  and  legs,  without  wasting  and  without 
fibrillary  tremor,  he  thought  pointed  to  lesions  either  within  the  centrum 
ovale,  or  within  the  capsule  or  possibly  in  the  cortex,  together  with  pos- 
sible secondary  changes  in  the  pyramidal  tract.  He  thought  that  amyo- 
trophic sclerosis  was  not  indicated  because  of  the  good  power  of  move- 
ment over  the  tongue  and  lips,  the  absence  of  atrophy  of  the  tongue, 
the  absence  of  fibrillary  tremor,  and  the  absence  of  wasting  in  the  muscles 
of  the  hand  and  elsewhere.  While  it  was  impossible  to  make  a  posi- 
tive diagnosis,  he  was  inclined  to  look  on  the  case  as  one  of  pseudo- 
bulbar palsy. 

Dr.  D.  J.  McCarthy  did  not  understand  why.  from  a  clinical  stand- 
point, multiple  sclerosis  was  excluded.  This  disease  may  involve  the 
posterior  segments  of  the  cord  as  well  as  other  parts.  He  did  not  see 
why  the  clinical  picture  of  multiple  sclerosis  involving  the  posterior 
roots  should  differ  from  that  of  tabes. 

Dr.  William  G.  Spiller  said  he  thought  that  the  first  case  was  prob- 
ably one  of  tabes.  He  was  led  to  the  conclusion  from  the  occurrence 
of  sharp  shooting  pains,  loss  of  knee-jerk,  girdle  sensation  and  Argyll- 
Robertson  pupil.  Sharp  shooting  pains  and  Argyll-Robertson  pupil  are 
not  common  in  disseminated  sclerosis.  Loss  of  knee-jerk  also  is  not. 
common,  although  he  had  seen  cases  in  which  the  knee-jerK  was  absent 

The   second   case   he  thought   was  probably  one   of  pseudo-bulbar- 
palsy.     In   amyotrophic   lateral    sclerosis,    implicating   the   medulla    ob- 
longata, the  course  of  the  disease  is  usually  more  rapid  than  it  had  been 
in  this  patient. 

Dr.  Charles  K.  Mills  regarded  the  first  case  as  one  of  tabes,  on 
account  of  the  bilateral  character  of  the  symptoms,  the  absence  of  sacral 
and  lumbar  reflexes,  the  presence  of  the  Argyll-Robertson  pupil,  and  the 
absence  of  the  peculiar  condition  of  the  optic  nerve  present  in  dis- 
seminated sclerosis.  It  is  true,  as  Dr.  McCarthy  stated,  that  in  dis- 
serninated  sclerosis  the  lesions  may  be  anywhere,  that  they  may  be  of 
various  sizes  and  may  attack  the  postero-lateral  or  posterior  columns. 

The  tremor  he  felt  certain  was  increased  by  willed  effort.  He  did 
not  agree  with  Dr.  Eshner  in  his  description  of  the  tremor  of  paralysis 
agitans.  The  term  intrinsic  does  not  explain  it.  It  is  a  uniform  or 
stereotyped,  rather  than  a  jerky,  irregular  tremor,  as  seen  in  dissem- 
inated sclerosis.  While  intention  tremor  may  be  present  in  paralysis, 
agitans,  it  is  not  the  rule. 

Dr.  F.  X.  Dercum  presented  an  anomalous  case  of  paral- 
ysis and  dystrophy  of  muscles  probably  dependent  upon  both 
neural  and  spinal  lesions,  but  not  primary  neurotic  atrophy. 

A  CASE  OF  MYOPATHY  OF  LATE  AND  GRADUAL  DEVEL- 
OPMENT,  BUT   WITH   RELATIVELY   RAPID 
CHANGES  UNDER  OBSERVATION. 

Dr.  F.  X.  Dercum  presented  a  man  in  whom  the  arms 
had  begun  to  g"et  weak  about  eight  years  previously.  The 
weakness  began  very  gradually,  only  incapacitating  him  for 
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work  after  three  years.  He  had  never  suffered  pain ;  his 
ailment  consisting  merely  of  weakness  of  the  arms  and  of  wast- 
ing in  the  muscles.  He  denied  all  venereal  trouble.  In  1897 
he  was  a  well  developed  man,  with  the  exception  of  the  arms. 
The  muscles  of  bath  arms  were  much  wasted,  and  patient 
had  little  strength  in  them.  The  hands  were  large  and  the 
fingers  tapering.  The  reflexes  in  the  arms  were  abolished. 
The  legs  were  large  and  well  formed,  and  the  knee-jerks 
feeble.  There  were  nowhere  any  sensory  losses.  Heat  and 
cold  were  normally  recognized  and  distinguished.  The  sphinc- 
ters were  normal,  as  were  also  the  eyes. 

In  1898  the  quadriceps  of  both  thighs  were  found  enlarged, 
giving  the  thighs  and  hips  a  feminine  type. 

In  1899  both  knee-jerks  were  found  to  be  abolished.  Lit- 
tle change  had  taken  place  since  the  last  examination  in  the 
muscles  of  the  arms.  The  wasting  was  slightly  more  accen- 
tuated. Flattening  of  the  thenar  and  hypothenar  eminences  of 
both  hands  was  now  quite  evident.  The  action  of  both  deltoids 
was  now  also  decidedly  impaired.  The  face  seemed  slightly 
flattened  on  both  sides,  with  smoothing  out  of  the  wrinkles. 
There  was  slight  wasting  of  the  muscles  of  expression. 

In  October,  1900,  there  was  marked  flattening  and  smooth- 
ing of  both  cheeks.  The  nasolabial  folds  were  shallow.  There 
was  marked  flattening  of  both  orbiculares  palpebrarum.  The 
eyes  were  not  firmly  closed.  The  eye-lids  also  drooped  very 
slightly,  giving  the  patient  a  sleepy  look.  The  angles  of  the 
mouth  drooped  on  both  sides.  The  lips  were  well  protruded. 
He  could  not  retract  and  properly  elevate  the  angles  of  tlie 
mouth  as  in  smiling.  The  abdomen  was  full  and  almost  pen- 
dulous. Shoulders  and  trunk  were  thrown  backward  as 
though  from  weakness  of  the  erectores  spinse.  The  patient 
stood  with  his  chin  drooping  forward  on  his  chest,  but  he 
extended  the  head  and  threw  it  backward  without  effort. 
Wasting  had  become  accentuated  in  both  upper  arms,  and 
was  more  marked  in  them  than  in  the  forearms.  The  patient 
was  unable  to  flex  the  arms  at  the  elbows  at  all.  Both  hands 
were  now  somewhat  tumid  and  livid.  He  could  still  extend 
and  flex  the  digits  of  left  hand,  but  though  he  could  flex  the 
digits  of  the  right  hand,  he  was  unable  to  extend  them  after- 
ward. He  stood  with  his  knees  retroflexed.  Gluteal  regions 
anteriorly  on  both  sides  were  atrophied.  Both  calves  were 
now  decidedly  enlarged.  There  was  some  lividity  of  both  legs, 
knees,  and  feet.  The  patient  was  now  also  very  flat-footed  on 
both  sides.  The  arch  of  the  right  foot  was  completely  lost. 
The  entire  plantar  surface  was  in  contact  with  the  ground. 
The  arch  was  less  completely  lost  in  the  left  foot. 
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This  case  was  of  much  interest  because  the  more  striking 
changes  had  occurred  while  the  case  was  under  observation. 
The  involvement  of  the  face,  for  instance,  had  begun  only  in 
the  last  year,  while  the  hypertrophy  of  the  thighs  had  begun 
within  a  little  over  two  years.  The  other  changes  noted  had 
all  become  accentuated  within  the  last  one  or  two  years.  The 
relatively  late  period  at  which  this  myopathy  developed, 
35  years  of  agre,  was  also  of  interest. 

A    CASE    OF    MULTIPLE    NEURITIS,    PASSING    INTO    THE 
DUCHENNE-ERB  TYPE  OF  BRACHIAL  PLEXUS  PALSY. 

Dr.  D.  J.  McCarthy  presented  from  the  Polyclinic  Hospital 
a  man  of  28  years,  compositor  by  occupation,  who  had  used 
alcohol  to  excess  for  many  months.  He  was  troubled  with 
abdominal  pains  and  intense  constipation  during  the  summer 
of  1900,  and  in  September  began  to  lose  power  in  his  arms 
and  legs.  In  a  few  days  after  the  appearance  of  the  first 
symptoms  he  was  unable  to  lift  either  arm  or  hand.  At  the 
end  of  a  week  he  lost  power  in  his  legs,  and  was  compelled  to 
go  to  bed.  He  remained  in  bed  two  weeks,  and  has  continued 
to  improve  up  to  the  present  time.  After  three  months  he 
had  regained  a  fair  amount  of  power  in  the  legs,  and  in  the 
flexors  of  the  forearms  and  fingers,  but  there  remained 
almost  complete  paralysis  of  the  deltoid,  supraspinatus,  infra- 
spinatus, biceps,  pectorals,  and  the  extensors  of  the  wrist.  In 
all  these  muscles  atrophy,  with  more  or  less  complete  reac- 
tions of  degeneration,  was  marked.  Reflexes  were  lost; 
tenderness  over  the  nerve  trunks  was  present,  and  diplopia, 
due  to  third  nerve  involvement  of  the  right  side,  was  observed. 
A  blue  line  on  the  gums  is  still  present.  The  case  is  one  of 
interest  on  account  of  the  double  etiology  of  lead  and  alcohol, 
and  because  after  the  acute  symptoms  had  subsided  there 
remained  the  clinical  portion  of  the  combined  shoulder  paral- 
ysis of  Duchenne  and  Erb. 

Dr.  Charles  K.  Mills  said  that  these  cases  suggested  to  him  the 
question  of  the  peripheral  nature  of  some  symptoms  which  we  do  not 
regard  as  of  peripheral  origin.  In  one  of  the  cases,  in  which  ataxia 
and  various  other  manifestations  were  present,  the  autopsy  showed  no 
lesion  in  the  cord,  but  nerve  degenerations. 

Dr.  William  G.  Spiller  said  that  he  had  seen  these  cases  with  Dr. 
Dercum,  and  that  in  the  first  one  it  was  exceedingly  difficult  to  make  a 
diagnosis.  The  symptoms  did  not  fully  correspond  with  those  of  any 
known  disease.  He  thought  that  a  cerebral  affection  could  be  excluded. 
If  the  case  were  one  of  muscular  dystrophy,  it  was  something  more. 

He  referred  to  a  case  recently  reported  of  flaccid  paralysis  of  the 
upper  limbs  with  spasticity  of  the  lower  limbs  dating  from  birth.  In 
such  a  case  one  might  be  induced  to  diagnosticate  hemorrhage  into  the 
spinal  cord  in  the  cervical  region,  as  one  lesion  would  explain  the  symp- 
toms.    The  necropsy  showed  that  two  lesions  existed.     The  paralysis 
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of  the  upper  limbs  was  of  peripheral  origin,  and  the  spasticity  of  the 
lower  limbs  was  explained  by  a  cerebral  lesion. 

In  Dr.  Dercum's  first  case  the  muscles  in  the  superior  part  of  the 
upper  limbs  were  affected,  whereas  the  muscles  in  the  lower  part  of 
the  upper  limbs  were  almost  intact.  If  the  lesion  were  in  the  cord,  it 
was  probably  in  the  fifth,  sixth  and  possibly  seventh  cervical  segments. 
If  within  the  spinal  cord  it  must  be  some  lesion  that  had  destroyed  the 
anterior  horn  on  each  side.  The  lower  limbs  were  not  very  spastic. 
If  the  lesion  were  on  the  outside  of  the  cord,  it  might  be  a  syphilitic 
pachymeningitis  implicating  the  nerve  roots  of  the  upper  part  of  the 
upper  limbs,  and  causing  pressure  on  the  lateral  columns,  with  exag- 
geration of  the  knee-jerks.  The  almost  complete  integrity  of  the 
muscles  in  the  lower  part  of  the  upper  limbs  showed  that  the  complete 
paralysis  of  the  lower  limbs  was  not  caused  by  a  lesion  in  the  upper 
part  of  the  cervical  enlargement.  The  tenderness  on  pressure  and  the 
spontaneous  pains  were  like  those  of  neuritis,  but  the  exaggerated  re- 
flexes in  the  lower  limbs  were  against  the  diagnosis  of  neuritis. 

The  patient  from  his  clinic,  shown  by  Dr.  McCarthy,  he  said  bore 
some  resemblance  to  Dr.  Dercum's  case,  although  there  was  a  less  de- 
gree of  atrophy.  He  believed  that  Dr.  McCarthy's  case  was  one  of 
neuritis. 

Dr.  F.  X.  Dercum  said  that  is  was  possible  that  there  were  two 
lesions,  one  in  the  peripheral  nerves,  the  other  in  the  cord.  He  did  not 
see  how  we  could  escape  the  significance  of  tenderness  over  the  nerve 
trunks  and  the  pain.  Might  not  the  same  toxic  agent  which  produced 
the  neuritis    also  have  caused  the  lesions  in  the  cord? 

Dr.  D.  J.  McCarthy  remarked  that  Krafft-Ebling  had  reported  a  case 
of  brachial  nerve  palsy  due  to  infection.  He  thought  that  a  cause  which 
would  affect  the  peripheral  nerves  might  also  affect  the  spinal  cord. 
In  a  case  of  Erb's  palsy,  due  to  tainted  meat,  Oppenheim  had  called 
attention  to  the  fact  that  tainted  meat  is  a  common  cause  of  encephal- 
itis. If  that  be  a  cause  of  a  peripheral  condition,  he  did  not  see  why  it 
could  not  cause  a  lesion  in  the  spinal  cord  or  in  the  brain. 

Dr.  Guy  Hinsdale  said,  with  reference  to  the  possibility  of  lead 
being  the  cause  of  the  lesion  in  Dr.  McCarthy's  case,  that  it  was  quite 
unusual  to  have  lead  infection  in  compositors  from  the  absorption  of 
lead  from  type,  type-metal  being  of  a  hard  alloy  of  lead  and  antimony, 
and  not  liable  to  give  off  small  particles  that  could  be  absorbed  by  the 
skin  or  stomach.  He  did  not  doubt,  however,  that  in  the  present  in- 
stance the  symptoms  were  those  of  lead  poisoning. 

Dr.  D.  J.  McCarthy  said  that  the  early  symptoms  were  distinctly 
those  of  lead.  There  was  pain  in  the  abdomen  with  marked  constipa- 
tion. Later  there  was  double  wrist-drop  and  symptoms  in  the  lower 
extremities  which  looked  more  like  those  from  alcoholic  poisoning, 
on  account  of  the  excessive  tenderness  in  the  muscles  themselves. 

A   CASE  OF  UNILATERAL   OCULO-MOTOR  PARALYSIS. 

Dr.  A.  R.  Allen  presented  from  the  Polyclinic  Hospital 
a  man,  51  years  of  age,  who  denied  strenuously  any 
venereal  infection.  He  had  been  referred  by  Dr.  J.  Adams. 
One  year  ago  he  began  to  sufifer  from  severe  and  constant 
supra-orbital  pain.  Glasses  relieved  this  for  a  few  weeks,  but 
it  returned,  and  in  a  month  his  left  eyelid  began  to  droop. 
Since  this  time  he  has  had  three  attacks  of  weakness  without 
unconsciousness,  but  accompanied  with  leftsided  headache  and 
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tingling  of  fingers.  For  the  last  four  or  five  months  he  has 
had  severe  pain  over  left  eye.  He  has  never  had  vertigo. 
Gait  with  eyes  closed  is  normal.  He  has  no  Romberg's  sign. 
He  is  often  very  drowsy. 

O.  S.  nerve  round  and  red  with  slight  blurring  of  edges. 
Complete  paralysis  of  inferior  rectus  and  superior  rectus,  and 
partial  paralysis  of  internal  rectus.  The  external  rectus  acts. 
The  inferior  oblique  is  paralyzed.  The  superior  oblique  is 
intact.  The  iris  is  without  reaction.  Fields  normal.  There 
is  present  a  degree  of  exophthalmos  on  the  left  side,  and 
tenderness  on  palpation  to  roof  of  left  orbit. 

Dr.  F.  S.  Pearce  said  that  he  had  recently  seen  at  his  clinic  a  case 
of  paralysis  of  a  similar  type  in  a  man,  who  stated  that  the  condition 
had  followed  some  operation  done  upon  the  eye.  This  would  be  of  in- 
terest as  regards  the  etiology  of  some  cases,  since  infection  following 
operation  might  cause  a  pefipheral  neuritis  affecting  branches  within 
the  orbit,  causing  the  paralysis. 

Dr.  William  G.  Spiller  remarked  that  the  drowsiness  and  exag- 
gerated patellar  reflexes  made  him  fear  the  presence  of  a  neoplasm  im- 
plicating the  base  of  the  brain,  though  possibly  also  within  the  orbit. 
It  might  be  a  syphilitic  lesion. 

Dr.  Wm.  G.  Spiller  reported  a  case  with  the  symptoms  of 
cerebro-spinal  meningitis,  with  intense  and  general  alteration 
of  the  nerve  cell-bodies,  but  with  little  evidence  of  inflam- 
mation.    (See  p.  140.) 

Dr.  D.  J.  McCarthy  said,  with  reference  to  the  pseudo-meningitis 
which  occurs  in  typhoid  fever,  that  he  had  examined  a  brain  from  such 
a  case  sent  to  him  by  Dr.  Stengel.  There  was  no  degeneration  in  the 
nerve  cells  of  the  cortex.  There  were  changes  in  the  ependyma  with 
the  deposit  of  some  granular  substance.  He  was  under  the  impression 
that  there  was  some  change  in  the  cerebro-spinal  fluid  leading  to  exuda- 
tion and  pressure.  In  young  children  suffering  from  diarrheal  affec- 
tions, it  is  not  uncommon  to  have  symptoms  of  meningitis  and  yet  find 
no  evidences  of  meningitis  at  the  autopsy.  A  German  observer  has 
called  attention  to  the  fact  that  there  is  a  certain  amount  of  chromatol- 
ysis  in  these  cases  due  to  hydremia.  In  a  case  of  acute  internal  hydro- 
cephalus he  had  examined,  the  nerve  cells  of  the  cortex  showed  no 
chromatolysis  or  other  change. 

Dr.  F.  S.  Pearce  called  attention  to  the  occurrence  of  serous  exu- 
dates in  cases  of  high  temperature.  He  thought  that  many  cases  diag- 
nosticated as  meningitis  are  of  this  serous  type.  In  a  case  recently  seen 
a  child  had  had  three  attacks  of  what  was  called  meningitis,  with  three 
incomplete  recoveries  from  the  hemiplegia  which  followed  these  attacks. 
In  the  second  attack  the  temperature  was  108°. 

Dr.  William  G.  Spiller  called  attention  to  the  impossibility  in  some 
cases  of  making  a  diagnosis  of  meningitis  from  the  macroscopic  appear- 
ances. He  had  just  examined  the  brain  and  spinal  cord  from  a  case  of 
typhoid  fever.  The  typhoid  bacillus  had  been  found  in  the  meninges, 
but  he  had  not  found  signs  of  meningitis.  It  has  been  shown  that  the 
mere  presence  of  bacteria  within  the  tissues  at  necropsy  is  no  evidence 
that  they  were  there  before  death,  as  in  many  cases  there  is  post-mortem 
invasion.  If  we  find  round-cell  infiltration  with  the  bacteria  within  the 
tissues  of  the  nervous  system,  there  is  more  reason  to  conclude  that  the 
bacteria  were  the  cause  of  the  symptoms. 
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Formes  cliniques  des  paralysies  du  plexus  brachial.  (Clinical 
Forms  of  Paralysis  of  the  Brachial  Plexus.)  Henri  Grenet 
(Archives  Generales  de  Medicine.     Vol.  IV,  October,  1900). 

From  an  exhaustive  and  interesting  study  on  this  subject  a  number 
of  important  conclusions  may  be  derived,  (i)  Mixed  forms  of 
paralyses:  (a)  One  can  describe  as  many  forms  of  the  paralysis  as 
there  are  segments  in  the  plexus.  There  exist  root  paralyses,  both 
intra  and  extra  spinal;  paralyses  of  the  first,  second  and  third  seg- 
ments of  the  plexus,  and  paralysis  of  the  terminal  branches,  (b)  An 
examination  of  the  collateral  nerves  of  the  plexus  determines  the  form 
of  the  paralysis,  (c)  It  is  possible  to  recognize  the  root  origin  of  a 
superior  paralysis  by  the  involvement  of  the  supra  and  infra  spinous 
muscles  innervated  by  the  supra  scapular  nerve.  One  recognizes  the 
intra-spinal  origin  of  a  superior  paralysis  by  the  involvement  of  the 
serratus  magnus.  (d)  Inferior  root  paralysis  of  the  first  portion  of 
the  intra-spinal  segment  is  recognized  by  the  oculo-pupillary  phen- 
omena. But  an  inferior  root  paralysis  is  mot  accompanied  by  these 
if  the  seat  of  the  lesion  is  beyond  the  sympathetic  anastomosis,  {e) 
There  does  not  seem  to  exist  any  apparent  and  important  clinical 
difference  between  an  inferior  extra-spinal  root  paralysis  and  an  in- 
volvement of  the  first  segment  of  the  plexus,  (f)  All  of  these  forms 
are  secondary.  Only  two  great  clinical  types  exist:  The  root  paralyses 
and  the  terminal  paralyses,  (g)  The  paralyses  described  under  the 
name  of  paralyses  of  the  plexus,  properly  so-called,  assume  sometirnes 
the  root  type  (first  segment),  at  other  times  the  terminal  type  (third 
segment).  These  do  not  constitute  a  special  clinical  form,  but  acces- 
sory types  dependent  on  the  one  or  the  other  of  these  two  great 
divisions. 

(2)  Motor  Paralyses,  (a)  The  pure  motor  paralyses  ordinarily 
result  from  isolated  lesions  of  the  anterior  roots.  Sometimes  the 
lesion  may  extend  beyond  the  union  of  the  anterior  and  the  posterior 
roots  without  any  resultant  sensory  symptoms,  (c)  Lesion  of  the  two 
roots,  at  least,  is  ordinarily  necessary  to  determine  a  motor  paralysis. 
In  some  cases  lesion  of  a  single  root  is  sufficient  to  produce  a  paral- 
ysis. The  motor  root  distribution  seems  then  subject  to  some  individ- 
ual variations. 

(3)  Sensory  Paralyses,  (a)  The  sensory  paralyses  seem  to  re- 
sult in  all  cases  from  intra-spinal  lesions  (before  the  blending  of  the 
two  roots)  of  the  spinal  roots,  (b)  Lesion  of  the  three  roots  may  not 
suf^ce.  Lesion  of  one  root  may  be  sufficient  to  produce  sensory 
symptoms.  The  individual  variations  appear  greater  in  the  sensory 
root  distribution  than  in  the  motor  distribution,  (c)  The  restitution 
of  diseased  roots  by  healthy  ones  is  not  always  complete.  Very  lim- 
ited zones  of  anesthesia  may  appear  after  lesions  of  a  single  root,  de- 
spite the  integrity  of  other  roots  distributing  fibers  to  the  same  terri- 
tory. 

(4)  Diagnosis,  (a)  The  paralyses  of  the  root  type  are  charac- 
terized by  the  localization  of  the  symptoms  to  a  particular  muscular 
group  and  by  the  band-like  disposition  of  the  anesthesia.     The  paral- 

170 


PERISCOPE.  171 

yses  of  the  terminal  type  are  distinguished  by  the  limitation  of  the 
symptoms  to  the  exact  area  of  distribution  of  one  or  several  peripheral 
nerves,  (b)  Hysteria  is  recognized  especially  by  the  distribution  of  the 
sensory  symptoms,  (c)  Paralyses  of  the  peripheral  nerves  may  simu- 
late those  of  the  root  type  when  several  nerves  are  simultaneously  in- 
volved or  when  the  symptoms  extend  to  the  territory  of  neighboring 
nerves.  Jelliffe. 

De  l'hemiplegie  traumatique  (Traumatic  Hemiplegia).  Rene 
Martial  (Nouvelle  Iconographie  de  la  Salpetriere,  13th  Year, 
Nos.  3,  4  and  5.     1900). 

This  is  a  very  careful  study  of  hemiplegia  following  head  injuries. 
The  following  abstract  aims  only  to  mention  some  of  the  general 
facts  deduced  from  this  study.  The  paper  presents  a  careful  analysis 
of  forty-seven  cases  of  traumatic  hemiplegia,  including  in  this  number 
some  personal  observation  of  the  author.  The  following  is  the  gen- 
eral scheme  of  the  paper:  A  study  of  cases  of  traumatic  hemiplegia 
in  all  ages,  except  the  first  years  of  life,  from  the  point  of  view  of 
etiology,  pathology,  clinical  symptoms,  and  of  subsequent  effects  of 
such  injuries,  which  have  to  do  principally  with  the  psychical  state, 
thus  medicolegally  of  interest.  The  first  observations  of  traumatic 
hemiplegia  found  in  literature  is  by  a  Lyons  physician,  Fouhoux,  in 
1844.  The  etiologic  factors  are  varied  in  this  present  series  of  47 
cases;  21  are  due  to  blows  on  the  head,  11  to  pistol  shots,  10  to  falls 
on  the  ground,  4  to  penetrating  instruments,  and  i  from  a  burn  in  the 
region  of  the  temporal  lobe  in  a  child.  The  left  parietal  region, 
the  right  ternporal,  orbital,  malar  and  the  occipital  are  the  regions 
of  the  head  in  their  order  of  frequency  with  respect  to  the  location 
of  the  injury  followed  by  hemiplegia.  As  a  predisposing  cause  alcohol 
occupies  the  first  place.  In  the  47  cases,  17  were  alcoholic;  especially 
is  this  so  in  the  central  hemiplegias.  There  are  two  main  forms  of 
this  condition,  traumatic  simple  or  immediate  hemiplegia  and  late 
traumatic  hemiplegia.  In  the  first  are  included  those  where  the 
hemiplegia  follows  immediately  on  the  trauma.  In  the  second  are 
included  those  in  which  the  hemiplegia  occurs  after  the  lapse  of  a 
certain  time.  In  the  series  of  cases  studied  under  the  first  division, 
some  of  the  facts  noted  are  these:  Hemianopsia  is  frequent.  Dilata- 
tion of  the  pupil  was  found  seven  times.  Strabismus  present  in  a  few 
instances.  Aphasia  observed  ten  times.  Elevations  of  temperatures 
observed  in  acute  form;  the  pulse  rate  is  increased  up  to  150  or  160. 
Both  these  latter  symptoms  are  only  temporary.  Under  the  second 
group  are  described  cases  which,  in  general,  follow  this  description: 
After  some  head  injury,  as  a  rule  without  any  external  evidence  of 
trauma,  the  patient  seemingly  recovers,  with  the  exception  of  a  feeling 
of  fatigue  or  dizziness.  Soon  afterwards  the  hemiplegia  develops 
with  aphasia,  etc.  These  cases  are  not  traumatic  hysteria,  for  post- 
mortem examination  shows  often  very  definite  lesions  in  the  interior 
of  the  brain,  the  cortex  being  uninjured.  The  time  elapsing  between 
the  injury  and  the  development  of  the  symptoms  is  variable,  from 
36  hours  to  2  or  5  months  or  more.  As  the  result  of  experiments 
with  blows  and  projectiles  on  animals,  the  fact  is  noted  that  trau- 
m.atism  can  produce  hemiplegia  by  a  direct  or  by  an  indirect  action 
en  the  brain,  by  causing  a  hemorrhage  or  an  encephalitis.  In  the 
latter  case,  preexisting  affections  must  be  considered.  The  diag- 
nosis of  the  seat  of  the  lesion  is  generally  easy.  In  point  of  prognosis 
the  author  is  of  the  owinion  that  traumatic  hemiplegia  is  an  affection 
which  has  a  well  marked  tendency  to  recovery.     In  this  regard  it  is 
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necessary  to  note  that  there  is  often  found  a  condition  that  might  be 
termed  temporary  recovery;  tor  example,  after  a  bullet  wound  m  the 
bram,  the  hemiplegia  and  other  symptoms  apparently  clear  up  in  a 
surprisingly  short  time.  The  wound  in  the  skull  closes,  the  ball,  as 
shown  by  radiograph,  is  still  lodged  in  the  brain,  and  the  patient 
goes  back  to  his  former  manner  ot  life  without,  apparently,  suffering 
any  inconvenience  from  the  foreign  body  in  the  brain.  Frequently 
such  a  patient,  after  a  certain  period  of  wellbeing,  will  be  taken  sud- 
denly with  severe  headache  and  die  of  cerebral  abscess.  Therefore 
the  continued  presence  of  a  bullet  in  the  brain  is  always  a,  matter 
of  grave  significance.  Prognosis  of  traumatic  hemiplegia  is  always 
serious;  first,  on  account  of  the  infirmity,  which  can  persist;  second, 
on  account  of  the  apparent  and  temporary  recovery.  In  regard  to 
treatment,  the  operative  interference  in  case  of  hematoma  is  men- 
tioned. Medicolegally  the  author  lays  great  weight  on  the  influence 
of  alcohol,  both  in  regard  to  its  being  a  predisposing  cause  and  on 
account  of  the  alcoholic  state  during  which  so  many  head  wounds 
are  received.  A  careful  and  precise  clinical  history  of  all  the  cases 
upon  which  this  article  is  based,  is  included  in  the  text,  with  critical 
and  explanatory  remarks,  which  make  the  paper  extremely  valuable 
and  interesting.  Schwab. 

The  Physiological  Influence  of  the  Ductless  Glands.     O.  T. 
Osborne  (New  York  Medical  Society.     May,   1900). 

The  relationship  of  many  diseases  of  metabolism  usually  classed 
as  neurotic  is  so  close  to  the  physiology  of  the  ductless  glands  that 
the  paper  of  the  author  is  of  interest  to  the  neurologist.  Dr.  Osborne 
said  that  of  late  years  we  have  come  to  realize  that  three  glands, 
whose  functions  were  entirely  ignored  at  the  beginning  of  the  cen- 
tury, are  absolutely  necessary  to  life.  These  are  the  pancreas,  the 
thyroid  and  the  suprarenal  bodies.  It  is  not  improbable  that  a  fourth 
set  of  glands,  the  parathyroids,  are  also  necessary  to  life.  It  is  im- 
portant to  remember  that  at  forty-five  there  occurs  a  physiological 
under-secretion  of  the  thyroid,  and  that  after  this  subjects  put  on 
weight  and  arteriosclerotic  and  fatty  degenerative  changes  in  the 
heart  and  blood-vessels  are  liable  to  occur.  At  the  same  time  there 
is  increased  blood-pressure.  In  infants,  it  is  probable  that  there  is 
very  little  suprarenal  secretion.  As  a  result,  the  vasomotor  system 
is  not  well  under  control,  and  thermotaxis.  or  heat  regulation,  is 
very  easily  disturbed.  The  atrophy  of  the  thyroid  at  forty-five  is 
probably  associated  with  atrophy  of  other  important  glandular  struc- 
tures in  the  body.  This  glandular  atrophy  bears  some  important 
relation  to  the  occurrence  of  the  menopause.  In  this  connection  it 
is  important  to  remember  that  80  per  cent,  of  the  cases  of  Graves' 
disease  occur  in  women.  It  is  not  improbable,  therefore,  that  the 
thyroid  in  the  feraale  is  in  a  state  of  much  less  stable  equilibrium  as 
regards  lits  physiological  condition  than  it  is  in  the  male.  The  occur- 
rence of  at  least  temporary  enlargement  during  menstruation  and  of 
a  certain  amount  of  permanent  enlargement  after  pregnancy  in  many 
cases  seems  to  indicate  that  this  unstable  equilibrium  is  associated 
with  the  vicissitudes  of  the  sexual  system.  It  is  probable  that  all  our 
dosage  in  order  to  make  up  for  the  absence  of  secretion  of  the  duct- 
less glands  has  been  too  high.  Nature  does  not  supply  so  much 
material. 

Where  gigantism  occurs  it  is  practically  decided  that  there  is 
always  increased  pituitary  secretion.  Acromegaly  always  means  a 
perverted   secretion    of    the   pituitary  body.      A    number    of   cases   of 
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tumors  of  the  pituitary  body  have  been  reported  in  which  no  sig^is 
of  either  gigantism  or  acromegaly  could  be  noted.  It  is  very  prob- 
able that  in  these  cases  some  portion  of  the  gland  was  left  unchanged 
and  normal  secretion  continued.  It  must  be  remembered  that  in  ail 
of  the  examined  cases  of  acromegaly  an  enlargement  of  the  thyroid 
existed.  This  may  have  been  due  to  a  compensatory  enlargement 
with  the  intention  on  Nature's  part,  as  it  were,  of  making  up  for  the 
perverted  pituitary  secretion.  It  may,  however,  have  some  direct 
conne<:tion  with  the  acromegaly.  There  are  two  parts,  as  will  be 
remembered,  to  the  pituitary  body:  the  hypophysis  cerebri  and  the 
infundibulum.  This  latter  portion  has  some  connection  with  the 
maintenance  of  the  proper  constitution  01  the  blood.  Howells  has 
noted  that  it  is  affected  in  such  diseases  as  scurvy  and  in  other  severe 
blood  dyscrasiae. 

Under  the  administration  of  pituitary-gland  substance  certain  of 
the  symptoms  of  acromegaly  are  often  relieved.  The  intense  earache 
which  occurs  so  often  has  been  known  to  disappear.  The  very  severe 
headache  so  characteristic  of  the  disease  may  be  greatly  relieved. 
There  is  a  certain  fulness  of  the  lips  and  hands,  which  may  become 
less  while  pituitary  substance  is  being  taken.  This  may  return  after 
use  of  pituitary  gland  is  discontinued.  Suprarenal-gland  material 
does  not  raise  blood-pressure  when  it  is  taken  by  the  stomach,  or 
even  when  it  is  administered  subcutaneously.  It  must  be  put  directly 
into  the  blood  stream  by  intravenous  administration.  In  this  matter 
a  great  deal  has  been  said  that  will  undoubtedly  injure  the  cause  of 
suprarenal  therapeutics  eventually  by  causing  disappointment  in  the 
mind  of  those  who  trust  to  the  statements  of  overzealous  enthusiasts. 

Jelliffe. 

GiGANTisME,  AiCROMEGALiE  ET  DiABETE.  (Gigantism,  Acromegaly 
and  Diabetes.)  C.  Achard  and  M.  Loeper  (Nouvelle  Icono- 
graphie  de  la  Salpetriere,  T3th  Year.  No.  4.  July-August,  1900. 
p.  398). 

A  case  of  acromegaly  complicated  by  diabetes.  The  measure- 
ments of  the  various  parts  of  the  body  are  tabulated  and  photographs 
of  the  case  give  an  excellent  idea  of  the  size  of  the  man.  Interest- 
ing in  this  case  is  the  discussion  of  the  relation  of  gigantism  and 
acromegaly.  The  symptoms  of  acromegaly  are  not  marked  in  this 
case,  the  ocular  symptoms,  the  headache,  point  to  an  absence  of  the 
usual  symptoms  due  to  an  involvement  of  the  pituitary  body.  Bris- 
saud  believes  that  acromegaly  and  gigantism  are  one  and  the  same 
disease,  the  development  of  which  at  the  period  of  growth  causes 
gigantism,  and  afterward  cause?  acromegaly.  The  condition  of  gly- 
cosuria has  been  noted  before  in  these  cases,  sometimes  in  the  form 
of  a  simple  alimentary  glycosuria.  The  great  oscillations  in  the 
quantitv  of  sugar  is  noted  in  the  case,  changing  in  twenty-four  hours 
from  386  to  4  grams.  Schw^ab. 

Hysterie  et  goitre  exophthm.mtque  alternes  (Hysteria  and 
Exophthalmic  Goitre  Alternating).  C.  Fere  (Nouvelle  Icono- 
graphie  de  la  Salpetriere.  13th  Year,  No.  5,  September-October. 
1900.  p.  494). 

A  case  in  which  hysteria  and  exophthalmic  goitre  are  found  to- 
gether, the  chief  interest  of  which  is  rather  in  the  alternation  of  the 
localization  of  the  two  syndromes  than  their  mere  coincidence.  The 
hysterical  stigmata  predominate  on  the  left,  the  symptoms  of  Graves' 
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disease  on  the  right.  Beclere  has  formulated  the  following  theory  in 
regard  to  hysteria  and  goitre:  the  syndrome  of  Basedow  is  recognized 
very  often  as  a  primary  cause  of  hysteria;  the  hypersecretion  of  the 
thyroid  gland  is  one  of  the  manifestations  of  hysteria  in  the  same 
way  as  the  hypersecretion  of  other  glandular  organs.  But  the  hyper- 
secretion produces  an  auto-intoxication,  which,  like  alcohol  and  lead, 
produce  new  hysterical  symptoms.  Thus  it  can  be  said  that  Base- 
dow's disease  is  at  the  same  time  the  cause  and  the  effect  of  hysteria. 
The  case  briefly:  A  woman,  forty-nine  years  old,  neuropathic 
history,  various  hysterical  manifestations  in  past  life,  some  following 
psychical  shock  of  one  kind  or  another,  presents  hemianesthesia  on 
the  left,  more  marked  in  the  upper  extremity  than  in  the  lower.  All 
the  special  'senses  on  the  left  side  are  afifected,  smell,  vision,  hearing 
and  taste.  The  left  eye  shows  visual  field  much  contracted.  Other 
subjective  symptoms  of  a  hysterical  nature  are  found.  On  the  right 
side  alone  there  is  a  well-marked  exophthalmos.  The  pupil  is  more 
dilated  than  on  the  left.  The  symptoms  of  Moebius,  Graefe  and 
Stelwagon  were  present  on  the  right.  The  thyroid  gland  appeared 
normal  on  both  sides.  Pulse  96  at  rest,  120  on  movement,  small  and 
regular  in  character.  A  fine  regular  hand  tremor,  more  marked  on 
the  right.  A  further  interesting  point  in  the  case  is  that  a  daughter 
of  this  patient,  fourteen  years  old,  suffers  from  hysterical  symptoms 
similar  to  those  found  in  the  mother  at  the  same  age.  Schwab. 

Ueber  Storungen  der  Sensibilitat  bei  Morbus  Parkinsoni  (Dis- 
turbances in  Cutaneous  Sensibility  in  Parkinson's  Disease).  J. 
P.  Karplus  (Jahrbiicher  fiir  Psychiatric  und  Neurologic,  19, 
2,  1900,  p.  171). 

The  general  conception  of  Parkinson's  disease  is  that  the  group 
of  symptoms  peculiar  to  it  are  purely  motor  in  character.  Charcot 
and  Gowers  believed  that  the  cutaneous  sensibility  was  absolutely 
normal.  Wollenburg,  who  has  written  the  most  recent  monograph  on 
the  subject  in  the  Nothnagel  series,  asserts  that  the  sensibility  is 
objectively  not  disturbed.  The  author  of  this  article,  from  a  series 
of  cases  observed  by  him  and  others  collected  from  literature,  has 
been  able  to  collect  fifteen  cases  in  which  a  cutaneous  disturbance 
was  objectively  present.  He  presents  his  conclusions  from  a  study 
of  this  series  as  follows:  There  are  cases  of  paralysis  agitans  in 
which  disturbances  of  cutaneous  sensibility  are  present,  and  it  is 
possible  to  show  that  these  disturbances  are  not  the  expression  of  an 
accidental  complication,  but  belong  primarily  to  the  clinical  picture 
of  the  disease.  In  the  six  cases  studied  by  the  author  himself,  the 
sensory  disturbances  were  as  follows:  Case  I.  Hyperalgesia  in  left 
upper  and  lower  extremities,  the  motor  symptoms  being  more  pro- 
nounced on  the  left  than  on  the  right.  Case  II.  Hyperesthesia  and 
hyperalgesia  in  the  right  upper  extremity.  The  beginning  and  the 
development  of  the  motor  symptoms  were  found  m  this  region. 
Case  III.  Very  marked  hyperalgesia  in  circumscribed  regions  of  the 
left  lower  extremity.  Motor  symptom?  most  marked  here.  Hyperal- 
gesia of  the  back  and  upper  arm  in  places.  Case  IV.  Hyperalgesia 
and  hyperesthesia  in  right  upper  and  lower  extremities.  Motor  symp- 
toms more  pronounced  on  right  than  left.  Case  V.  Hyperalgesia 
of  the  right  shoulder.  Motor  symptoms  especially  pronounced 
in  tl)e  right  arm.  Case  VI.  Hyperalgesia  in  both  upper  extremities, 
paresthesia  in  the  same  localities. 

To  be  noted  is  this,  that  no  sensory  disturbances  in  the  extremity 
were  found  in  which  motor  symptoms  were  absent.  In  respect  to 
subjective  sensory  disturbances  the  author  found  in   a  series  of  103 
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cases  in  Kraft-Ebing's  clinic,  36,  that  is  35%,  showed  evidences  of 
them.  From  the  study  of  these  cases  the  author  notes  some  of  the 
following  conclusions:  Sensory  disturbances  in  paralysis  agitans  are 
not  constant.  The  motor  symptoms  must  still  be  regarded  as  the 
characteristic  and  prevailing  features  of  the  disease.  If  there  is  to  be  a 
satisfactory  explanation  of  this  disease,  it  must  include  the  sensory 
disturbances  and  must  seek  to  understand  them.  The  prevailing 
theories  of  a  purely  muscular  affection,  of  a  disease  of  the  motor 
centers,  in  other  words  of  a  purely  motor  neurosis,  are  untenable. 
Frankel's  theory,  that  a  diseased  condition  of  the  skin  plays  an  im- 
portant part  in  its  pathology,  is  not  regarded  by  the  author  as  proven 
by  his  own  observations  in  this  regard.  The  post-mortem  findings 
in  a  case  of  paralysis  agitans  is  included  in  the  article.  The  skin, 
muscle  and  peripheral  nerves,  spinal  cord  by  Nissl  normal.  Slight 
periarterial  gliosis.  Amyloid  bodies  in  abundance.  Beyond  some 
slight  senile  changes,  the  central  nervous  system  must  be  considered 
as  normal.  Schwab. 

Erythromelalgia.     M.    Kohane    (Klinische-therapeutische   Wochen- 

schrift,   1900,   No.  20,   May  20). 

*T\\e  author  presents  a  short  summary  of  the  present  point  of  view 
relative  to  this  disease.  In  the  first  patients  observed  by  the  author  the 
toes  were  affected,  and  the  disease  showed  a  tendency  to  spread  upward, 
but  in  patients  seen  since,  the  upper  extremity,  or  both  upper  and  lower, 
have  been  involved,  and  even  internal  organs,  such  as  the  brain,  testi- 
cles, etc.,  have  been  the  seat  of  the  peculiar  process.  The  pains,  so 
prominent  a  feature,  are  of  burning  character,  and  are  often  extreme. 
They  may  be  paroxysmal,  but  later  become  continuous  and  may  be  in- 
tensified during  the  night  and  with  heat.  The  discoloration  may  be 
bright  red  or  more  of  a  bluish  hue,  and  is  diffused  or  circumscribed, 
sometimes  nodular.  Hyperesthesiae  and  paresthesiae  of  touch  and  pain 
often  occur.  Of  other  nerve  disturbances  paresis  of  the  limb,  hyper- 
idroses  and,  in  old  cases,  trophic  changes  such  as  sclerosis,  atrophy, 
edema,  rhagades,  ulcerations  and  depraved  nutrition  of  the  nails  may 
be  noted. 

Thus .  far  it  is  impossible  to  offer  an  explanation  of  the  nature  of 
the  disease,  since  it  is  not  even  settled  whether  it  is  a  morbus  sui  gen- 
eris or  merely  a  manifestation  of  certain  disorders  of  the  sympathetic 
nervous  system.  The  pathology,  also,  demands  further  study,  but  it 
seems  certain  that  in  some  cases  neuritis  and  perineuritis,  as  well  as 
diseased  vessel-walls,  are  present  in  the  affected  parts,  while  the  cord 
may  show  the  lesions  of  locomotor  ataxia,  syringomyelia,  myelitis, 
etc.  Several  cases  which  seemed  to  depend  on  functional  nervous 
disorders,  especially  hysteria,  have  been  described,  yet  it  is  possible 
to  have  nothing  but  the  local  changes.  The  usual  causes  of  neuritis, 
such  as  overexertion,  exposure  and  syphilis,  malaria,  etc.,  must  be 
regarded  as  contributing  factors  in  its  production. 

There  is  no  uniform  method  of  treatment.  Some  patients  do  best 
with  rest,  elevation  and  the  application  of  ice,  while  with  others  elec- 
tricity, hydrotherapy  and  massage  with  ichthyol  or  ethyl  chloride  locally 
and  antipyrin,  salicylates,  morphine,  ergotine  internally  may  relieve. 
When  dependent  on  some  underlying  disease  this  must  be  treated. 

Jelliffe. 
Ueber  ein  neues  Symptom  der  Epilepsie      (A  New  Symptom  of  Epi- 
lepsy).     Carlo    Ceni    (Centralbl.    f.    Nervenheilk.    u.    Psychiatric, 

Oct.,  1900). 

Ceni  says  that  for  a  long  time  he  has  been  taking  the  temperature 
of  epileptics  at  different  periods  of  the  day.     In  thus  doing  it  he  came 
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across  a  new  symptom  of  epilepsy.  This  consists  of  a  considerable  low- 
ering of  the  normal  temperature,  which  may  at  any  period  of  the  day 
or  night  sink  to  36,  35  or  even  34°  C,  and  may  so  remain  for  a  half 
hour  or  an  hour.  This  transient  hypothermia,  which  the  author  de- 
tected in  12  out  of  20  cases,  appeared  to  be  an  epileptic  equivalent. 
Sometimes  this  sinking  of  temperature  occurred  three  or  four  times  in 
one  day.  Usually  several  days  or  even  weeks  intervened.  In  some 
patients  the  attacks  were  very  irregular,  while  in  others  they  assumed 
a  periodical  character.  There  appeared  to  be  no  relationship  between 
these  attacks  and  the  course  of  the  epilepsy  proper,  and  especially  none 
with  the  epileptic  attacks.  Sometimes  the  fall  of  temperature  preceded 
the  convulsion  but  by  an  hour  or  two,  but  this  was  probably  a  coinci- 
dence. The  author  believes  the  occurrence  of  hypothermia  in  epilepsy 
furnishes  a  strong  argument  for  the  autotoxic  thory  of  the  disease. 
Hypothermia  has  been  produced  in  animals  by  injection  of  epileptic 
blood.  Clark. 

ZuR  Frage  von  Zusammenhang  der  Migrane  MIT  DER  Epilepsie 
(Connection  between  Migraine  and  Epilepsy).  Bernhardt  (Deutsche 
Aerzte  Zeitung,  July  15,  1900). 

Bernhardt  reports  a  case  of  this  association  in  detail,  the  patient 
being  a  man  of  much  intelligence.  As  far  back  as  the  patient  can  recall 
he  has  had  at  times  before  his  eyes  a  parti-colored  spectral  appearance 
composed  of  rays  of  primary  colors,  chiefly  red  and  yellow.  It  exhibits 
a  sort  of  rhythmical  jerking,  as  if  due  possibly  to  the  arterial  pulse,  and 
appears  to  grow,  swell,  and  finally  burst.  In  its  stead  remains  a  color- 
less expanse  which  slowly  vanishes.  He  has  seen  the  same  object  on 
many  hundred  occasions,  at  intervals  of  one  or  two  weeks.  Other 
spectra  have  been  seen  at  very  much  longer  intervals,  perhaps  once 
a  year;  in  this  latter,  colors  are  but  sparingly  present.  The  spectra 
persists,  whether  the  eyes  are  open  or  closed.  The  colored  spectrum 
usually  appeared  at  about  noon,  and  while  the  sun  was  shining.  Anger, 
excitement,  etc.,  seem  to  be  sufficient  to  provoke  the  phenomenon  at 
times.  At  the  age  of  two  years  patient  had  one  attack  of  teething  con- 
vulsions ;  when  53^  years  old  a  prolonged  convulsive  attack  was  fol- 
lowed by  a  period  of  confusion.  This  attack  may  have  been  caused 
by  sitting  long  in  the  sun,  or  by  drinking  strong  coffee.  When  15 
years  old,  the  spectral  phenomenon  appeared  on  one  occasion  with 
great  intensity,  and  led  up  to  a  convulsion,  constituting  a  sort  of  visual 
aura.  In  fact,  we  may  have  migraine  without  headache,  and  "ophthalmic 
migraine"  frequently  constitutes  an  epileptic  aura.  The  patient  had 
convulsions  at  very  long  intervals  only;  and  several  times  he  went 
five  years  without  an  attack.  The  spectra  persisted  throughout.  Dur- 
ing the  few  epileptic  attacks  the  spectral  appearance  always  constituted 
the  aura.  Bernhardt  adds  to  the  foregoing  statement  of  the  patient 
that  the  scotoma  seen  by  him  was  either  a  visual  aura  or  an  abortive 
attack  of  migraine.  Mobius  has  stated  that  the  great  majority  of  cases 
of  migraine  are  incomplete.  Clark. 

Die  Ursache  der  Migrane  (Cause  of  Migraine).     J.  Deyl   (Klin.- 
therapeut.  Woch.,  Sept.  2,  1900). 

From  the  examination  of  a  number  of  cadavers  of  patients  suffering 
from  migraine,  with  the  view  of  finding  some  anatomical  peculiarity  to 
explain  the  symptoms  of  disturbed  function  of  the  ophthalmic  nerve  in 
this  affection,  Deyl  advances  the  following  explanation,  which  tends 
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to  disprove  the  presence  of  a  !rue  paralysis:  The  ophthalmic  nerve 
stands  in  close  relation  with  the  carotid  artery  in  the  cavernous  sinus, 
while  between  the  sinuses  of  both  sides  is  placed  the  hypophysis,  the 
lateral  borders  of  which  are  in  close  contact  with  cavernous  tissue.  In 
case  of  cerebral  congestion  from  intense  mental  activity  or  other  cause, 
the  cavernous  tissue  will  tend  to  swell,  with  consequent  compression  of 
the  aflferent  vessels  of  the  hypophysis.  This  will,  in  turn,  lead  to  en- 
largement of  this  organ,  and,  in  case  the  space  between  the  two  cavern- 
ous sinuses  should  be  narrow,  compression  of  the  ophthalmic  nerve  be- 
tween the  artery  and  the  dura.  Anything  thus  depleting  the  brain  of 
blood,  such  as  sleep,  will  diminish  the  pressure,  and  hence  relieve  the 
migraine.  The  author  has  found  an  abnormally  narrow  intercavernous 
space  in  a  certain  percentage,  coinciding  with  the  proportion  of  patients* 
With  migraine  found.  Jelliffe. 

PATHOLOGY. 

On  the  Action  of  Diphtheria  Toxin  on  the  Spinal  Sticho- 
CHROME  Cells.  H.  Rainy  (Journal  Pathology  and  Bacteri- 
ology.    Vol.  VI,  No.  4.     July,  iQOo). 

This  paper  is  the  report  of  a  pathologic  research  made  to  deter- 
mine whether  the  paralysis  which  is  known  to  follow  poisoning  by 
various  toxic  substances  of  bacterial  origin,  and  especially  that  which 
results  from  the  action  of  the  bacillus  of  diphtheria,  is  associated  with 
alterations  in  the  motor  cells  of  the  anterior  cornua  of  the  spinal  cord; 
and,  if  such  alterations  were  found  to  exist,  of  determining  their  nature 
and  the  relation  which  they  hold  to  the  changes  found  in  the  motor 
nerves. 

The  author  has  confined  himself  more  or  less  directly  to  the 
subject  in  hand.  As  a  fixing  agent  he  tried  mercuric  chloride,  dis- 
solved in  normal  salt  solution.  Hermann's  fluid  was  used  as  an 
adjunct,  Tolouidin  blue,  thionin,  Unna's  polychrome,  Kernschwarz, 
Heidenhain's  iron  hematoxylin  and  Held's  methylene  blue  and 
erythrosin  were  employed  as  staining  agents.  In  the  experimental 
research  groups  of  rabbits  were  exposed  to  the  action  of  (i)  emulsions 
of  the  diphtheria  bacilli;  no  lesions  were  obtainable  in  the  one  rabbit 
that  died.  (2)  Toxin  below  the  lethal  dose;  these  did  not  bring  about 
paralytic  phenomena  and  no  pathologic  cell  changes  were  obtainable. 
(3)  Large  doses  of  toxin.  Paralytic  phenomena  could  not  with  cer- 
tainty be  demonstrated  and  characteristic  cell  changes  were  not 
observed.  (4)  Subacute  maximal  doses  of  toxin.  In  these  the  rab- 
bits developed  paralytic  symptoms  at  the  end  of  the  first  week  and 
soon  died.  The  hind  limb.^  were  most  affected.  In  sections  of  the 
spinal  cord  cell  lesions  were  constant,  thus  showing  that  alterations 
are  found  here  as  well  as  in  the  peripheral  nerves.  Associated  vascular 
change's  may  also  occur.  The  cell  changes  in  the  anterior  horns  are 
definite  and  consist  of  moderate  degrees  of  chromatolysis,  an  increased 
staining  capacity  of  the  achromatic  substance  for  acid  stains  and  vac- 
uolation  of  the  cell  protoplasm.  Rainy  is  inclined  to  believe  that  there 
are  differences  which  are  somewhat  specific  for  this  particular  toxic 
agent.  He  thus  upholds  Nissl's  idea  of  toxic  specificity  and  constant 
pathologic  alteration.  The  author  also  says  that  in  diphtheritic  paral- 
ysis the  cell  changes  probably  antedate  the  changes  in  the  nerve  fibres, 
althousrh  further  confirmation  is  necessary  to  prove  this  definitely. 
A  bibliography  .md  interesting  illustrations  accompany  the  study. 

Jelliffe 
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THERAPY. 

Therapeutics  of  Suprarenal  Extract.     W.  H.  Bates  (New  York 

County  Medical  Society.     May,  1900). 

In  a  recent  discussion  of  this  subject  Dr.  Bates  stated  that  there 
is  no  contraindication  to  the  use  of  suprarenal  extract.  It  acts  as  a 
simple  muscle  tonic  and  no  disease  in  any  organ  is  rendered  worse 
by  it.  While  one-tenth  of  a  grain  produces  a  distinct  effect,  two 
ounces  produce  no  more.  The  substance  is  simply  stored  in  the 
tissues  for  future  use.  It  is  especially  useful  when  applied  on  mucous 
membranes.  Where  mucous  membranes  are  hyperemic  they  are 
blanched  by  a  single  application.  Repeated  applications  reduce  any 
inflammatory  condition  that  may  exist.  Normal  mucous  membrane 
is  not  deleteriously  affected  by  the  agent.  The  suprarenal  extract 
keeps  well  in  a  solution  of  boracic  acid.  A  freshly-prepared  solution 
is  preferable,  however,  especially  for  hypodermic  use.  If  much  of  it 
is  used  in  applications  to  mucous  membrane  it  should  be  removed  by 
tampons,  as  it  consists  of  very  unstable  organic  material,  which  may 
easily  become  contaminated  and  so  give  rise  to  infective  processes. 
Where  reported  bad  results  have  followed  its  use,  it  has  practically 
always  been  because  the  solutions  used  were  not  aseptic.  This  sub- 
stance has  been  used  with  very  good  results  in  all  forms  of  con- 
junctivitis. In  gonorrheal  ophthalmia  its  effect  has  been  better  than 
any  other  remedy  that  has  ever  been  suggested.  In  chronic  glaucoma 
it  lessens  the  tension,  decreases  the  pain  and  seems  to  lead  to  im- 
provements of  vision.  Deafness  due  to  hyperemia  is  greatly  relieved 
by  a  single  application  and  frequent  application  will  often  cure,  where 
other  remedies  used  for  a  long  time  have  failed.  Acute  rhinitis  may 
be  completely  relieved  by  a  single  application.  The  nasal  symptoms 
of  acute  influenza  are  so  much  lessened  by  the  use  of  suprarenal 
extract  that  patients  consider  themselves  entirely  cured.  The  dis- 
•comfort  of  chronic  rhinitis  is  also  relieved.  Laryngeal  phthisis  finds 
in  this  substance  one  of  its  most  potent  remedies.  It  relieves  especi- 
ally the  dysphagia  which  makes  life  so  miserable  and  cure  so  hopeless 
for  these  patients.  For  the  acute  laryngitis  of  singers  this  is  an 
almost  unfailing  remedy,  one  that  enables  them  to  take  up  their 
occupation  again  much  sooner  than  any  known  drug.  Suprarenal 
extract  is  considered  by  many  a  specific  for  hay-fever.  It  has  been 
used  with  good  effect  in  ulcerative  stomatitis.  In  edema  of  the 
glottis  a  single  tablet  allowed  to  dissolve  on  the  tongue  has  been 
"known  to  give  relief  in  five  minutes.  Bleeding  after  operations  from 
the  throat  and  nose  in  hemophilics  is  at  once  controlled.  Suprarenal 
never  leaves  any  tendency  to  the  occurrence  of  secondary  hemor- 
rhage. In  exophthalmic  goiter  the  symptoms  are  often  very  strikingly 
relieved.  In  interstitial  nephritis  the  amount  of  albumin  passed  is  less- 
ened and  the  general  condition  soon  improves.  Jelliffe. 

Bromipin.  J.  W.  Frisier  (Klinische-therapeutische  Wochenschrift. 
1900,  No.  21.  May  27). 
As  bromism  is  so  frequently  an  uncomfortable  by-effect  of  the  ad- 
ministration of  alkaline  salts  of  the  bromides,  investigation  has  been 
turned  in  the  direction  of  the  newer  bromine  preparations,  of  which  this 
is  one.  It  is  made  by  the  action  of  bromine  on  oil  of  sesame  and  con- 
taining 10  per  cent,  of  bromine.  Bromism  has  never  followed  its  use 
in  the  author's  hands,  whether  a  single  large  or  repeated  small  doses 
were  given.  The  drug  passes  the  stomach  unchanged,  to  be  absorbed 
in  the  small  intestine  and  to  be  deposited  in  the  tissues,  as  are  other 
fats.  The  bromine  is  gradually  liberated.  Its  oily  taste  is  sometimes 
obiectional,  in  which  case  it  may  be  given  subcutaneously.  In  appear- 
ance and  odor  it  differs  but  little  from  oil  of  sesame.  Jelliffe. 
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Chloretone  as  a  Hypnotic.     F.  F.  Ward     (Medicine,    August,    1900, 

No.  8). 

The  author  regards  this  drug  as  the  best  general  hypnotic.  He 
thinks  that  it  is  more  certain  than  trional  and  sulfonal  and  less  harmful. 
The  only  after-effect  observed  was  a  slight  headache  after  taking  the 
drug  for  several  nights.  He  makes  use  of  its  sedative  and  local 
anesthetic  effects  in  excessive  hyperacidity  due  to  nervous  disease,  in 
epigastric  pain  which  interrupts  sleep,  and  in  acute  alcoholism.  In 
this  latter  it  should  be  given  in  ten-grain  doses  in  half  an  ounce  of 
whiskey  or  brandy,  followed  in  fifteen  minutes  by  a  raw  egg  beaten  in 
milk.  Ordinarily  the  dose  is  three  to  five  grains  in  powder,  capsule 
or  in  whiskey,  repeated,  if  desirable.  It  is  soluble  i-ioo  in  water  and 
I -12  in  alcohol.  Jelliffe. 

PSYCHOLOGY. 

On   Relations   of  Time  and   Space   in  Vision.     J.   M.    McKeen 

Cattell  (Psychological  Review,  VII,  4,  July,  1900.    Pp.  325-343). 

Rarely  has  psychology  offered  to  philosophy  stronger  absolute, 
that  is,  experimental,  evidence  of  the  necessity  of  the  idealistic  view- 
point than  this  article  by  Professor  Cattell,  of  Columbia,  presents. 
Its  results  are  important  to  epistemology,  for  they  demonstrate  under 
practically  the  conditions  of  every  day  experience  that  what  is  object- 
ively a  time-series  may  appear  subjectively  as  a  space-continuum.  More 
than  this,  the  research  corroborates  many  others  in  demonstrating 
that  what  one  "sees,"  proverbially,  to  the  average  man,  so  sure,  de- 
pends more  on  personal,  or  at  any  rate  on  racial,  "utility  and  the 
whole  content  of  present  and  past  experience"  than  on  the  object 
serving  as  the  occasioning  stimulus.  The  visual  mechanism,  e.  g.,  is 
proved  to  be  no  mere  organic  machine  mechanically  photograpihing 
objects  upon  a  sensorium,  but  rather  a  vital,  mental  instrument  by 
which  in  part  each  personality  constructs  for  itself  its  own  objective 
world.  Rarely  does  an  experimental  inquiry  bring  out  this  conse- 
quence, so  trite  in  idealistic  philosophy,  but  so  continually  important 
for  the  scientific  observer,  so  well  and  so  indisputably. 

The  article  consists  of  three  sections,  namely,  on  "Perception  With 
the  Moving  Eye,"  "The  Fusion  of  Moving  Objects,"  and  "The  Per- 
ception of  Moving  Objects."  The  two  first  consider  certain  facts  and 
theories  having  close  relation  to  the  main  purpose  of  the  experiments, 
while  the  last  describes  the  research  proper.  Under  the  first  head 
there  is  offered  an  explanation  of  the  novel  fact  that  "in  ordinary 
vision  the  spatial  world  of  perception  is  reconstructed  from  a  series 
of  changes  in  time  of  the  retinal  images."  Thus  when  the  retinal 
elements  are  stimulated  at  a  rate  even  over  a  thousand  per  second  (the 
eye  moving  and  the  objects  not)  there  is  perfectly  clear  vision,  a  fact 
which  indicates  an  extreme  sensitivity  and  perfection  in  the  visual 
mechanism.  "We  perceive  a  series  of  time  changes  on  the  retina 
a*s  a  spatial  continuum  because  for  our  reactions  it  is  in  fact  a  spatial 
continuum,"  the  rate  of  successive  unitary  retinal  stimulation  being 
far  within  the  action-time  of  the  cerebral  process  of  conscious  percep- 
tion. Several  possible  other  explanations  of  the  facts  are  suggested 
and  shown  to  be  probably  untenable. 

Regarding  the  fusion  of  moving  objects,  'the  author  maintains, 
with  perhaps  a  slight  straining  of  a  highly  speculative  theory  for  such 
an  application,  that  in  the  development  of  the  perceptive  faculties  in 
hereditary,  utility  has  been  the  controlling  teleological  criterion,  so  that 
at  present  "we  perceive  what  is  useful  for  us  to  perceive  in  order  to 
direct  our  actions  so  as  to  preserve  ourselves  and  attain  our  ends, 
and  we  usually  perceive  things  in  the  way  that  is  most  conducive  to 
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these  ends."  If  the  eyes  could  move  faster  than  they  can  (their 
ieaction-time  is  much  longer  than  that  of  most  bodily  parts)  it  would 
be  of  no  use,  there  being  no  brain  mechanism  of  corresponding  quick- 
ness. The  blurring  of  rapidly  moving  objects  is  in  practice  no  disad- 
vantage, for,  thinks  the  author,  the  perception  of  the  wholeness  of 
the  object  is  not  thereby  lost.  Complete  fusion  is  never  produced  by 
the  color-wheel,  at  least  not  in  Prof.  Cattell's  experience,  there  being 
therefore  no  true  chemical  fusion  in  the  retina.  After  images  cannot 
be  cited  as  contradictory  to  the  extreme  sensitiveness  of  the  ocular 
visual  mechanism,  for  they  are  undoubtedly  cerebral  phenomena,  the 
author  (like  more  and  more  of  those  familiar  with  the  methods  and 
functions  of  the  brain)  having  "never  cared  for  the  physiological 
mythology  of  the  Young-Helmholtz  and  Hering  theories  of  color 
vision." 

In  the  last  section  "The  Perception  of  Moving  Objects"  is  experi- 
mentally discussed,  this  section  forming  the  larger  mass  of  the  article. 
Moving  objects  of  two  dimensions  were  exposed  to  the  subjects'  view 
for  a  very  short  time  and  record  made  by  each  subject  at  the  time  of 
what  they  perceived;  this  in  short  was  the  experiment,  performed  with 
many  sorts  of  variation  off  and  on  for  ten  years  with  many  subjects. 
Four  sorts  of  apparatus  were  devised  for  this  purpose,  and  are 
described,  and  two  of  them  illustrated.  One  was  a  mere  hand  screen, 
containing  a  slit  which  could  be  moved  over  a  background  bearing 
the  object;  another  instrument  was  an  adaptation  of  a  cylindrical 
chronograph  to  the  drum  of  which  the  object  was  affixed;  a  third  was 
a  more  complex  apparatus,  combining  a  pendulum  arrangement  with 
a  stereopticon  for  the  employment  of  classes  of  students  as  subjects. 

The  fourth  apparatus,  that  wherewith  the  most  accurate  experi- 
ments were  performed,  was  a  wheel  chronoscope  devised  especially 
for  laboratory  work  of  this  sort.  This  machine  cannot  fail  to  be 
an  useful  one  for  many  purposes  in  psychological  laboratories.  It 
consists  of  a  w^heel,  one  meter  in  diameter  with  a  rim  about  9  c.  m. 
wide.  Cards  or  colors  placed  on  the  outside  of  the  rim  pass  by  a 
slit  in  an  upright  board  near  by,  and  may  be  seen  by  the  subject 
placed  beyond.  It  is  thus  possible  to  exhibit  a  color  or  a  series  of 
colors  for  an  interval  dependent  on  the  rate  at  which  the  wheel  moves 
rind  the  size  of  the  colored  surfaces.  The  intensity  of  the  light  and  the 
size  of  the  field  can  also  be  varied,  thus  permitting  experiments  on  the 
relations  of  time,  area,  intensity  and  color  in  vision.  The  instant 
at  which  the  color  reaches  the  slit  can  be  recorded  by  electric  keys  on 
the  baseboard  of  the  wheel,  thus  allowing  experiments  on  discrimina- 
tion-time and  so  forth.  The  wheel  can  be  revolved  at  a  constant  rate 
by  a  motor,  or  can  be  turned  by  the  fall  of  a  weight  attached  to  the 
inner  rim.  The  latter  method  was  used  in  these  experiments,  the 
wheel  being  held  in  position  by  an  electro-magnet  and  released  by 
pressure  on  a  convenient  key,  then  swinging  like  a  pendulum.  At  and 
near  the  dead-point  the  rim  is  moving  at  a  nearly  uniform  rate,  and 
it  is  then  that  the  colors  pass  the  slit  in  the  screen  for  judgment.  The 
rate  can  be  adjusted  by  the  woight's  position  on  the  rim;  it  was  in 
these  experiments  one  meter  per  second.  If.  e.  g..  a  green  surface 
5  c.  m.  wide  is  attached  to  the  outer  surface  of  the  rim  followed  by  a 
red  surface  of  like  width,  the  observing  subject  has  over  an  area  of  the 
retina  through  the  slit,  say  1  c.  m.  wide,  first  green  exhibited  for  ^ 
second,  then  following  it  in  the  same  area  red  for    ^o  second. 

The  experiments  on  moving  objects  thus  shown  briefly  to  the 
subjects  were  varied  in  many  ways,  as  to  rate  of  motion,  time  of 
exposure,  area  of  exposure,  number  of  stimuli,  combinations  of  dif- 
ferent colors,   shape  of  the  field,  intensity  of  illumination,  motion  of 
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field  before  stimulus  appeared,  movements  of  eyes  during  exposure, 
etc.;  only  a  few  of  these  and  the  general  conclusions  are.  however, 
reported  in  this  article.  It  is  the  extreme  individual  variation  in  the 
perception  which  is  of  chief  interest  and  importance.  "With  exactly 
rhe  same  stimulus  different  observers  have  entirely  different  percep- 
tions"; this  statement,  a  reproduction  of  the  drawings  made  by  ten 
advanced  students,  who  successively  served  as  subjects,  amply  cor- 
roborates. No  two  of  these  are  alike,  and  in  general  they  are  so 
unlike  as  to  in  no  wise  suggest  each  other,  or  a  common  stimulus. 
The  extreme  vagueness  of  the  first  perception  was  to  the  subject  an 
interesting  point  in  the  experience,  and  only  after  four  or  five  or  more 
exposures  of  the  same  object-stimulus  did  there  arise  in  the  mind  a 
perception  sufficiently  distinct  lor  the  required  reproduction  with  a 
pen  or  pencil  on  the  subject's  notes.  Once  attained,  the  perception 
was  certain  enough,  sometimes  changed  on  learning  what  the  stimulus 
really  was.  but  more  often  not.  there  being  here  evidently  a  rough 
measure  of  the  power  of  suggested  imagination  over  the  subject's 
perceptions. 

This  research  opens  up  interesting  and  deep-reaching  problerns 
for  psychology  to  solve  in  detail,  at  which  especially  genetic 
psychology  would  be  probably  particularly  successful,  for  the  per- 
ceptual habits  which  the  subjects'  reports  imply  are  assuredly  neither 
the  product  of  chance  nor  too  obscurely  hid  within  the  experience  of 
the  youthful  individual  to  be  to  some  degree  at  least  unrolled.  In 
most  general  conclusions  this  research  emphasizes  two  most  philoso- 
phical propositions — one  the  practical  every  day  meaning  of  idealism, 
the  other  the  inevitable  sovereignty  of  personality  as  a  continuum  of 
experience.  George  V.  N.  Dearborn. 


A  Senate  amendment  to  the  Sundry  Civil  Bill,  for  a  Psycho- 
Physical  Laboratory,  etc.,  has  been  introduced.  The  amendment  reads : 
"For  the  establishment  in  the  Department  of  the  Interior  of  a  Psycho- 
Physical  Laboratory.  For  a  salary  of  the  Director  of  the  Laboratory, 
four  thousand  five  hundred  dollars.  For  expenses  incidental  to  the 
collection  of  soc'ological.  anthropological,  abnormal  and  pathological 
data,  including  the  study  of  the  criminal,  pauper  and  defective  classes, 
and  for  the  preparation  of  special  reports  on  results  of  work,  and  for 
all  necessary  printing,  sixteen  thousand  five  hunded  dollars."  This 
laboratory  is  not  to  be  in  competition  with  other  psycho-physical  labora- 
tories in  this  country.  Its  purpose  is  to  gather  sociological,  pathological 
or  abnormal  data,  as  found  especially  in  children,  and  in  criminal,  pauper 
and  defective  classes,  and  in  hospitals.  Besides  these  data*  it  is  desired 
to  gather  more  special  data  with  laboratory  instruments  of  precision  and 
to  make  such  experiments  or  measurements  as  are  generally  considered 
of  value  by  psycho-physicists  and  anthropologists.  A  great  number  of 
specialists  in  America,  and  some  in  Europe,  have  written  letters  in  favor 
of  a  psycho-physical  laboratory  in  the  Department  of  the  Interior,  and 
the  idea  has  been  endorsed  by  many  of  the  medical  and  scientific  jour- 
nals of  the  United  States  and  Europe.  The  Government  pays  out  millions 
to  catch,  try,  and  care  for  criminals,  and  it  would  seem  to  be  a  good  in- 
vestment for  it  to  establish  a  laboratory  which  will  have  for  one  of  its 
objects  the  finding  of  the  causes  of  crime,  pauperism,  and  other  forms 
of  abnormality. 

The  National  Prison  Association  this  fall  unanimously  passed  a 
resolution  in  favor  of  such  a  laboratory  to  study  criminals. 
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Die  Vasomotorisch-trophischen  Neurosen.     Eine  Monographic  von 
Dr.  Richard  Cassirer.     S.  Karger.     Berlin,   1901. 

The  praise  which  Oppenheim  has  given  to  this  work  in  the  intro- 
duction will  probably  be  echoed  by  every  unprejudiced  reader.  The 
confusion  existincr  in  the  classification  of  the  vasomotor  and  trophic 
disturbances  is  so  great  that  a  careful  study  of  these  various  manifesta- 
tions of  disease  has  been  greatly  needed.  Cassirer  has  made  as  thor- 
ough a  presentation  of  the  subject  as  our  knowledge  at  the  present  time 
permits.  He  gives  in  the  first  chapter  a  resume  of  the  views  held  in 
regard  to  the  anatomy  and  physiology  of  the  vasomotor  tracts  and 
centers,  of  the  secretory  tracts  and  centers,  and  of  the  trophic  functions 
of  the  nervous  system.  He  concludes,  after  his  examination  of  the 
literature  on  this  subject,  that  the  cell-bodies  of  the  anterior  horns  of 
the  spinal  cord  have  a  nutritive  influence  over  the  muscles  to  which 
they  send  motor  impulses.  We  shall  pass  rather  hastily  over  this 
first  chapter,  as  it  is  chiefly  a  discussion  of  the  opinions  of  others,  and 
direct  our  attention  to  the  author's  own  views  and  investigations.  It 
is  pleasing  to  see  how  just  he  has  been  in  his  recognition  of  the  writ- 
ings of  other  men,  and  it  is  especially  gratifying  to  observe  that  Ameri- 
can medical  literature  has  not  been  ignored. 

The  second  chapter  is  devoted  to  a  consideration  of  acroparesthesia. 
Cassirer  thinks  that  the  simple  acroparesthesia  should  be  distinguished 
from  the  form  with  vasomotor  and  trophic  symptoms.  Slight  objective 
disturbance  of  sensation  may  be  present  in  either  form.  The  most 
common  cause  of  this  condition  is  an  occupation  that  requires  the  hands 
to  be  kept  much  in  water.  The  condition  is  chiefly  subjective,  and  the 
symptoms  are  paresthesia,  pain  not  confined  to  nerve  territories, 
hyperesthesia,  or  hypesthesia,  and  vasomotor  signs,  although  all 
these  symptoms  are  not  present  in  every  case.  The  cases  with 
pronounced  vasomotor  symptoms  are  transitional  ones  between 
acroparesthesia  and  Raynaud's  disease.  It  is  interesting  to  know  that 
Cassirer  found  nervous  instability  in  20  of  the  30  cases  of  acropares- 
thesia he  examined,  and  in  three  pronounced  hysterical  phenomena.  This 
is  rather  in  opposition  to  the  statements  of  those  who  believe  that 
acroparesthesia  is  uncommon  in  persons  afflicted  with  some  form  of 
neurosis.  Cassirer  believes  that  the  condition  underlying  simple  acro- 
paresthesia is  some  disturbance  of  the  sensory  tracts  in  a  part  of  their 
course ;  and  underlying  the  vasomotor  symptoms  is  some  disturbance 
of  the  vasomotor  fibers.  It  is  probable  that  this  alteration  exists  in 
the  terminal  portions  of  the  sensory  and  vasomotor  nerves,  and  is  not 
confined  to  any  one  nerve.  All  this  awaits  anatomical  proof.  Acro- 
paresthesia is  to  be  distinguished  from  neuritis  and  neuralgia,  from  the 
paresthesia  produced  by  pulmonary  tuberculosis,  from  the  professional 
neuroses,  from  hysteria,  masked  forms  of  tetany  and  acromegaly,  and 
from  organic  disease  of  the  central  nervous  system,  as  tabes  or  spinal 
syphilis.  The  means  by  which  these  distinctions  are  to  be  made  are 
given  by  Cassirer.  Acroparesthesia  may  exist  indefinitely  without  com- 
plications. The  faradic  brush  or  faradic  handbath  offer  the  best  means 
(?f  trefitment 
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The  German  school  has  been  slow  in  the  recognition  of  erythro- 
melalgia,  and  it  is  interesting  to  read  what  Cassirer  has  to  say  on  this 
subject.  In  7,000  cases  in  Oppenheim's  polyclinic  only  one  of  erythro- 
melalgia  was  observed.  Cassirer  gives  an  excellent  critical  review  of 
the  literature  relating  to  this  condition.  In  a  number  of  cases,  he 
thinks,  the  symptoms  of  erythromelalgia  were  merely  associated  symp- 
toms, but  in  other  cases  the  erythromelalgia  is  to  be  legarded  as  a 
morbus  sui  generis.  Some  of  the  cases  are  the  result  of  irritation  of 
the  peripheral  nerves,  especially  of  the  vaso-dilator  and  secretory  fibers, 
and  these  are  cases  of  ''peripheral  erythromelalgia" ;  others  are  of 
central  origin,  and  this  form  of  erythromelalgia  is  either  a  spinal  or  a 
bulbar  neurosis  with  vasomotor,  trophic,  sensory  and  secretory  symp- 
toms. Both  redness  and  pain  must  exist  before  the  diagnosis  of  ery- 
thromelalgia can  be  made,  although  secretory  and  trophic  disturbances 
are  not  necessary.  Occasionally  the  differential  diagnosis  between  ery- 
thromelalgia and  Raynaud's  disease  is  impossible.  Acrodynia  has  the 
local  symptoms  of  erythromelalgia.  but  they  are  associated  with  the 
general  symptoms  of  infection,  and  the  disease  occurs  as  an  epidemic. 
It  is  probably  little  known.  Pick's  erythrodermia  consists  merely  of 
redness  of  the  forearm  and  lower  leg,  without  implication  of  the  ends 
of  the  extremities.  A  disorder  of  this  kind  shows  that  erythromelalgia 
is  something  more  than  a  vasomotor  neurosis.  Unfortunately,  Cassirer 
has  little  to  recommend  of  much  value  in  the  treatment  of  erythro- 
melalgia. 

In  regard  to  Raynaud's  disease,  Cassirer  believes  that  in  some 
cases  the  symptoms  may  be  observed  in  persons  with  an  apparently  in- 
dependent cardiac  disorder,  or  in  those  with  arteriosclerosis  from 
various  causes,  or  in  those  with  vascular  disease  of  syphilitic  origin,  in 
whom  the  symptoms  of  Raynaud's  disease  may  disappear  after  anti- 
syphilitic  treatment.  In  other  cases  of  Raynaud's  disease  signs  of  im- 
plication of  the  central  or  peripheral  nervous  systems  are  present.  In 
the  majority  of  cases,  however,  Raynaud's  disease  is  an  independent 
affection.  The  vasomotor  and  trophic  tracts  and  centers -are  in  a  state 
of  abnormal  excitability,  either  as  a  congenital  or  acquired  condition, 
and  when  the  latter,  it  is  from  cold,  rheumatism,  intoxication,  infec- 
tion, etc.,  or  reflexly  from  disease  of  peripheral  organs.  There  is  a 
close  relation  between  acroparesthesia,  erythromelalgia,  scleroderma, 
acute  angioneurotic  edema,  and  multiple  cutaneous  gangrene. 

It  is  not  known  whether  scleroderma  occurs  primarily  or  second- 
arily to  changes  in  the  spinal  cord,  and  certainly  such  changes  cannot 
be  of  a  very  gross  character.  The  diagnosis  of  scleroderma  is  usually 
easy  when  the  skin  is  hard,  smooth,  and  without  folds,  and  there  is  ab- 
normal pigmentation,  loss  of  hair  and  local  asphyxia  and  syncopy.  The 
disease  may  be  difficult  to  diagnosticate  in  its  early  stages,  or  when  the 
skin  is  not  first  affected,  but  the  deeper  portions  are  involved,  viz., 
muscles,  bones  and  joints.  Scleroderma  may  begin  as  acroparesthesia, 
or  as  erythromelalgia.  Progressive  facial  hemiatrophy  may  be  closely 
related  to  scleroderma.  Certain  cases  of  scleroderma  resemble  syringo- 
myelia and  Morvan's  disease,  or  myxedema.  The  therapy  of  sclero- 
derma makes  a  sad  chapter. 

Acute  localized  edema  has  many  resemblances  to  urticaria,  and  ha.s 
been  described  as  giant  urticaria.  It  is  not  merely  a  simple  angio- 
neurosis,  as,  in  addition  to  disturbances  in  the  circulation  of  the  blood, 
there  are  trophic  or  secretory  changes.  The  question  whether  it  is 
merely  a  symptom-complex  or  a  morbus  sul  generis  is  not  easy  to 
answer.  In  some  cases  the  edema  is  a  very  unimportant  part  of  the 
clinical  picture,  as  in  Graves'  disease  or  migraine,  but  in  other  cases 
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the  edema  is  the  main  feature.  Cassirer  therefore  makes  two  groups ; 
in  one  he  puts  the  cases  in  which  the  edema  appears  as  a  toxic,  auto- 
toxic  or  infectious  process,  has  an  acute  commencement,  and  is  of  short 
duration,  like  an  intoxication  or  infection ;  and  has  no  tendency  to 
recur  unless  produced  by  the  same  causes  operating  again.  This  form 
is  closely  related  to  urticaria  and  purpura.  In  the  second  group  he 
places  the  cases  in  which  there  is  a  direct  or  indirect  heredity,  nervous 
symptoms  are  prominent,  and  the  attacks  return  with  regularity 
and  are  independent  of  external  causes.  These  two  forms  can- 
not be  always  sharply  separated  from  one  another.  The  treatment  of 
acute  circumscribed  edema,  if  it  occurs  in  connection  with  some  other 
disease,  consists  in  the  treatment  of  the  latter ;  the  food  that  has  a 
tendency  to  produce  the  edema  should  be  avoided,  the  bowels  should 
be  regulated,  massage  and  electricity  may  be  employed,  but  drugs  do 
not  afford  much  hope  of  benefit. 

The  multiple  neurotic  cutaneous  gangrene  is  not  a  morbus  sui  gen- 
eris, but  merely  a  symptom-complex.  In  the  majority  of  the  cases 
some  disturbance  of  the  nervous  system  seems  to  be  the  cause  of  the 
symptoms.  There  is  a  form  of  gangrene  closely  related  to  this  neurotic 
g*ngrene,  but  probably  dependent  upon  vascular  disease.  Some  forms 
of  gangrene  are  the  result  of  hysteria.  The  multiple  neurotic  gangrene 
is  occasionally  a  sign  of  some  organic  nervous  disease,  as  syringo- 
myelia or  peripheral  neuritis.  In  some  cases  urticaria  is  associated  with 
the  gangrene.  Cases  occur,  however,  in  which  the  multiple  neurotic 
gangrene  has  the  appearance  of  an  independent  neurosis. 

It  will  be  seen  from  this  review  that,  while  Cassirer's  presentation 
of  these  curious  diseases  is  excellent,  it  leaves  many  questions  un- 
answered. Spiller. 

Recherches  cliniques  et  therapeutiques  sur  l'epilepsie, 
l'hysterie  et  l'idiotie.  par  Bourneville.  Avec  la  collabora- 
tion de  M.  Bellin,  Boyer,  Chapotin,  Dardel,  Katz,  Noir,  J., 
Paul-Boncour  et  Poulard.    Vol.  XX.    Felix  Alcan.   Paris.    1900. 

Bourneville  has  presented  twenty  of  these  incomparable  studies  to 
the  medical  profession.  As  in  the  preceding  volumes,  the  history  of 
the  service  during  1899  is  given.  Here  the  usual  array  of  statistical 
tables  is  conspicuous  by  the  absence  of  any  such  mode  of  presentation. 
The  gymnastic  and  manual  training  ideas  are  carried  out  to  much 
greater  lengths  than  in  preceding  reports.  These  are  well  illustrated 
in  these  reports,  and  the  methods  advocated  should  find  their  way  into 
our  charitable  institutions.  Such  methods  of  instruction,  it  is  true, 
are  not  new;  in  the  higher  class  of  institutions  in  this  country  they 
have  been  widely  followed,  but  in  the  more  or  less  badly  managed  and 
politically  overseen  institutions  with  us  systematic  efforts  in  teaching 
the  idiot  are  often  wanting.  In  the  second  part  of  the  book  there  are 
a  number  of  suggestive  and  excellent  studies  made  by  Bourneville  and 
his  assistants.  Thus  Bourneville  and  Chapotin  report  on  the  use  of 
eosinate  of  soda  in  the  treatment  of  epilepsy:  The  study  is  a  model  of 
its  kind.  They  show  that  the  drug  has  some  very  interesting  effects 
on  the  mucous  membranes  and  on  the  skin,  which  resemble  in  large 
measure  the  effects  of  bromism.  Its  action  on  the  epilepsy  is  nil.  A 
similar  type  of  study  is  presented  by  Bourneville  on  sedum  acre,  tte 
finds  this  also  of  little  avail.  Other  studies  on  trophic  disturbances 
of  the  skin,  spasmodic- hemiplegia,  hysteria,  influence  of  alcohol  on 
the  production  of  idiocy  and  of  epilepsy,  etc.,  follow: 

Some  important  observations  relative  to  the  thymus  are  of  interest 
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in  view  of  the  rather  unique  ideas  of  Ohlmacher  on  the  persistent 
thymus  and  its  relations  to  epilepsy.  Katz  and  Bourneville  in  61  nor- 
mal children  found  that  the  thymus  was  persistent  in  every  case.  In 
reports  of  168  individuals  exarnined  it  was  persistent.  Its  absence  in 
many  cases  of  idiots,  epileptics  and  imbeciles  has  been  noted  by 
Bourneville,  the  average  percentage  of  absence  in  such  cases  being 
as  high  as  25  per  cent.  We  are  glad  to  see  studies  of  this  type,  and 
trust  that  many  more  volumes  may  be  added  to  this  illustrious  series. 

Jelliffe. 

A  Text  Book  of  Practical  Medicine.  By  William  G.  Thompson,  M.D.. 
New.  York.  Lea  Brothers  &  Co..  New  York  and  Philadelphia. 
Publishers. 

The  author  states  in  his  preface  that  "the  advent  of  a  new  century 
makes  appropriate  a  comprehensive  review  of  the  present  status  of  med- 
ical practice."  He  makes  no  claim  to  originality,  but  simply  a  state- 
ment of  such  facts  and  principles  as  have  received  clinical  proof,  and 
avoids  those  which  have  only  a  speculative  basis.  From  his  long  expe- 
rience in  the  best  hospitals  of  New  York  City,  and  many  years  spent  as 
a  teacher  of  medicine.  Dr.  Thompson  is  well  qualified  to  write  authori- 
tatively on  the  subject;  and  this  volume  reflects  his  own  views  on  dis- 
ease and  methods  of  treatment.  One  thing  that  specially  commends  the 
work  is  the  space  and  lucid  description  given  to  those  diseases  which 
are  fairly  common,  and  the  citation  of  cases  illustrative  of  the  disease, 
these  cases  for  the  most  part  having  been  taken  from  those  occurring 
in  the  practice  of  the  author.  The  field  of  medicine  has  been  described 
under  nine  heads.  Infectious  diseases,  taking  in  also  fevers  of  obscure 
origin,  e.  g.,  febricula,  Weil's  disease,  Malta  fever,  etc.,  and  the  infec- 
tions common  to  man  and  animals.  Under  diphtheria  the  antitoxin 
treatment  is  fully  described  and  cordially  recommended.  Diseases  of 
the  digestive  system  are  well  described,  particular  attention  being  given 
to  diseases  of  the  stomach  and  intestine.  Diseases  of  the  peritoneum, 
liver  and  pancreas  are  also  described  under  this  heading.  Diseases  of 
the  spleen,  lymphatic  system  and  ductless  glands  are  next  taken  up,  the 
diseases  of  the  spleen  being  accorded  a  very  brief  description,  while 
those  of  the  thyroid,  thymus  and  adrenals  come  in  for  a  more  exhaustive 
one.  Diseases  of  the  vascular,  respiratory  and  urinary  systems  follow. 
In  chronic  Bright's  disease  two  forms  are  described,  viz.,  chronic 
parenchymatous  and  chronic  interstitial  nephritis.  To  the  nervous  sys- 
tem about  130  pages  have  been  given,  with  a  full,  concise  description  of 
diseases  of  the  nerves,  diseases  of  the  spinal  cord,  diseases  of  the  brain, 
functional  nervous  disorders,  and  trophic  and  vasomotor  disorders. 
Diseases  of  the  muscular  system  comprise  myositis  and  myotonia  con- 
genita. The  last  section  takes  up  miscellaneous  diseases,  diseases  due 
to  parasites,  and  poisons  and  drug  habits. 

The  work  is  specially  adapted  for  the  use  of  students  and  as  a  ready 
reference  book  for  the  general  practitioner.  The  descriptions,  as  a 
rule,  are  clear  and  concise,  and  the  teatment  advised  is  that  most  ap- 
proved at  the  present  day.     The  volume  contains  about  1,000  oages. 

Ada  Mrs, 
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A.  DE  Watteville  has  resigned  from  the  editorship  of  Brain. 

The  new  Owatonna,  Minn.,  Hospital  was  opened  January  5. 

Dr.  Theodore  Kirch hoff  has  been  appjointed  professor  of  psychi- 
atrics at  Kiel. 

Dr.  Kern  has  been  appointed  superintendent  of  the  State  Hospital 
for  the  Insane  at  Hastings,  Neb. 

Dr.  William  Browning  has  been  appointed  consulting  neurologist 
to  the  Long  Island  State  Hospital  at  Flatbush. 

It  is  stated  that  the  two  New  Jersey  State  Hospitals  for  the  Insane 
contain  150  insane  criminals. 

Dr.  Jean  M.  Wilson,  pathologist  to  the  Delaware  Hospital  for  the 
Insane,  has  sent  in  his  resignation. 

Dr.  W.  D.  Zoethout  has  been  appointed  laboratory  professor  of 
neurology  in  Rush  Medical  College,  Chicago,  111. 

The  new  Central  State  Hospital  at  Petersburg,  Va.,  has  recently 
been  opened,  and  has  accommodations  for  160  patients. 

Dr.  Henry  Foster,  founder  of  the  sanitarium  at  Clifton  Springs, 
N.  Y.,  died  suddenly  January  15,  of  heart  disease. 

Dr.  Metius  M.  Eckelmann  receives  $100  a  year  from  Elkhart 
County,  Ind.,  for  caring  for  the  sick  in  its  asylum. 

The  new  building  at  the  State  Hospital  for  the  Insane  at  Harris- 
burg,  Pa.,  has  been  opened.     It  will  accommodate  300  patients. 

Dr.  Thomas  E.  Hoxie,  of  Spangle,  Wash.,  has  been  appointed  as- 
sistant physician  at  the  Eastern  Hospital  for  the  Insane  at  Medical  Lake, 
Wash. 

The  legislature  will  be  asked  to  appropriate  $40,000  for  a  cottage 
and  other  improvements  at  the  Michigan  Asylum  for  the  Insane  at 
Kalamazoo. 

Dr.  Alexander  Young,  of  Arcadia,  has  been  appointed  assistant 
physician  at  the  State  Hospital  for  the  Insane  at  Norfolk  by  the  Gov- 
ernor of  Nebraska. 

Dr.  R.  p.  Winterode  has  been  appointed  pathologist  at  the  Mary- 
land Hospital  for  the  Insane  at  Catonsville,  to  succeed  Dr.  Cornelius 
Deweese,  who  recently  resigned. 

The  Bibliography  of  American  Neurology  and  Psychiatry,  on  a4-- 
vertising  pages  xviii  and  xx,  is  becoming  valuable.  It  already  contains 
over  800  references,  and  furnishes  a  complete  index  of  American  litera- 
ture on  these  subjects. 

A  BILL  establishing  a  State  hospital  for  dipsomaniacs  and  other  in- 
ebriates is  to  be  introduced  at  this  session  of  the  Indiana  Legislature  by 
Senator  Charles  Whitcomb. 
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Dr.  Livingston  Hinckley,  of  Newark,  N.  J.,  has  resigned  the  su- 
perintendency  of  the  Essex  County  Hospital  for  the  Insane,  which  po- 
sition he  has  held  for  sixteen  years. 

It  IS  STATED  that  the  State  of  Illinois  has  purchased  property  to  the 
extent  of  nearly  $1,500,000  near  Alton,  for  the  establishment  of  a  hos- 
pital for  epileptics. 

Dr.  Clark,  superintendent  of  the  Kingston  Asylum  for  the  Insane, 
Canada,  has  been  appointed  a  commissioner  to  investigate  the  workings 
of  the  asylum  at  New  Westminster,  British  Columbia. 

Dr.  a.  B.  Richardson,  late  superintendent  of  the  Government  Hos- 
pital for  the  Insane,  has  been  elected  to  the  chair  of  mental  diseases  in 
the  Columbian  Medical  School  at  Washington,  recently  made  vacant  by 
the  resignation  of  Dr.  Foster. 

Dr.  Lindsay  Peters  has  been  appointed  resident  physician  of  the 
insane  department  of  Bayview  Hospital,  the  city  almshouse,  by  the 
Board  of  Supervisors  of  City  Charities  of  Baltimore,  Md. 

Governor  Odell  has  resolved  to  give  a  personal  hearing  on  the 
charges  of  gross  extravagance  which  have  been  preferred  against  Super- 
intendent William  Austin  Macy,  of  the  Willard  State  Hospital,  by  J.  F. 
Mahoney,  of  the  village  of  Willard,  N.  Y. 

Dr.  Frederick  S.  Ward  has  resigned  the  position  of  pathologist  at 
the  Taunton  (Mass.)  State  Insane  Hospital,  which  he  has  held  for  the 
past  two  years,  and  gone  into  private  practice  in  Springfield. 

The  bill  appropriating  $25,000  to  the  Alabama-Bryce  Insane  Hos- 
pital at  Tuscaloosa,  for  the  purpose  of  completing  the  department  for 
negroes  at  Mount  Vernon,  was  passed  by  the  Senate  without  a  dissent- 
ing vote. 

The  Hopeworth  Sanatorium,  Bristol,  R.  I.,  a  private  hospital  for 
nervous  diseases,  was  visited  by  fire  recently  and  the  Martha  cottage 
was  destroyed,  entailing  a  loss  of  about  $6,000.  The  main  building  was 
uninjured. 

Dr.  Arthur  P.  Povvelson  has  resigned  his  position  as  assistant 
physician  at  the  State  Hospital  for  the  Insane  at  Middleton,  N.  Y.,  to 
accept  the  position  of  resident  physician  at  the  Homoeopathic  General 
Hospital  at  Rochester. 

Dr.  C.  B.  Simcoe.  assistant  physician  at  the  St.  Joseph,  Mo.,  State 
Asylum  for  the  Insane,  has  been  chosen  as  superintendent  of  the  new 
State  Home  for  the  Feeble  Minded  at  Marshall,  Mo.,  opened  February  i. 

Dr.  George  A.  Zeller,  superintendent  of  the  Hospital  for  Incurable 
Insane,  Illinois,  who  is  now  in  the  Medical  Department  of  the  Volun- 
teer army  in  the  Philippines,  has  decided  not  to  return  until  the  expira- 
tion of  his  term  of  service. 

The  State  Hospital  for  the  Insane  at  Norristown,  Pa.,  has  been 
visited  by  Senator  Wentz  and  Assemblymen  Barker,  McGlathery  and 
De  Haven,  for  the  purpose  of  determining  the  needs  of  the  institution. 
The  hospital  has  asked  for  an  appropriation  of  $90,000. 

Rev.  Charles  E.  Conrad,  M.D.,  died  recently  at  Quincy,  111.,  aged 
81  years.  He  went  to  British  India  in  1848,  and,  as  the  missionary  who 
could  heal,  was  much  sought  after  by  thousands  of  the  natives.  He 
established  asylums  for  lepers  and  epileptics  at  Lohordagga,  India. 
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Dr.  James  C.  Smith,  of  Agency,  Mo.,  has  been  appointed  second  as- 
sistant at  the  State  Hospital  for  the  Insane,  No.  2,  St.  Joseph,  to  succeed 
Dr.  Charles  B.  Simcoe,  who  resigned  in  December,  to  take  charge  of  the 
Missouri  Colony  for  the  Feeble-Minded  and  Epileptic  at  Marshall. 

Dr.  T.  D.  Crothers.  of  Hartford,  Conn.,  on  February  18,  began  a 
course  of  lectures  "On  the  Neuroses  and  Psychoses  of  Spirit  and  Drug 
Diseases"  at  the  hall  of  the  New  York  School  of  Clinical  Medicine,  328 
West  Forty-second  Street,  New  York  City.  The  lectures  are  to  be 
given  on  Monday  evenings  at  8  P.  M.,  and  the  profession  is  invited  to 
attend. 

Capt.  E.  R.  Rost,  I.  M.  S.,  civil  surgeon,  Meiktila,  Burma,  has 
found  a  microscopic  germ  in  rice  and  jowari  grain,  and  also  in  the  rice 
liquor  which  the  cooleys  and  sepoys  drink.  The  result  of  his  experi- 
ments is  the  conclusion  that  beriberi  is  caused  by  this  organism,  which 
withstands  a  remarkably  high  temperature,  so  that  it  is  not  even  always 
destroyed  by  boiling. 

Owing  to  the  overcrowded  condition  of  the  State  Hospital  for  the 
Insane  at  Augusta,  Me.,  the  erection  of  a  new  hospital  was  begun  six 
years  ago  at  Bangor.  Thus  far  $440,000  has  been  expended,  of  which 
$35,000  has  been  advanced  by  the  Governor  from  his  private  means,  anc 
the  new  hospital  is  still  incomplete.  The  legislature  is  to  be  asked  for 
a  further  appropriation  of  $200,000. 

Dr.  Wilson,  assistant  at  the  Brockville  Asylum,  Ontario,  has  been 
transferred  to  London,  Ont.,  to  take  the  place  of  Dr.  A.  T.  Hobbs,  who 
has  resigned  to  go  into  private  practice.  Dr.  Laidlaw,  assistant  at  the 
Orillia  Asylum,  has  been  promoted  to  the  vacancy  at  Brockville,  while 
Dr.  St.  Charles,  also  of  Orillia,  has  been  transferred  to  Hamilton  to 
succeed  Dr.  Herriman,  who  has  been  transferred  to  the  Kingston  in- 
stitution. 

The  board  of  trustees  of  the  Milwaukee,  Wis.,  Hospital  for  the 
Insane,  at  their  annual  meeting,  elected  the  following  officers  for  the 
ensuing  year :  President,  B.  B.  Hopkins ;  vice-president,  A.  L.  Cary ; 
secretary,  A.  F.  Wallschlaeger ;  ex-officio  treasurer,  the  county  treas- 
urer, Schultz ;  executive  committee,  G.  E.  Gustav  Kuechle,  David  Vance, 
J.  W.  P.  Lombard ;  visiting  committee.  Christian  Wahl,  John  F.  Burn- 
ham,  Miss  Lillian  Wall,  Mrs.  Anna  L.  Wall,  Dr.  Ernest  Copeland. 

The  Medical  Association  of  the  Greater  City  of  New  York,  at 
its  last  meeting,  passed  a  resolution  petitioning  the  Governor  to  sustain 
the  Pathological  Institute  of  the  New  York  State  Hospitals  for  the  In- 
sane, and  protesting  against  the  threatened  subversion  of  the  work  of 
the  institute,  which  has  been  so  highly  commended  by  the  scientific  men 
of  this  and  other  countries.  Similar  petitions  are  being  sent  by  other 
medical  societies  and  privately  by  prominent  physicians. 

The  State  Commission  in  Lunacy,  in  its  annual  report  to  the 
Legislature,  says  there  were  admitted  to  the  State  hospitals  last  year 
4,795  new  cases  of  insanity,  against  4,201  the  preceding  year.  The  net 
increase  at  the  close  of  the  year  was  714.  During  the  last  year  there 
were  1,029  patients  discharged  as  cured,  and  900  more  sufficiently  im- 
proved to  return  home.  In  the  cost  of  maintenance  of  22,000  patients 
there  was  a  gross  reduction  of  $297,171.  The  amount  spent  for  new 
buildings  and  extraordinary  improvements  was  $662,948,  as  against 
$1,126,043  for  the  preceding  year. 
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The  State  Board  of  Control,  of  Iowa,  has  promulgated  a  new  set 
or  rules  for  the  government  of  all  county,  state  and  private  institutions 
in  Iowa  in  which  insane  patients  are  kept.  A  recently  enacted  law  gives 
the  board  power  to  make  these  rules  and  enforce  them. 

A  BILL  introduced  in  the  House  of  Representatives  of  Indiana 
provides  for  the  establishment  by  the  State  of  a  village  for  epileptics. 
The  sum  of  $40,000  is  to  be  appropriated  for  the  purpose  of  purchasing 
a  tract  of  not  less  than  1,000  acres  of  land,  and  not  more  than  $160,000 
for  the  erection  of  buildings.  Although  the  bill  goes  into  many  details, 
it  does  not  suggest  any  particular  site  iqr  the  colony. 

A  NEW  LUNACY  BILL  has  been  drawn  up  by  Drs.  Nelson  H.  Henry 
and  John  H.  Girdncr  for  presentation  to  the  legislature,  which  provides 
that  every  judge  to  whom  application  is  made  for  the  examination  of  a 
supposedly  insane  person,  shall  designate  a  referee,  and  that  it  shall  be 
the  duty  of  the  latter  to  be  present  at  the  examination  conducted  by  the 
medical  experts  and  certify  as  to  its  regularity.  The  bill  also  provides 
that  to  be  eligible  for  the  position  of  medical  examiner  in  lunacy  one 
must  have  had  at  least  two  years'  experience  in  the  care  of  the  insane. 

The  Grand  Jury  has  filed  a  scathing  presentment  denouncing  the 
Bellevue  Hospital  abuses,  and  urging  the  removal  of  W.  B.  O'Rourke, 
late  superintendent,  Michael  J.  Rickard,  late  assistant  superintendent, 
and  Dr.  John  W.  Moore,  lately  in  charge  of  the  insane  pavilion.  They 
found  these  officials  had  been  grossly  incompetent  and  negligent  of  their 
duties.  District  Attorney  Philbin  will  heed  this  presentment  after  the 
trial  of  the  three  Hilliard  nurses.  Meanwhile,  Commissioner  Keller  had 
already  transferred  O'Rourke  and  Rickard,  and  suspended  and  rein- 

ent.  Commissioner  Keller  will,  however,  heed  the  jury's  presentment, 
and  prefer  charges  against  the  three  officials  whose  dismissal  was  recom- 
mended, but  he  will  give  them  a  chance  to  answer  the  charges  before 
removing  them.  The  Grand  Jury,  in  its  report,  recommended  strenu- 
ously that  nurses  or  attendants  in  the  insane  pavilion  should  be  experi- 
enced trained  nurses,  and  also  that  the  physician  in  charge  of  the  insane 
pavilion  should  be  a  practitioner  trained  and  experienced  in  the  moderni 
treatment  of  the  insane,  and  not  a  newly  fledged  physician. 

The  Medical  Board  of  Bellevue  Hospital,  in  its  report  made  ta 
Commissioner  Keller,  upon  the  charges  recently  brought  against  the 
management  of  that  institution,  admits  many  grave  abuses,  explains  the 
causes  of  their  existence,  and  outlines  practical  remedies.  Considering, 
the  conduct  of  the  insane  pavilion,  the  Board  endorses  the  recommen- 
dations already  made  by  the  committee  of  inspection,  that  the  patients 
in  the  insane  pavilion  be  placed  under  the  charge  of  a  competent,  well- 
qualified  physician,  with  suitable  salary,  who  shall  devote  his  time  ex- 
clusively to  their  care.  The  Board  further  says  that  there  should  also 
be  an  assistant  resident  physician,  so  that  the  pavilion  may  never  be 
without  the  presence  of  a  competent  medical  attendant,  and  that  the 
resident  physician  should  be  held  absolutely  responsible  for  the  con- 
dition of  every  patient.  They  recommend  that  the  nursing  service  in 
the  insane  pavilion  should  be  in  the  charge  of  a  carefully  selected  super- 
vising graduate  nurse,  assisted  by  trained  attendants.  They  deplore 
the  crowded  conditions  whereby  epileptics,  cases  of  hysteria,  and  even 
surgical  mania  are  crowded  together  with  alcoholics,  but  state  that  such 
crowding  cannot  be  avoided  at  present,  because  there  is  no  other  place 
for  epileptics  and  cases  of  hysteria    which  are  noisy. 
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Compulsory  treativient  of  liquor  and  drug  habitues  is  the 
object  of  a  bill  to  be  introduced  at  the  coming  session  of  the  Indiana 
Legislature.  The  bill  provides  that  any  habitual  drunkard  who  is  a 
public  charge,  or  likely  to  become  so,  may  on  application  to  the 
county  judge,  either  in  person  or  by  friend  or  near  kin,  making  oath 
to  the  facts  in  the  case,  be  'sent  to  an  institution  where  inebriates  are 
cured.  The  expense,  not  to  exceed  $ioo,  is  to  be  paid  by  the  county 
of  which  the  beneficiary  is  a  resident.  Provision  is  also  made  for 
the  repayment  of  the  money  so  expended,  by  the  one  benefited  giving 
his  note  to  the  county  commissioners  and  paying  it  by  instalments 
or  as  a  whole. 

Resolutions  have  been  passed  by  the  Chicago  Medical  Society, 
Chicago  Pathological  Society,  Chicago  Neurological  Society  and  Chicago 
Society  for  Internal  Medicine,  recommending  the  selection  of  at  least 
four  medical  internes  for  each  of  the  state  hospitals  for  the  in- 
sane; that  such  internes  shall  be  selected  by  competitive  examinations 
from  graduates  of  the  medical  colleges  in  the  State,  recognized  by  the 
State  Board  of  Health,  that  they  shall  serve  for  one  year,  and  receive 
as  compensation  lodging,  board,  washing  and  $ioo  at  the  expiration  of 
their  term  of  service,  and  that  the  professors  of  nervous  and  mental 
diseases  of  the  five  medical  colleges  having  the  largest  number  of  stu- 
dents in  attendance  shall  be  the  examiners  to  select  these  internes. 

Dr.  Henry  Flood  and  Dr.  E.  A.  Reilly,  of  Elmira,  N.  Y.,  are 
defendants  in  an  action  for  $50,000  damages  brought  by  a  man  whom 
the  doctors,  after  an  examination,  had  pronounced  insane.  Although  a 
commitment  was  made  out  the  man  escaped,  and  later  returned  to 
Elmira  again.  A  second  commission  was  appointed  to  examine  him, 
but  the  patient  took  legal  measures  against  the  procedure.  He  was 
brought  to  New  York  City  and  was  pronounced  sane  by  Dr.  Carlos  Mc- 
Donald, who  examined  him.  The  attempt  to  have  him  committed  was 
discontinued.  He  alleges  that  the  local  decision  declaring  him  to  be 
insane  was  the  cause  of  his  losing  his  position  in  Elmira,  and  necessi- 
tated his  removal  to  Brooklyn. 

A  resolution  has  been  introduced  in  the  Legislature  of  New  Jersey 
<;alling  for  an  investigation  of  the  Morris  Plains  Hospital  for  the  In- 
sane. This  action  has  been  hastened  because  of  a  case  in  which  it  was 
charged  that  the  wife  of  a  citizen  had  been  committed  to  the  asylum 
when  her  friends  believed  her  to  be  sane.  She  has  recently  been  ad- 
judged in  possession  of  her  right  mind,  and  has  been  released.  It  h 
charged  that  sane  persons  have  been  committed  to  the  hospital  several 
times.  A  revision  of  the  laws  will  also  be  asked  for.  It  is  hoped  that 
some  provision  will  be  made  for  epileptics,  so  that  they  may  be  kept 
separate  from  the  chronic  insane. 


VOL.  XXVIII.  April,  1901.  No.  4. 

THE 

Journal 

OF 

Nervous  and  Mental  Disease. 


©riQinal  articlca* 


THE    CLINICAL  VALUE   OF   ASTEREOGNOSIS,    AND   ITS 
BEARING  UPON  CEREBRAL  LOCALIZATION.* 

By  G.  L.  Walton,  M.D., 

PHYSICIAN      TO      THE      NEUROLOGICAL      DEPARTMENT,      MASSACHUSETTS 
GENERAL   HOSPITAL;    CLINICAL    INSTRUCTOR   IN    NEU- 
ROLOGY,    HARVARD     UNIVERSITY ; 

AND  W.  E.  Paul.  M.D., 

ASSISTANT    PHYSICIAN  TO    NEUROLOGICAL   DEPARTMENT,    MASSA- 
CHUSETTS GENERAL  HOSPITAL. 

Astereognosis  has  become  established  as  an  important 
symptom  to  be  investigated  in  all  cases  at  least  of  suspected 
cerebral  disease.  Many  such  cases  are  deemed  normal  as  re- 
gards sensation,  in  which  this  investigation  would  not  only 
furnish  material  aid  in  diagnosis  but  also  further  the  study 
of  cerebral  localization.  The  importance  of  the  subject  has 
been  recognised  by  various  observers,  to  whose  contribu- 
tions (in  which  the  expression  active  touch  is  more  often  used), 
reference  is  made  in  the  exhaustive  work  of  Verger"*  on  Ce- 
rebral Anesthesia.  The  study  was  given  an  impetus  in  this 
country  by  the  work  of  Dana,^  and  the  importance  of  testing 

^Read  by  invitation  before  the  Philadelphia  Neurological  Socie- 
ty, February  25,  1901. 

'Archives  General  de  Medicine,  Nov.  and  Dec.  1900. 

•Journal  of  Nervous  and  Mental  Disease,  October  1898,  and  De- 
cember 1894. 
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for  astereognosis  has  been  emphasized  in  Philadelphia  by  the 
contributions  of  Dercum/  Burr^  and  Sailer,^  as  well  as  by  the 
practical  application  in  diagnosis  and  treatment  shown  in  the 
brilliant  case  of  Mills  and  Keen."^ 

Complete  hemianesthesia  involving  the  trunk  to  the  me- 
dian line  and  including  analgesia,  whether  the  special  senses 
are  affected  or  not,  generally  means  hysteria.  In  fact,  com- 
plete anesthesia  leaving  off  abruptly  at  a  point  short  of  the 
median  line,  for  example,  at  the  shoulder,  is  apt  to  fall  in  the 
same  category.  This  variety  of  anesthesia  is  rarely  to  be 
confounded  with  that  of  organic  origin.  In  hysteria  the  char- 
acter of  the  astereognosis  as  well  as  the  distribution  of  anes- 
thesia and  its  completeness,  will  generally  indicate  the  nature 
of  the  malady.  Such  patients,  for  example,  while  taking  no 
notice  of  pinch  or  prick,  and  stating  that  no  object  is  recog- 
nised when  the  stereognostic  sense  is  tested,  will  handle  ob- 
jects naturally  and  freely  with  the  affected  hand.  One  such 
patient  coming  recently  under  our  observation,  through  the 
courtesy  of  Dr.  Shattuck,  stated  that  no  touch  of  any  kind 
was  felt  up  to  the  shoulder,  and  failed  to  recognise  objects 
placed  in  the  hand.  She  found  no  difficulty,  however,  in  ex- 
tracting her  handkerchief  from  the  recesses  of  her  clothing, 
though  it  was  concealed  from  view.  This  indication  of  sub- 
conscious recognition  we  have  not  found  in  astereognosis  of 
organic  origin.  True  cerebral  anesthesia  is  recognised  by 
its  distribution  and  by  its  character.  Its  distribution  is  dis- 
tal, that  is,  either  limited  to  the  extremities,  more  particu- 
larly to  the  hands  and  feet,  or  if  involving  also  the  trunk,  the 
anesthesia  shades  off  gradually  as  the  middle  line  is  ap- 
proached. With  regard  to  the  character,  the  loss  is  general- 
ly more  marked  in  the  posture,  spacing  and  localizing  senses 
than  in  those  of  touch,  pain,  and  temperature.     In  certain 

'Journal  of  Nervous  and  Mental  Disease,  August  1899,  and  No- 
vember 1900. 

"Journal  of  Nervous  and  Mental  Disease,  May  1897,  and  Jan- 
nary  1898. 

^Journal  of  Nervous  and  Mental  Disease,  March  1899. 

'Journal  of  Nervous  and  Mental  Disease,  May  1900.  University 
Medical  Magazine,  October  1897. 
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of  these  cases  the  loss  of  pain  sense  is  also  marked,  and  to 
this  class  Verger  has  applied  the  name  pseudo-hysterical. 

An  object  placed  in  the  affected  hand  of  a  patient  with 
cerebral  anesthesia  is  unrecognised  if  the  eyes  are  closed — 
that  is,  the  stereognostic  sense  (or  sense  of  "active  touch")  is 
lacking.  For  brevity  we  will  use  the  term  astereognostic 
type. 

Cerebral  anesthesia  of  the  astereognostic  type  occurs  in 
both  cortical  and  central  disease,  between  which  we  are  un- 
able to  distinguish  by  this  symtom  alone  as  shown  by  the 
studies  of  Dejerine,^  and  Long.  With  the  aid  furnished  in 
many  cases  by  hemianopsia  on  the  one  hand,  and  by  mon- 
oplegic  distribution  and  Jacksonian  epilepsy  on  the  other,  we 
have  been  long  familiar,  but  it  was  to  be  hoped  that  we  might 
add  another  factor  of  diagnostic  value.  Such  cases,  however, 
as  that  of  Long^  seem  conclusive  on  this  point — the  autopsy 
here  revealed  extensive  softening  of  the  posterior  two-thirds 
of  the  internal  capsule,  but  no  sign  of  cortical  disease.  In 
this  case  touch,  temperature,  and  pain  senses  were  normal, 
but  muscle  and  position  senses  were  lost. 

This  case  also  serves  as  a  reminder  of  the  fact,  to  which 
further  reference  will  be  made,  that  the  muscle  sense  fibres 
probably  follow  a  separate  course  from  those  conveying  cu- 
taneous sensations.  The  curious  fact  that  in  Sailer's  second 
case  a  deep  lesion  causing  hemianopsia  and  pseudo-hysteri- 
cal anesthesia  on  one  side,  was'  accompanied  by  the  pure  as- 
tereognostic type  on  the  other,  while  hard  to  explain  satis- 
factorily, certainly  tends  to  show  that  cortical  lesion  is  not 
essential  to  the  latter  form  of  anesthesia. 

An  interesting  example  of  cerebral  anesthesia  resulting  ap- 
parently from  interruption  of  the  bulbo-thalamic  fibers  recent- 
ly came  under  our  observation  in  the  Neurological  Depart- 
ment of  the  Massachusetts  General  Hospital,  and  will  be  else- 
where reported  in  detail  by  Dr.  Paul.^^ 

"Semaine  Medicale,  July  20,  1899. 

•These  de  Long,  p.  246.  cited  by  Verger. 

^"Notes  from  the  Neurological  Department  of  the  Massachu- 
setts General  Hospital,  Boston  Med.  and  Surg.  Journal.  March  14, 
1901. 
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Case  I. — ^This  patient,  a  woman  51  years  of  age,  presented 
typical  bilateral  labio-lingual  palsy,  of  ten  years'  duration, 
and  of  apoplectiform  onset.  The  bulbar  symptoms  were  ac- 
companied by  weakness  and  numbness  of  the  left  hand.  She 
is  unable  to-day  to  recognize  objects  placed  in  this  hand. 
There  is  very  slight  impairment  of  touch  and  pain  sense  ex- 
tending up  the  arm,  gradually  disappearing  after  passing  the 
shoulder.  There  is  no  loss  of  temperature,  localizing,  or  pos- 
ture sense,  but  slight  impairment  of  space  sense.  Aside  from 
the  question  of  astereognosis  this  case  presents  a  clinical  pic- 
ture of  great  interest,  and,  in  fact,  rarity ;  such  cases  are,  how- 
ever, mentioned  by  Gowers  under  the  head  of  ''Sudden 
(Apoplectiform)  Bulbar  Paralysis." 

It  seems  fairly  established  that  the  ability  to  recognise 
objects  held  in  the  hand  with  the  eyes  closed,  is  a  matter  not 
of  any  one  simple  sensation,  but  a  complex  judgment,  based 
on  correlated  memories  of  various  forms  of  contact  sense, 
spacing,  localizing,  pressure,  together  with  the  co-called  mus- 
cle sense.  With  regard  to  the  term  muscle  sense,  the  know- 
ledge of  the  position  of  the  members  is  imparted  not  only 
by  stimuli  from  the  muscles  but  also  by  cutaneous  and  artic- 
ular stimuli;  the  former  predominate  when  the  parts  are  ac- 
tively moved,  the  latter  when  they  are  at  rest,  but  we  can  in 
neither  case  feel  sure  that  we  are  only  testing  one,  for  even 
when  at  rest  the  muscles  are  in  a  state  of  tonus.  It  seems 
therefore  advisable  to  use  the  term  posture  sense  in  referring 
to  the  patient's  ability  to  recognise  the  direction  in  which 
the  fingers,  for  example,  are  moved.  In  this  way  we  merely 
record  facts  without  misleading  inferences.  Pain  and  tem- 
perature senses  are  of  little  importance  in  this  connection, 
and  are  apt  to  remain  unaffected,  except  in  matters  of  judg- 
ment, e.g,  in  localizing  the  stimulus.  The  preservation,  or 
comparative  preservation,  of  touch  sense  is  the  key  to  the 
situation,  for  loss  of  this  sense  alone  would  of  course  entail 
loss  of  power  to  recognize  objects. 

It  would  seem  that  in  certain  physiological  groups  of  fibers 
and  cells  are  aggregated  the  associative  memories  con- 
cerning the  sensations  produced  by  the  various  qualities  of 
objects,  and  to  these  groups  we  doubtless  appeal  for  the  re- 
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production  of  the  ideas  previously  aroused  by  such  sensa- 
tion^. Such  processes  rank  high  in  the  psychical  scale,  and 
must  involve  highly  diflferentiated  association  fibers  and  cor- 
tical cell  groups.  It  is  apparently  in  cortical  or  subcortical 
disease  that  astereognosis  is  Hkely  to  prove  of  material  di- 
agnostic assistance,  though  it  is  not  pathognomonic  of  this 
limitation. 

In  the  second  case  we  have  to  report,  astereognosis  was 
the  initial,  and  for  an  appreciable  period  the  only  localizing 
symptom.  This  alone  was  deemed  sufficient  to  justify  a  pro- 
bable diagnosis  of  subcortical  lesion,  a  diagnosis  subsequent- 
ly established  by  operation. 

Case  II.  Nellie  B. — This  young  woman  presented  herself 
at  the  clinic.  Neurological  Department  of  the  Massachusetts 
General  Hospital,  Friday,  November  17,  1900,  complaining 
of  numbness  in  the  left  arm  and  leg.  The  symptom  had  been 
of  gradual  onset,  commencing  in  the  leg  about  six  weeks  ear- 
lier, ushered  in  by  temporary  blur  of  vision  and  loss  of  pow- 
er. The  history  included  slight  occipital  headache,  and  occa- 
sional involuntary  movement  of  the  left  hand,  not  amount- 
ing to  spasm.  There  was  a  slight  awkwardness  in  the  left 
hand,  but  the  separate  motions  were  made  perfectly  and  with 
good  strength ;  the  grasps  were  practically  alike.  The  knee- 
jerk  was  exaggerated  on  the  left.  Ankle-clonus  was  present, 
but  there  was  no  Babinski  reflex. 

In  other  respects  she  was  well,  and  doing  her  work  as  a 
compositor.  It  was  found  that  when  objects  were  placed  in 
the  left  hand,  she  was  unable  to  name  them  with  closed 
eyes,  for  example,  a  knife,  a  coin,  a  pencil.  On  analysing  the 
anesthesia  only  a  slight  degree  of  loss  of  touch  sense  ap- 
peared. The  temperature  and  pain  senses  were  preserved. 
Posture  sense  was  lost;  she  could  not  tell  with  the  eyes 
closed  whether  the  fingers  were  raised,  lowered,  or  separated. 
Examination  was  otherwise  negative,  including  that  of  the 
fundus  oculi.  It  was  decided  not  to  advise  operation  until 
the  symptoms  became  more  marked.  Monday  she  returned, 
when  Dr.  Putnam  examined  her  and  agreed  in  the  diagnosis. 

The  patient  continued  her  work  and  was  practically  well 
up  to  Wednesday,  when  there  was  rapid  onset  of  left  hemi- 
plegia, violent  headache  and  vomiting.  Dr.  Hamilton  attend- 
ed the  patient  at  her  home,  and  Drs.  Putnam  and  Lord  were 
called  to  see  her.     Her  condition  steadily  grew  worse  and 
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she  was  urged  to  enter  the  hospital  for  operation.  She  de- 
layed until  Friday  morning,  when  her  general  condition  had 
become  alarming.  At  this  time  the  Babinski  reflex  was  pres- 
ent on  the  left.  The  operation  was  performed  that  day  by 
Dr.  Warren. 

Operation.  It  was  planned  that  the  center  of  the  flap 
should  fall  just  posterior  to  the  fissure  of  Rolando  at  the 
height  of  the  moter  centers  of  the  arm. 

With  regard  to  the  technique  of  operation,  two  trephine 
holes  well  separated  were  made  in  the  right  parietal  region 
and  connected  by  cutting  forceps.  The  flap  was  completed 
by  two  converging  lines  made  by  the  same  instrument,  and 
the  narrowed  base  fractured  and  reflected  with  its  covering 
of  skin.  The  meningeal  flap  was  laid  back  in  the  opposite  di- 
rection as  suggested  by  Keen.  The  surface  of  the  brain  re- 
vealed no  abnormality  by  inspection  or  palpation  beyond  a 
moderate  degree  of  tension.  Introduction  of  the  trocar  at 
the  point  indicated  and  directed  toward  the  median  line  gave 
vent,  however,  to  about  a  testtubeful  of  clear  fluid,  examin- 
ation of  which  was  negative.  The  opening  was  enlarged  and 
the  cyst  wall  explored  without  sufficiently  definite  results  to 
demand  further  operation.  The  dura  was  sutured  and  the 
bone  and  skin  flap  replaced,  with  drainage. 

Uninterrupted  improvement  took  place  for  three  weeks, 
during  which  time  only  occasional  moderate  headache  was 
complained  of,  and  the  paralysis  was  gradually  lessening. 
Occasional  tests  showed  loss  of  posture  and  space  senses, 
impairment  of  pressure  sense,  moderate  blunting  of  touch, 
with  preservation  of  pain  and  temperature  senses.  At  this 
time  we  confirmed  the  observation  first  made  by  Long  in 
1896,  that  when  such  a  patient  is  told  with  the  eyes  closed  to 
touch  the  afifected  hand  with  the  other  it  is  found  impossible 
to  do  so  except  after  groping.  This  indicates,  of  course,  com- 
plete lack  of  posture  sense  in  the  affected  part. 

At  the  end  of  three  weeks  headache  and  vomiting  re- 
curred and  grew  steadily  worse,  the  patient  failed,  and  in  one 
week  died  after  a  slight  convulsion.    Autopsy  was  refused. 

This  case  presents  astereognosis  in  its  typical  form.  The 
following  case  falls  in  the  same  category,  excepting  that  the 
loss  of  stereognostic  sense  was  less  in  degree. 

Case  III. — J.  W.,  a  young  woman,  presented  herself  at  the 
Neurological  Department  of  the  Massachusetts  General  Hos- 
pital, December  7,  1900,  with  the  following  history.  She  was 
well  previous  to  November  i,  when  she  noticed  numbness 
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of  the  right  hand  while  washing  dishes.  The  numbness 
spread  to  the  elbow  and  in  a  few  days  loss  of  power  in  the 
hand  and  whole  arm  followed.  Several  days  later  she  lost 
power,  and  at  the  same  time  sensation,  in  the  right  leg. 
About  this  time  her  speech  became  affected.  Moderate  head- 
ache and  vomiting  appeared  early  in  the  history,  but  of  late 
had  subsided. 

Physical  examination  showed  spastic  condition  of  the 
right  leg  with  Babinski  reflex  but  no  clonus.  The  knee-jerk 
was  exaggerated  on  both  sides,  but  more  marked  on  the 
right.  Movements  of  the  right  hand  were  awkward.  It 
seemed  hard  for  the  patient  to  find  words  but  there  was  no 
decided  aphasia.    The  fundus  was  normal.    (Dr.  Cheney). 

Examination  of  the  hand  with  reference  to  stereognostic 
sense  gave  the  following  results  : — at  the  first  trial  the  patient 
could  not  distinguish  between  a  round  and  a  square  object, 
nor  name  a  quarter  dollar  piece,  a  knife,  a  pencil,  a  piece  of 
paper,  or  a  key,  but  she  recognised  a  bottle.  At  the  second 
trial  all  of  these  objects  were  recognised,  excepting  the  key. 

Touch  sense  was  found  normal,  the  patient  answering 
quite  promptly  each  time  she  was  touched.  Pain  and  temper- 
ature senses  were  normal.  Pressure  sense,  tested  by  various- 
ly weighted  bottles  of  the  same  size,  was  lessened.  Posture 
sense  was  moderately  impaired,  the  patient  at  one  time  an- 
swering correctly  as  to  the  position  of  the  fingers,  her  an- 
swers at  another  being  incorrect.  The  localizing  sense, 
normal  in  the  palm,  was  lost  in  the  finger  tips,  the  pa- 
tient being  unable  to  state  which  finger  was  touched.  Space 
sense  was  blunted;  two  points  were  named  one  until  widely 
separated,  after  which  all  applications  were  named  two,  both 
when  the  points  were  closely  approximated  and  when  only 
one  point  was  applied. 

The  patient  was  referred  to  the  wards,  entering  the  ser- 
vice of  Dr.  Fitz.  While  tumor  was  deemed  the  probable  di- 
agnosis, the  rapid  onset  of  symptoms  together  with  the  sub- 
sidence of  vomiting  and  headache,  and  the  absence  of  optic 
neuritis,  prevented  an  absolute  diagnosis.  It  was  thought  ad- 
visable to  keep  the  patient  under  close  observation  so  as  to 
be  prepared  for  operation  whenever  the  diagnosis  of  tumor 
should  be  established,  and,  if  possible,  before  alarming  symp- 
toms should  supervene. 

The  condition  remained  practically  unchanged  until  the 
last  of  the  month  when  headache  and  vomiting  recurred,, 
double  optic  neuritis  appeared,  the  paralysis  extended  to  the 
face,  and  the  general  condition  became  worse.    With  the  con- 
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current  opinion  of  Drs.  Fitz  and  Putnam,  immediate  opera- 
tion was  advised,  and  the  patient  was  transferred  to  the  sur- 
gical wards. 

Operation  was  performed  by  Dr.  H.  H.  A.  Beach,  January 
I,  1901.  A  flap  three  by  three  inches  over  the  Rolandic  re- 
gion of  the  left  side  was  turned  back  including  the  skull  with 
the  skin,  the  former  being  opened  by  the  rongeur  forceps  and 
cutters  starting  from  a  |-inch  trephine  hole.  The  dura  was  op- 
ened revealing  a  dark,  discolored  area  of  the  cortex  the  size  of 
a  half  dollar,  behind  the  fissure  of  Rolando.  A  small  fragment 
of  the  cortex  removed  for  examination  was  pronounced  by  Dr. 
Fitz  malignant.  It  was  deemed  inadvisable  to  attempt  re- 
moval. Another  piece  examined  later  by  Dr.  Wright  was 
pronounced  free  of  neoplasm.  Introduction  of  a  hollow  nee- 
dle was  negative.  The  bone  was  removed  from  the  flap  to 
insure  relief  from  pressure,  and  the  skin  was  closed  without 
drainage  by  interrupted  silk-worm  gut  sutures.  The  post- 
operative condition  was  poor,  the  pulse  150.  The  condition 
improved  on  the  second  day.  No  change  in  the  paralysis  de- 
veloped excepting  that  aphasia  became  marked,  the  patient 
being  able  to  use  only  the  words,  *^yes  "and  "middling."  The 
aphasia  improved  from  day  to  day  through  the  first  week, 
since  which  time  it  has  remained  stationary.  When  the  apha- 
sia was  at  its  worst  word-deafness  and  mind-blindness  were 
marked,  the  patient  understanding  only  the  simplest  orders 
and  being  unable  to  imitate  even  the  simplest  motions,  as 
showing  the  teeth.  A  large  cerebral  hernia  appeared  at  the 
seat  of  operation.  The  pressure  symptoms  disappeared.  The 
sensory  aphasia  has  prevented  further  examination  of  the 
stereognostic  sense.  No  material  change  in  her  condition 
appeared  up  to  the  time  of  her  discharge  at  the  end  of  the 
month. 

The  extension  of  the  post-operative  symptoms  in  this 
case  illustrates  the  danger,  to  which  Mills  has  alluded,  of 
drawing  too  definite  conclusions  from  single  cases  of  this 
nature. 

The  next  case,  first  seen  in  December,  1900,  and  trans- 
ferred to  the  wards,  entering  Dr.  Shattuck's  service,  is  of  in- 
terest in  that  the  paralysis  was  limited  to  the  lower  extremi- 
ty, and  furnished  opportunity  to  demonstrate  the  analogue 
in  the  foot  of  astereognosis  in  the  hand. 

With  a  view  to  determining  the  normal  degree  of  accur- 
acy in  the  contact  sense  of  the  foot,  we  made  a  series  of  ob- 
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servation  on  healthy  individuals.  The  result  would  indicate 
that  in  health  we  can  do  little  more  than  determine  whether 
the  object  touching  the  foot  is  sharp,  blunt  or  long.  In  the 
persons  tested,  no  reliability  was  to  be  placed  on  their  dis- 
crimination between  the  touch  of  the  finger,  of  the  open  end 
of  a  test  tube,  and  of  a  quarter  dollar  piece.  No  difficulty 
was  found,  however,  in  distinguishing  objects  of  this  nature 
from  a  long  object,  as  a  pencil  applied  transversely  to  the 
sole.  The  latter  test  was  found  to  suffice  for  practical  pur- 
poses in  the  class  of  cases  under  consideration.  It  was  found, 
for  example,  that  a  typical  hemiplegic  with  marked  astereo- 
gnosis  in  the  right  hand  found  it  impossible  to  distinguish  be- 
tween a  quarter  dollar  piece  and  a  pencil  even  when  the  latter 
was  applied  transversely  to  the  sole  of  the  paralysed  foot. 
Localizing,  space,  and  posture  senses  were  found  practically 
wanting  in  the  foot  of  this  patient,  the  first  two  being  of 
course  the  only  factors  entering  into  the  test. 

Allusion  has  been  already  made  to  Long's  test  of  the  pa- 
tient's inability  to  touch  the  astereognostic  hand  with  the  oth- 
er unaided  by  vision.  Trial  of  this  capacity  in  the  normal 
lower  extremity  showed  that  designated  points  upon  one  leg 
or  foot  could  be  located  quite  as  accurately  (and  more  con- 
veniently) by  the  toe  or  heel  of  the  other  foot,  as  by  the  fin- 
ger.   This  method  is  especially  applicable  to  patients  in  bed. 

Case  IV. — Mrs.  A.  C,  2y  years  old,  had  a  convulsion  two 
years  ago  followed  by  paralysis  of  the  left  leg.  This  paralysis 
gradually  became  more  marked  with  spastic  symptoms ;  she 
had  had  repeated  epileptiform  attacks  of  Jacksonian  type  be- 
ginning in  the  great  toe,  recurring  of  late  two  or  three  times  a 
week.  After  the  attacks  there  was  temporary  weakness  and 
awkwardness  of  the  left  arm.  The  face  was  unaffected.  Head- 
ache and  vomiting  supervened  in  the  past  seven  or  eight 
weeks.  There  was  double  optic  neuritis,  the  knee-jerks  were 
increased,  there  was  ankle-clonus  on  the  left  with  Babinski 
reflex.    No  astereognosis  existed  in  the  hand. 

The  sensation  was  carefully  tested  in  the  paralysed  foot, 
and  it  was  found  that  though  touch-sense  was  preserved,  she 
was  unable  to  distinguish  between  the  quarter  dollar  piece 
and  the  pencil  applied  transversely  to  the  left  sole,  though 
perfectly  able  to  do  so  on  the  right.    The  temperature  and 
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pain  senses  were  practically  normal,  though  certain  tests 
tended  to  corroborate  the  statement  that  the  judgment  may 
be  faulty  though  thermic  stimuli  are  recognized,  e.g.,  though 
she  readily  told  the  difference  between  hot  and  cold  test- 
tubes  on  the  affected  side,  when  the  same  tube  was  applied 
to  both  extremities  she  called  it  colder  on  one  side  than  on 
the  other.  Posture  sense  was  lost  in  the  toes,  spacing  sense 
was  wanting,  two  fJbints  being  felt  as  one  6  cm.  apart,  that  is, 
separated  the  entire  width  of  the  foot.  On  the  other  foot 
these  senses  were  preserved.  The  movements  of  the  left  foot 
were  so  ataxic  that  it  w^as  impossible  for  the  patient  to  touch 
the  finger  of  the  examiner  with  her  toe.  She  was  unable  to 
touch  the  toe  or  the  heel  of  the  left  foot  with  the  toe  of  the 
other  foot  without  groping,  whereas  the  knee  was  readily  lo- 
cated. 

Careful  analysis  of  the  loss  of  posture  sense  in  this  case, 
as  in  the  others,  shows  that  even  in  this  sphere  we  have  to  do 
rather  with  loss  of  judgment  than  with  loss  of  sense.  This 
patient,  e.g.,  never  failed  to  recognize  the  fact  that  the  posi- 
tion of  her  toe  was  changed,  though  she  was  totally  unable 
to  state  the  direction  of  the  change.  We  should  be  chary, 
however,  of  drawing  conclusions  as  to  the  true  muscle  sense, 
for  her  recognition  might  be  due  to  cutaneous  or  articular  im- 
pressions. 

Operation.  On  January  i6,  1901,  the  patient  was  trans- 
ferred to  the  surgical  wards  in  the  service  of  Dr.  Warren, 
who  operated  January  22.  Having  in  mind  the  center  for  the 
great  toe  (the  initial  point  of  attack  in  the  convulsions)  a 
point  was  chosen  just  posterior  to  the  upper  end  of  the  fis- 
sure of  Rolando  as  the  center  of  the  area  to  be  exposed.  A 
large  flap  of  skin  and  bone  was  turned  down.  The  section  of 
bone  was  made  by  the  cutting  forceps  with  a  three-quarter 
inch  trephine  hole  near  the  median  line  as  a  starting  point. 
The  dura  was  tense  and  very  thin.  Before  cutting  the  dura, 
the  opening  was  enlarged  by  rongeur  forceps  in  its  upper 
and  posterior  portion.  On  exposure  of  the  brain  the  region 
anterior  to  the  fissure  of  Rolando  appeared  normal,  whereas 
nearly  the  entire  surface  exposed  behind  the  fissure  was  dis- 
colored, bulged  excessively,  was  extremely  vascular,  and 
contained  a  hemorrhagic  focus,  from  which  an  old  clot  was 
removed  as  large  as  the  end  of  the  thumb.  On  account  of  the 
character  and  indefinite  boundaries  of  the  diseased  area  noth- 
ing further  was  done  beyond  removing  a  portion  of  the  cor- 
tex. 

A  bit  of  cortex  was  examined  at  the  time  by  Dr.  Wright 
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who  found  that  the  specimen  submitted  to  him  consisted  of 
hemorrhagic  cerebral  tissue;  he  found  no  neoplasm,  but 
stated  that  the  condition  was  not  inconsistent  with  tumor 
deeper  in.  A  larger  piece  was  examined  later  by  Dr.  Whit- 
ney, who  reported  as  follows :  "A  mass  of  small,  soft  frag- 
ments, more  or  less  reddish  in  color.  Fresh  examination 
showed  the  presence  of  nerve  fibers  and  neuroglia.  Micro- 
scopic examination  of  the  hardened  specimen  showed 
small,  dilated  and  thrombosed  vessels  with  blood  ex- 
travasated  into  the  normal  brain  tissue.  Nowhere  in  the  spec- 
imen received  was  there  any  evidence  of  a  new  growth. 
Thrombosis  of  the  small  vessels  and  miliary  foci  of  hemor- 
rhage (red  softening.)" 

The  exact  nature  of  the  lesion  cannot,  therefore,  be  deter- 
mined, but  the  history,  together  with  the  pathological  find- 
ing strongly  suggests  a  highly  vascular  neoplasm.  The  next 
day  the  motor  paralysis  had  extended  to  the  hand,  which  now 
showed  marked  astereognosis.  Objects  at  once  named  in 
the  right  hand  were  unrecognised  in  the  left.  The  patient's 
general  condition  precluded  detailed  analysis  of  the  anesthe- 
sia. It  was  noted,  however,  that  with  eyes  closed  she  could 
not  find  the  left  arm  with  the  right  hand. 

On  the  third  day  (January  26)  she  had  recovered  some 
movement  in  the  arm  and  a  little  in  the  fingers.  She  declared 
herself  free  from  headache,  and  feeling  better  than  she  had 
for  a  long  time.  Examination  at  this  time  showed  in  the 
left  hand  loss  of  posture  and  space  senses,  with  preservation 
of  temperature  sense  and  slight  blunting  of  pain  and  touch 
senses.  Objects  placed  in  the  left  hand  with  the  eyes  closed 
were  unrecognised.  It  was  noted  at  this  time  that  the  patient 
not  only  failed  to  recognise  the  direction  in  which  the  parts 
were  moved,  but  she  did  not  even  know  they  were  moved  at 
all;  this  was  true  not  only  of  the  fingers  but  of  the  wrist. 
Eleven  days  after  operation  convulsive  movements  appeared 
in  the  left  arm  and  leg  without  loss  of  consciousness.  Up  to 
the  date  of  her  discharge,  about  a  month  after  the  operation, 
no  further  attacks  appeared.  At  this  time  the  paralysis  was 
more  marked  in  the  arm  than  in  the  leg. 

The  result  of  operation  in  these  three  cases  opens  up  the 
broad  question  of  the  advisability  of  surgical  interference  in 
cerebral  disease.  Without  entering  into  a  discussion  of  this 
phase  of  the  subject,  we  still  feel  that  in  spite  of  continued 
disappointments,  an  occasional  successful  operation  like  that 
of  Mills  and  Keen,  renders  it  our  duty  in  these  desperate 
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cases  to  offer  the  patient  the  benefit  of  the  chance  when  we 
have  located  the  lesion  at  or  near  the  cortex. 

In  approaching  th^  subject  of  astereo gnosis  from  a  physio- 
logical point  of  view,  it  would  seem  that  there  are  certain  fac- 
tors the  correlated  memories  of  which  enable  us  to  deter- 
mine the  size  and  shape  of  objects.  These  factors  have  been 
analysed  and  catalogued  in  a  manner  somewhat  arbitrary, 
perhaps,  but  sufficiently  accurate  for  practical  purposes.  The 
different  senses  may  be  classified  as  (a)  touch,  (b)  tempera- 
ture, (c)  pain,  (d)  posture,  (e)  localizing,  (f)  pressure,  and  (g) 
space.  Astereognosis  has  been  coincident  in  different  cases 
with  varying  degrees  of  impairment  of  a  varying  number  of 
these  factors,  and  one  case  has  been  reported  by  Sailer  and 
one  by  Burr  tending  to  show  that  astereognosis  may  occur 
without  loss  of  any  other  form  of  sensation. 

It  appears  that  in  the  typical  case,  certain  forms  of  sensa- 
tion play  a  major  part,  though  perhaps  the  integrity  of  all  is 
necessary  for  the  very  highest  form  of  stereognosis.  A  priori, 
the  most  important  senses  would  be  those  of  spacing  and 
localizing,  which  enable  us  to  determine  the  size  and  shape  of 
the  surface  or  surfaces  coming  in  contact  with  the  skin; 
next  in  importance,  posture  sense  tells  the  position  of  the  fin- 
gers and  their  changes  of  movement  in  clasping  and  handling 
the  object.  Next  would  perhaps  come  the  pressure  sense 
through  which  the  weight  of  the  object  is  determined;  of  less 
importance,  but  still  of  aid,  the  temperature  sense  tells  some- 
thing of  the  material  in  certain  cases ;  and  of  still  less  im- 
portance, pain  sense  indicates  that  the  object  possesses  such 
extreme  sharpness  or  excessive  temperature  as  to  produce 
discomfort.  At  the  end  of  the  scale  comes  touch  sense,  a 
sense  possessing  no  special  value  in  determining  the  size  and 
shape  of  objects,  though  necessary  for  such  determination. 

It  appears,  on  the  whole,  that  the  facts  determined  by  the 
various  observers  of  astereognosis  substantiate  this  expecta- 
tion. 

It  is,  perhaps,  not  unreasonable  to  assume  that  the  im- 
pressions of  simple  touch,  pain,  and  temperature  not  only 
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have  extensive  cortical  representation,  but  are  also  record- 
ed for  the  simpler  reflex  purposes,  though  not  consciously, 
in  centers  more  deeply  seated,  principally  in  the  thalamus. 
Whatever  the  exact  localization  of  these  centers,  the  me- 
chanism concerned  is  already  developed  far  below  man  in  the 
animal  scale.  Such  animals  are  capable  of  recognising  the 
fact  that  they  are  touched,  of  knowing  when  they  are  hurt, 
and  of  distinguishing  between  heat  and  cold.  That  they  pos- 
sess to  a  certain  degree  the  associative  memories  which  take 
part  in  stereognosis  is  evident  from  the  fact  that  they  can 
localize  their  sensations,  but  that  they  possess  the  compli- 
cated mechanism  required  for  the  perfected  stereognostic 
sense  is  highly  improbable.  Experiments  upon  animals  will 
be,  therefore,  of  little  aid  in  this  study. 

Posture  sense,  which,  as  we  have  used  the  term,  must  in- 
clude muscle  sense,  may  be  regarded  as  a  specialization  of 
what  is  known  as  common  sensation,  that  is,  the  sensation 
which  acquaints  us  with  the  condition  and  position  of  our 
bodies.  But  while  common  sensation  is  probably  of  exten- 
sive cortical  as  well  as  of  deep  representation  and  of  low  or- 
der, giving  rise,  for  example,  to  the  ordinary  reflex  process- 
es of  changing  the  posture  and  maintaining  the  equilibrium, 
still  the  accuracy  of  this  sense  possessed  by  man,  represents 
a  high  degree  of  education,  requiring  judgment  and  training 
and  justifying  its  classification  with  the  localizing  and  spac- 
ing senses. 

Bastian^^  in  1887  suggested  the  possibility  that  the  fibers 
conducting  muscle  sense  to  the  cortex  follow  a  separate 
course,  and  end  in  a  special  region.  This  region  he  placed 
in  the  central  convolutions,  while  adopting  Ferrier's  view  of 
cutaneous  sensation.  Experimental  researches  are  corrobor- 
rative  of  this  suggestion,  and  show,  as  indicated  in  the  criti- 
cal review  of  the  subject  by  Barker,"  (i)  that  fibers  passing 
from  the  nuclei  of  the  dorsal  funiculi  through  the  medial  lem- 
niscus convey  muscle  sense  only,  (Tschermak,  von  Bechter- 

"Brain,  April,  1887. 

""The  Nervous  System' and  Its  Constituent  Neurones,"  Appleton, 
189c),  p.  697. 
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ew,  Ferrier  and  Turner) ;  and  (2)  that  these  fibers  pass  in  large 
part  to  the  central  gyri,  either  directly, (Flechsig  and  Hoesel), 
or  with  interruption,  chiefly  in  the  thalamus,  (Mahaim,  von 
Monakow).  It  would  not  be  surprising  if  further  study  should 
accentuate  this  differentiation,  but  with  this  branch  of  the 
subject  we  shall  not  here  concern  ourselves,  though  it  will  be 
referred  to  in  the  tentative  suggestions  we  shall  offer  regard- 
ing the  localization  of  the  stereognostic  sense. 

The  experiments  of  Sailer  show  that  even  in  man  the  so- 
called  muscle  sense  is  less  reliable  than  contact  sense,  a 
combination  of  tactile,  pressure,  and  localization  sensations. 
We  have  tried  experiments  similar  to  those  of  Sailer  on  nor- 
mal individuals  with  practically  the  same  result.  Out  of 
twenty  individuals  tested,  only  four  easily  and  invariably  dis- 
tinguished by  approximating  the  finger  and  thumb,  the  differ- 
ence in  diameter  between  a  quarter  dollar  and  a  five  cent  piece  ; 
of  these  four,  three  were  physicians  with  long  practice  in  the 
use  of  delicate  instruments  (two  aurists  and  one  laryngologist), 
and  one  was  a  gentleman  of  unusual  manual  dexterity.  The 
latter  in  fact,  never  failed  to  distinguish  the  cent  piece  from 
the  nickel.  This  test  is  more  accurate  when  the  coins  are  re- 
placed by  pieces  of  cardboard  of  the  same  diameter,  and  when 
this  precaution  was  taken  the  successful  percentage  was  still 
further  reduced.  When  we  remember  how  readily  the  aver- 
age individual  can  distinguish  even  the  cent  piece  from  the 
nicked  in  his  pocket  the  inadequacy  of  the  posture  sense  be- 
comes evident.  Not  only  in  this  direction  but  in  others,  the 
study  of  stereognosis  furnishes  constant  surprises ;  it  was 
found  that  the  open  end  of  a  test  tube  was  not  always  distin- 
guished in  health  from  a  solid  object  of  the  same  diameter 
applied  to  the  palm  of  the  hand.  Control  observations  are 
particularly  important  in  this  branch  of  physical  examina- 
tion. 

With  regard  to  the  localisation  of  the  areas  concerned  in 
aster eo gnosis,  Verger  states  that  he  knows  of  no  case  in  which 
cerebral  anesthesia  existed  without  motor  paralysis.  This 
occurred,  however,  in  the  case  of  Mills  and  Keen,  and  was  ad- 
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duced  by  the  former  to  corroborate  his  view  that  the  centers 
of  sensation  are  distinct  from  those  of  motion.  In  th^  second 
and  third  cases  reported  in  this  paper  a  history  was  given 
which  agrees  with  this  experience,  and  in  one  of  these  cases 
we  can  confirm  this  history  by  own  observation,  for  the  aster- 
eognosis  was  fully  established  when  the  patient  came  to  the 
clinic,  and  when  no  paralysis  of  motion  existed.  The  rapid 
extension  of  symptoms,  however,  to  include  the  motor  func- 
tions in  each  of  these  cases  forcibly  suggests  a  close  rela- 
tionship in  point  of  location  between  the  motor  centers  and 
the  highest  areas  subserving  the  stereognostic  sense.  The 
fact  that  with  the  extension  of  paralysis  to  the  hand  in  the 
fourth  sense  moderate  blunting  of  other  senses  occurred 
might  be  explained  either  on  the  theory  that  other  senses  are 
also  represented  in  the  Rolandic  region,  or  on  the  theory  that 
the  contiguous  parietal  lobe  was  involved  by  the  injury.  In 
these  cases,  however,  as  in  the  numerous  cases  on  record  with 
anesthesia  resulting  from  lesion  in  the  Rolandic  area  it  ap- 
peared that  the  one  constant  disorder  whenever  tested,  was 
that  of  the  stereognostic  sense.  That  the  Rolandic  region 
is  not,  however,  the  sole  seat  of  sensation  is  obvious ;  the 
theory  that  the  stereognostic  sense  has  its  principal  seat  in  the 
central  gyri  does  not  conflict,  therefore,  with  the  localization 
of  the  centers  receiving  and  analysing  the  various  cutaneous 
sensations  in  the  postero-parietal  convolutions,  precuneus 
and  gyrus  fornicatus,  for  which  strong  evidence  exists.  Such 
evidence  is  epitomized  in  the  recent  text-book  of  Mills, 
and  has  been  treated  in  detail  in  other  communications  by 
this  author.  It  seems  a  reasonable  supposition,  however,  that 
the  Rolandic  region  contains  at  least  the  areas  representing 
the  principal  aggregation  of  cutaneous  and  muscular  memor- 
ies whose  correlated  action  acquaints  us  with  the  various 
qualities  of  external  objects. 

In  view  of  the  diametrical  opposition  of  the  opinions  held 
by  Dana  and  Mills  respectively,  and  of  the  strong  evidence 
adduced  on  both  sides  of  the  question,  the  problem  seems  to 
be  one  of  harmonizing  the  clinical  and  experimental  evidence 
rather  than  of  confirming  one  of  these  views,  which  involves 
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explaining  away  the  evidence  in  favor  of  the  other.  We  can- 
not accept  the  dictum  of  Dana  that  "it  is  hard  to  conceive  of 
a  sensory  mechanism  so  compHcated  and  clumsy  as  that  re- 
quired by  a  hypothesis  of  compound  sensory  centers,  one  in 
the  limbic  lobe  and  one  in  the  motor  cortex ;"  and  if  as  he 
continues  "no  one  has,  I  think,  ventured  to  explain  how  such 
an  anatomical  arrangement  could  be  put  in  harmony  with 
the  psychology  of  sensation,"  we  are  forced  to  find  ourselves 
in  the  position  of  favoring  some  such  complicated  arrange- 
ment and  of  being  sufficiently  venturesome  to  hint  at  such 
explanation.  It  seems  to  us  quite  as  logical  to  decide  that 
these  processes  are  complicated  as  to  assume  that  they  are 
simple. 

In  advocating  his  view  of  a  sensory-motor  memory  organ 
in  the  Rolandic  region,  Dana  has  indicated  an  analogy  be- 
tween this  area  and  Broca's  convolution.  If  the  clue  fur- 
nished by  this  comparison  is  pursued  to  its  ultimate  conclu- 
sion, a  theory  is  suggested  which  seems  to  reconcile  the 
various  apparently  conflicting  observations.  It  should  be  re- 
membered in  this  connection  that  we  need  not  hamper  our- 
selves by  an  assumption  that  the  orders  of  cerebral  sensory 
neurones  are  limited  in  number. 

Suppose  we  take  for  a  working  model  the  fairly  estab- 
lished physiology  of  speech,  we  find  the  sensory  side  of  this 
mechanism  divided  into  several  steps,  each  of  which  implies 
an  interruption  of  the  cortical  sensory  fibers  with  the  interpo- 
sition of  a  fresh  neurone.  If  we  consider,  for  example,  the 
visual  aspect  of  speech  we  find  (i)  a  center  for  vision,  sending 
fibers  to  (2)  a  center  for  so-called  mind  vision  which  in  turn 
sends  fibers  not  only  in  other  directions  but  to  (3)  the  assem- 
bling center  in  Broca's  convolution  known  as  that  for  the  kin- 
esthetic speech  memories.  From  this  center  pass,  finally, 
the  stimuli  calling  into  action  the  motor  mechanism  con- 
cerned in  speech. . 

Turning  now  to  the  cutaneous  sensory  memories  whose 
correlation  plays  so  important  a  part  in  stimulating  ordinary 
so-called  voluntary  movements,  why  may  we  not  have  simi- 
larly (i)  the  cortical  structures  receiving  impressions  of  sim- 


CLINICAL  VALUE  OF  ASTEREOGNOSIS.  207 

pie  touch,  temperature  and  pain,  occupying  mainly,  or  sole- 
ly, as  the  case  may  be,  the  sensory  regions  of  Ferrier,  of 
Horsley  and  Schaefer  and  of  Mills,  let  us  assume  (for  dia- 
grammatic purposes  merely)  the  parietal  lobe  for  the  upper 
extremity,  the  gyrus  fornicatus  for  the  lower ;  higher  in  scale 
and  perhaps  more  anteriorly,  may  be  placed  (2)  the  mechan- 
isms, whose  action  represents  the  associative  memories  re- 
sulting in  the  appreciation  of  the  character  of  the  object  felt ; 
and  finally  why  may  there  not  exist  (3)  centers  assembling 
the  stimuli  from  the  various  groups  of  the  second  order  and 
also  from  other  sources  to  serve  as  the  kinesthetic  centers 
stimulating  ordinary  voluntary  movements.  In  these  centers 
the  stereognostic  sense  should  reach  its  highest  development, 
and  here  should  the  mental  image  be  formed  which  doubtless 
precedes  every  such  movement,  and  which  reproduces  the 
memories  of  such  sensations  as  will  accompany  the  move- 
merft. 

These  centers  would  logically  be  placed  most  anteriorly, 
or  nearest  to  those  of  so-called  voluntary  motion.  The  fact 
that  the  weight  of  evidence  indicates  that  the  fibers  carrying 
muscle  sense  follow  a  separate  course  and  terminate, in  the 
post-central  gyrus  seems  to  harmonize  as  well  with  this  as 
with  any  theory  advanced.  Why  may  not  the  muscle  sense 
fibers  be  conducted  to  the  assembling  centers  by  more  di- 
rect paths  than  those  of  cutaneous  sensations  to  play  their 
part  in  the  stereognostic  function? 

If  some  such  scheme  as  we  have  outlined  should  be  deemed 
reasonable,  it  would  be  easy  to  understand  how  lesions  in  the 
postero-parietal  convolutions  might  also  produce  aster- 
eognosis  through  destruction  of  the  centers  of  the  second  or- 
der or  of  the  fibers  passing  from  them,  just  as  lesions  impair- 
ing the  condition  of  visual  and  auditory  memories  cause  sen- 
sory aphasia? 

Some  such  division  of  the  cortical  sensory  areas  would 
not  only  offer  a  logically  reasonable  compromise  between  the 
views  of  Dana  and  Mills,  but  it  would  follow  an  analogue  al- 
ready accepted,  and  seems  on  the  whole  fairly  adaptable  to 
the  conflicting  clinical  reports  submitted  by  the  various  stu- 
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dents  of  this  subject.  Whatever  view  is  adapted  it  is  neces- 
sary to  assume  in  capsular  lesions  with  astereognosis,  that 
though  the  touch  sense  is  preserved,  the  fibers  conveying 
cutaneous  stimuli  must  be  sufficiently  impaired  to  preclude 
the  perfect  passage  of  all  the  impressions  made  on  the  skin 
by  the  object  handled.  This  would  obviously  impair  the  sen- 
sory picture  which  must  be  analysed  by  the  cortical  centers, 
and  thus  interfere  with  the  localizing,  spacing,  and  posture 
senses  ?  In  attempting  to  analyze  such  cases  it  must  be  re- 
membered that  the  classification  adopted  is  arbitrary,  conven- 
ient for  practical  examination  and  record,  but  not  answering 
all  physiological  requirements. 

To  forestall  the  criticism  that  such  a  conception  would 
too  far  simplify  the  processes  of  thought  and  action,  it  should 
be  remembered  that  we  have  only  sketched  the  possible 
course  for  one  set  out  of  the  innumerable  sets  of  fibers  con- 
cerned.  It  is  obvious  that  if  such  an  assembling  center  ex- 
ists, for  example  in  the  hand  area  of  the  post-central  gyrus, 
it  must  be  in  connection  with  the  speech  memory  centers,  in 
order  that  the  object  may  be  named  as  well  as  recognised; 
again,- the  visual  and  auditory  memories  must  have  a  repre- 
sentation here,  and  still  further,  the  aggregation  of  sensory 
memory  cells  representing  the  hand  must  be  connected,  not 
only  with  the  motor  center  for  the  hand,  but  also  with  those 
•of  other  parts,  for  the  exercise  of  the  stereognostic  sense  in 
the  hand  may  call  out  a  movement  elsewhere  than  in  this  ex- 
tremity. 

We  have  neither  the  training  nor  the  desire  to  enter  the 
domain  of  psychology,  nor  to  localize  the  consciousness, 
which  Loeb^^  defines  as  "a  term  for  the  phenomena  deter- 
mined by  the  mechanisms  of  association  memories,"  a  defini- 
tion implying  diffusion,  not  limitation.  But  notwithstanding 
this  author's  opposition  to  the  theory  of  localization,  clini- 
cal experiences  supported  by  pathological  reports  seem  to 
have  established  the  fact  that  destruction  of  certain  areas  im- 
pair the  mental  processes  in  certain  spheres.    If  this  be  true 

^'"Comparative  Physiology  of  the  Brain,  and  Comparative  Psy- 
chology," G.  P.  Putnams  Sons,  N.  Y.,  1900. 
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it  seems  not  altogether  unreasonable  to  suggest  that  possi- 
bly the  association  memories  most  intimately  concerned  in 
recognizing  the  feel  of  objects,  have  their  principal  seats  in 
certain  localities,  the  destruction  of  which  will  therefore  es- 
pecially impair  the  general  mechanism  of  consciousness  when 
brought  to  bear  upon  this  particular  function. 

An  interesting  case  seen  by  one  of  the  writers,  (Dr.  Wal- 
ton), in  consultation  with  Dr.  C.  M.  Whitney,  is  suggestive 
in  this  connection. 

Case  V. — Mrs.  B.,  92  years  of  age,  developed,  about  Feb- 
ruary I,  choreiform  movements  in  the  left  arm,  gradually 
spreading  to  the  leg  and  face  on  the  same  side.  At  the  time 
of  consultation,  twelve  days  later,  movements  were  violent 
in  the  arm,  moderate  in  the  leg  and  marked  in  the  face.  The 
strength  was  not  materially  impaired  in  the  aflfected  mem- 
bers ;  the  grasps  were  good ;  all  voluntary  movements  were 
made,  though  in  the  inco-ordinate  manner  characteristic  of 
chorea,  especially  marked  in  the  arm.  The  temperature  was 
100,  the  pulse  160;  the  mind  was  clear.  In  the  hand  moder- 
ate astereognosis  existed,  though  the  touch  was  promptly 
felt.  A  bottle  was  called  a  purse,  a  fifty  cent  piece  was 
called  a  copper,  a  square  check  was  called  round,  but  a  knife 
was  recognised  promptly.  Difficulty  was  experienced  in  com- 
paring the  sensation  with  that  of  the  other  hand,  as  that 
member  was  crippled  by  rheumatism ;  there  was  a  diflFerence, 
however,  in  favor  of  the  right  hand,  as  she  here  called  the 
half  dollar  a  "silver  piece."  In  testing  the  sensation  of  the 
feet  there  was  no  bar  to  accurate  comparison.  The  pencil 
applied  transversely  to  the  sole  of  the  right  foot  was  prompt- 
ly recognized  as  a  long  object,  but  when  it  was  applied  to  the 
left  sole,  the  patient  was  unable  to  say  whether  she  was 
touched  by  a  point  or  a  long  object.  Posture  sense  was 
lost  in  the  toes  on  the  left,  space  sense  was  markedly  im- 
paired, and  localizing  sense  was  extremely  defective,  the  pa- 
tient not  once  naming  the  toe  touched,  though  she  did  this 
promptly  on  the  right  excepting  once  when  she  corrected 
herself  directly.  Touch,  pain  and  temperature  senses  were 
preserved  on  the  left  as  on  the  right.  The  choreiform  move- 
ments were  gradually  replaced  by  a  paretic  condition,  coma 
ensued,  and  death  occurred  six  days  later.  There  was  no  au- 
topsy. 

In  this  case  the  central  convolutions  were  manifestly  im- 
plicated by  a  lesion  irritating  but  not  destroying  the  motor 
area.    While  this  case,  like  most  of  these  adduced  to  support 
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one  or  the  other  view  regarding  the  cerebral  locahzation  of 
sensation,  is  susceptible  of  various  interpretations,  it  re- 
quires no  stretch  of  imagination  to  attribute  the  astereogno- 
sis  to  injury  of  the  Rolandic  area.  The  case  is  notable  also 
as  offering  further  illustration  of  astereognosis  unaccompan- 
ied by  motor  paralysis. 

It  is  significant  that  astereognosis  has  been  present  in 
every  case  of  Rolandic  disease  coming  under  our  observation 
since  commencing  this  study.  (Cases,  2,  3,  4,  and  5.)  It  is 
true,  as  Mills^*  has  stated,  that  ''innumerable  cases  have 
been  reported  of  lesions  of  the  motor  cortex  without  the 
slightest  impairment  of  sensibility,"  and  this  is  one  of  the' 
strongest  arguments  adduced  against  this  region  as  the  cen- 
ter for  cutaneous  sensation,  but  it  is  pertinent  to  enquire 
whether  the  stereognostic  sense  was  tested  in  these  cases.  A  cer- 
tain number  of  cases  of  purely  motor  paralysis  resulting  from 
Rolandic  lesion  would  not  be  incompatible  with  the  view 
above  outlined  if  the  motor  and  stereognostic  centers  are  dis- 
tinct, but  innumerable  cases  of  this  variety  would  certainly 
constitute  a  weighty  argument  against  it.  As  an  illustration 
of  the  variety  of  reports  which  should  be  excluded  on  account 
of  failure  to  test  the  stereognostic  sense  we  need  only  men- 
tion the  recent,  otherwise  valuable,  contribution  of  Hoppe.^^ 
Of  the  seven  operations  for  brain  tumor  and  cyst  reported  by 
this  writer,  four  were  performed  upon  lesions  in  the  Rolandic 
region.  In  each  of  these  four  cases  the  sensation  is  reported 
normal,  though  three  of  the  patients  had  complained  of 
numbness.  In  only  one  of  these  cases,  however,  is  mention 
made  of  the  varieties  of  sensation  tested,  and  in  this  one  the 
report  is  limited  to  the  senses  of  touch,  pain  and  tempera- 
ture. 

In  view  of  recent  knowledge  one  is  struck  by  the  justice 
of  Bastian's  comment  on  the  diificulty  in  drawing  conclusions  re- 
garding sensory  judgments  from  experiments  on  animals. 
We  should  certainly  be  chary  of  accepting  Schaefer's^* 
dictum    that    a    single    negative    experiment    on  the  brain 

""The  Nervous  System  and  Its  Diseases."  Lippencott,  1898,  p. 
341. 

"Journal  American  Medical  Association,  February  2,  1901. 
I'^Brain. 
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of  an  animal  eliminates  the  Rolandic  region  as  a 
sensitive  area,  especially  when  he  states  that  tempor- 
ary sensory  disturbance  has  sometimes  appeared  after 
subcortical  section  in  this  region,  and  that  the  animal  does 
fail  to  remove  the  clip  from  the  paralyzed  limb  after  such 
operation.  The  latter  phenomenon  he  explains  by  the  ab- 
sence of  muscular  twitching,  and  whatever  sensory  disturb- 
ance appears  he  attributes  to  edema  or  other  local  cause  for 
the  blunting  of  sensibility.  If  such  hypotheses  as  these  are 
accepted  on  the  one  hand,  why  not  assume  on  the  other  that 
the  failure  to  remove  the  clip  represents  something  analo- 
gous to  astereognosis  ? 

Even  in  the  examination  of  hemiplegia  resulting  from  in- 
fantile cerebral  paralysis  we  are  handicapped  by  the  fact  that 
many  individuals  suffering  from  congenital  or  infantile  di- 
sease, have  failed,  through  lack  of  use,  to  acquire  the  train- 
ing essential  to  the  development  of  the  stereognostic  sense. 

This  point  has  been  well  brought  out  by  Claparede^^  who 
reports  the  case  of  such  a  child  with  apparent  astereognosis, 
who  acquired  the  sense  in  the  paralyzed  hand  after  compara- 
tively brief  training. 

In  fact,«we  shall  have  to  rely  principally  upon  careful  clin- 
ical observation  of  intelligent  adult  patients,  and  from  such 
observations  the  facts  doubtless  will  be  gradually  accumu- 
lated that  shall  place  this  localization  on  a  par  with  that  of 
speech  and  vision. 

With  regard  to  the  bearing  of  these  observations  on  the  seat 
of  the  lesion  in  hemiplegia,  while  we  are  not  in  position  to  lay 
down  final  rules,  it  would  seem  that  there  are  certain  general 
indications  which  may  help  to  guide  us.  In  the  first  place, 
given  a  case  of  hemiplegia  without  astereognosis  or  other 
sensory  disorder,  the  chances  are  perhaps  in  favor  of  capsu- 
lar disease,  though  the  supposition  of  separate  centers  would 
render  theoretically  possible  purely  motor  paralysis  from 
cortical  disease  in  the  Rolandic  area.  In  point  of  fact,  recent 
investigations  indicate  that  purely  motor  hemiplegia  is  not  so 
common  as  was  formerly  supposed,  and  that  a  large  propor- 

"Claparede — ^Journal  de  Phj^siologie  et  de  Pathologic  Generale, 
September,  1899. 
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tion  of  hemiplegics  suffer  from  astereognosis  (Verger  found* 
more  than  one-half  in  recent  cases,  Abba  found  8%  in  fifty 
old  and  recent  cases,  Dercum  found  nearly  half  in  forty-one 
cases). 

We  have  only  had  opportunity  to  study  two  (both  proba- 
bly capsular)  fresh  cases  of  hemiplegia  since  commencing  this 
investigation,  and  of  these  two  neither  showed  astereognosis. 
We  have  had  opportunity,  however,  largely  through  the  cour- 
tesy of  Drs.  Nichols  and  Rowland,  at  the  State  Hospital,  of 
Drs.  Taylor  and  Lord  at  the  Long  Island  Hospital,  and  of 
Drs.  Lane  and  Noyes  at  the  Boston  Lunatic  Asylum,  to  ex- 
amine fifty-two  old  cases  (varying  in  duration  from  two 
months  to  thirty  years).  Thirty-seven  presented  no  trace  of 
astereognosis  or  other  form  of  anesthesia,  but  fifteen  were 
unable  to  name  objects  and  had  lost  space  and  posture,  but 
preserved  pain,  touch  and  temperature  senses.  In  several 
other  cases  the  results  were  uncertain  on  account  of  aphasia 
or  dementia.  It  has  been  claimed  and  is  doubtless  sometimes 
true  that  a  long  standing  contracture  with  complete  loss  of 
motion  in  the  fingers  would  prevent,  from  mechanical  rea- 
sons, the  recognition  of  objects  ;^^  this  objection  was  guarded 
against  by  testing  the  posture,  localizing  and  the  spacing 
senses. 

In  point  of  fact,  a  number  of  cases  with  long  standing 
contracture  and  immobility,  in  our  cases,  as  in  those  of  Der- 
cum, answered  promptly  and  correctly. 

While  the  number  of  old. hemiplegics  so  far  examined  is 
too  few  for  statistical  accuracy,  our  results,  combined  with 
the  observations  of  others,  would  indicate  that  a  large  per- 
centage, perhaps  a  third  or  more  of  hemiphlegics  show  lasting 
astereognosis.    The  distribution  of  the  paralysis  in  most  of  our 

^^II  is  interesting  to  note  in  this  connection  that  Mills  thus  ex- 
plains the  apparent  astereognosis  in  the  case  of  Lloyd  and  Deaver. 
In  this  case  Rolandic  injury  caused  motor  paralysis  and  inability  to 
recognize  objects  in  the  hand,  though  touch,  pain  and  temperature 
senses  were  normal.  Test  of  the  localizing,  spacing  and  posture 
senses  would  have  proved  useful.  In  case  the  astereognosis  resulted 
from  sensory,  not  motor  loss,  the  case  would  strongly  suggest  the 
central  gyri  for  the  seat  of  the  stereognostic,  but  not  for  the  cutan- 
eous sensations.  Single  cases  are  only  suggestive,  however,  never 
conclusive  in  this  studv. 
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cases  indicated  capsular  lesion,  and  it  can  be  fairly  assumed 
either  that  in  such  lesions  involvement  of  the  posterior  limb 
is  common,  or  that  the  sensory  and  motor  fibers  have  no 
sharp  dividing  line,  but  are  more  or  less  mingled.  The  latter 
is  the  explanation  oflfered  by  Dejerine. 

In  case  of  complete  hemianesthesia  involving  the  trunk 
the  condition  is  apt  to  be  one  of  hysteria  either  existing  alone 
or  superimposed  on  an  organic  lesion. 

In  case  the  so-called  pseudo-hysterical  form  of  anesthe- 
sia is  present,  that  is,  incomplete  anesthesia  of  distal  distri- 
bution and  indefinite  boundaries  but  including  profound  loss 
of  touch,  pain,  and  temperature  senses,  while  we  cannot  al- 
ways eliminate  hysteria,  we  generally  have  to  do  with  poster- 
ior capsular  or  thalamic  lesion.  This  diagnosis  will  often  be 
corroborated  by  the  presence  of  hemianopsia.  The  studies 
of  Verger,  and  those  of  Dejerine  and  Long  would  indicate 
that  in  the  organic  cases  persistence  of  this  form  of  anesthe- 
sia implies  extensive  involvement  of  the  outer  nucleus  of  the 
thalamus,  the  bulbo-thalamic,  or  the  thalamo-cortical  fibers. 

Finally  in  such  cases  as  those  reported  here,  in  which  the 
astereognostic  type  of  anesthesia  is  the  initial  or  prominent 
symptom,  we  must  remain  in  doubt  whether  the  sensory  fi- 
bres of  the  internal  capsule  or  the  cortical  areas  are  primari- 
ly or  solely  involved,  unless  a  monoplegic  distribution,  at- 
tacks of  Jacksonian  epilepsy,  or  other  diagnostic  features  are 
added  to  the  clinical  picture. 

The  practical  advantage  of  localising  this  function  lies  in 
its  aid  in  selecting  the  seat  of  operation  in  case  of  suspected 
tumor,  or  other  lesion  susceptible  of  relief  by  surgical  meas- 
ures. In  the  light  of  practical  results  as  well  as  of  theoretical 
considerations  it  seems  a  safe  working  plan  in  operable  cases 
with  no  other  localizing  symptom  than  astereognosis,  to  se- 
lect for  the  center  of  the  area  to  be  exposed,  a  point  in  the  as- 
cending convolution  at  a  height  corresponding  to  the  motor 
representation  of  the  extremity  involved.  Such  cases  will 
doubtless  be  few  in  number  compared  to  those  of  hemi-  or 
mono-plegia  in  which  astereognosis,  added  to  the  clinical  pic- 
ture, serves  merely  as  a  corroborative  focal  symptom. 


THE  BABINSKI  REFLEX.' 

By  C.  Van  Epps,   M.D. 

I  owe  the  opportunity  to  make  the  following  study  to  my 
chiefs  at  the  Philadelphia  Hospital,  Drs.  Mills,  Dercum, 
Lloyd  and  Burr,  and  to  the  chief  resident  physician.  Dr. 
Daniel  E.  Hughes.  The  purpose  of  my  investigation  was  to 
determine  the  conditions  in  which  the  Babinski  reflex  is 
present.  The  data  consisted  of  one  thousand  persons  classi- 
fied as  follows : — 

Babies  and  children * . . .    loo 

Patients  in  medical  wards  presenting  no  ner- 
vous symptoms 165 

Insane  patients  presenting  no  organic  cerebro- 
spinal disease 335 

Patients  suffering  from  nervous  disease  but  pre- 
senting no  symptoms  of  involvement  of  the 

lateral  tracts   213 

Hemiplegics  and  diplegics  125 

Patients  having  disease  of  the  spinal  cord  with 

manifest  involvement  of  the  lateral  tracts.     62 
In  health  on  stroking  the  sole  there  follows  flexion  of  the 
toes  with  or  without  movement  of  the  ankle  and  leg.    This 
reflex  is  not  present  in  every  one,  some  normal  persons  hav- 
ing no  plantar  reflex  at  all. 

Babinski  discovered  that  in  certain  diseases  the  plantar 
reflex  is  altered  and  claimed  that  this  alteration  is  constantly 
present  whenever  there  is  "perturbation"  of  the  lateral  tracts. 
He  described  the  alteration  as  follows :  There  is  extension  of 
the  great  toe  with  or  without  extension  and  separation  of 
the  other  toes,  the  movement  being  slower  than  the  normal 
reflex  and  more  readily  produced  by  stroking  the  outer  than 
the  inner  side  of  the  sole. 

In  testing  for  the  reflex  I  used,  as  a  rule,  an  ordinary 
blunt  tooth-pick;  if  the  sole  was  very  sensitive  I  used  my 

'Read  before  the  Philadelphia  Neurological  Society,  October 
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finger  tips,  and  if  very  strong  irritation  was  necessary,  I 
used  the  blunt  point  *of  a  small  metal  bar.  Usually  extension 
when  present  was  best  produced  by  stroking  the  outer  side  of 
the  sole  in  a  forward  direction.  Less  often  transverse  strok- 
ing of  the  sole  was  more  efficient.  When  flexion  was  pres- 
ent, stroking  the  inner  side  of  the  sole  usually  produced  the 
best  reflex. 

I  have  found  that  there  is  a  great  variation  in  the  number 
of  toes  which  extend,  and  that  sometimes  there  is  flexion  of 
some  of  the  smaller  toes  and  extension  of  the  others,  includ- 
ing always  the  big  toe,  which  is  never  flexed.  For  example, 
in  sixty-eight  hemiplegics  the  following  manifestations  of  the 
Babinski  reflex  were  found : — 

Extension  of  all  the  the  toes,  big  toe  most 50%. 

Extension  of  the  big  toe,  small  toes  flexed. . .  .2y%. 

Extension  of  big  toe,  no  motion  small  toes.  .22%. 

Extension  of  small  toes  only i%. 

Extension  of  all  toes,  small  toes  most 0%. 

THE  NORMAL  PLANTAR  REFLEX  IN  ADULTS. 

To  determine  the  normal  plantar  reflex  I  examined  five 
hundred  patients  from  the  General  Hospital  and  the  Insane 
Department.  None  of  these  patients  had  any  symptoms  of 
organic  cerebro-spinal  disease.  In  this  group  I  found  the 
plantar  reflex  absent  on  both  sides  19  cases,  or  only  3.8  per 
cent.,  and  absent  in  one  side  only  in  11  cases,  or  2.2  per  cent. 
These  figures  are  much  smaller  than  those  of  most  investiga- 
tors, many  reporting  an  absence  of  motion  in  both  feet  in  10 
per  cent,  and  in  one  foot  only  in  15  per  cent.  On  the  other 
hand  Collier'  states,  "It  is  doubtful  whether  the  plantar  reflex 
is  ever  constantly  and  completely  absent  in  healthy  subjects." 
This  may  be  explained  by  the  fact  that  he  has  considered  as 
a  part  of  the  normal  plantar  reflex  contraction  of  the  thigh 
muscles,  especially  the  tensor-vaginae-femoris.  Considered 
thus  I  found  complete  and  constant  absence  of  all  reflex  mo- 
tion in  only  one  case  or  in  one-fifth  of  one  per  cent. 

^Brain,  Spring.  1899. 
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In  one  case  there  was  constant  extension  of  all  the  toes  in 
one  foot;  in  five  cases  irregular  flexion  and  extension  oc- 
curred in  all  the  toes  of  one  or  both  feet ;  or  in  all  extension  in 
some  form  was  present  in  seven  cases,  or  ^  per  cent.,  and  in 
only  one  case  was  a  typical  Babinski  reflex  found  in  both  feet. 
The  history  of  this  case  I  now  give  in  detail : 

G.  E.,  male,  German,  laborer,  married,  entered  hospital 
9,  6,  1900,  complaining  of  cough  and  abdominal  pain.  No 
history  of  syphilis,  typical  history  of  phthisis  for  three  years 
past ;  tubercle  bacilli  were  found  and  patient  was  sent  to 
phthisis  ward  where  malarial  paroxysms  developed. 

Examination  showed  a  fairly  well  nourished  muscular 
German  of  about  45  years ;  memory  and  speech  fair ;  the  pu- 
pils were  equal  2.5  mm.,  reacted  well  to  light,  in  accommoda- 
tion and  convergence ;  there  was  no  extra-ocular  defect ;  the 
vision  of  each  eye  was  normal;  the  ophthalmoscopic  exam- 
ination was  negative.  The  tongue  was  straight,  dry,  gray 
coated  and  showed  no  tremor;  the  pulse  was  normal;  the 
heart  showed  no  gross  lesion ;  the  lungs  showed  cavity  at  the 
right  apex  and  involvement  of  the  left  apex ;  the  abdomen 
was  sHghtly  tense  and  tender;  the  spine  was  straight,  with 
no  prominences,  or  tenderness.  The  extremities  were  mus- 
cular and  the  gross  strength  was  normal ;  there  were  no  tre- 
mors or  ataxia;  the  station  and  gait  were  good,  and  sensa- 
tion was  normal.  Reflexes :  there  was  no  jaw-jerk,  the  bi- 
ceps-jerks and  knee-jerks  were  equal  and  quick;  there  was  no 
ankle  or  patellar  clonus.  Stroking  the  right  sole  caused  ac- 
tive extension  of  all  the  toes,  especially  the  big  toe,  while 
stroking  the  left  sole  caused  active  extension  of  the  big  toe 
with  indefinite  extension  and  flexion  of  the  smaller  toes.  With 
the  exception  of  two  tests  made  during  the  height  of  the 
second  febrile  paroxysm  in  which  the  toes  were  usually  flexed, 
the  patient  has  always  shown  a  typical  Babinski  reflex  in 
both  feet.  During  other  febrile  paroxysms  extension  was 
continually  present,  proving  that  the  temperature  and  the 
slight  delirium  present  each  time  bore  no  relation  to  the 
form  of  plantar  reflex.  Over  a  one  and  one-half  hour  per- 
iod with  a  temperature  of  95.8  degrees, marked  jaw-jerk,  spin- 
al epilepsy,  spastic  knee-jerks,  ankle  and  patellar  clonus  were 
present. 

In  this  case  the  complete  absence  of  history  and  physical 
signs  of  organic  nervous  lesion  make  us  consider  whether  the 
typical  Babinski  reflex  may  not  occur  with  a  normal  spinal 
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cord.  Dr.  Burr  tells  me  that  he  has  rarely  found  constantly 
present  ankle-clonus  and  exaggerated  knee-jerk  in  phthisis 
without  other  signs  of  cord  diseases.  These  two  symptoms 
have  been  practically  absent  in  this  case,  therefore  we  have  to 
do  either  with  a  case  in  which  there  is  present  some  tubercu- 
lar process  involving  directly  or  indirectly  the  spinal  cord, 
and  in  which  there  is  no  other  clinical  evidence  of  such  a  pro- 
cess than  the  Babinski  reflex,  or  else  with  an  anatomically 
normal  spinal  cord  showing  an  anomalous  plantar  reflex. 

THE  NORMAL  PLANTAR  REFLEX  IN  CHILDREN. 

It  is  difficult  to  determine  what  constitutes  the  plantar  re- 
flex in  children  under  one  year  old  because,  without  any  ex- 
ternal stimulus,  their  toes  and  feet  are  almost  always  in 
movement.  I  have  examined  the  same  babies  on  different 
days,  usually  with  contrary  results,  and  I  have  observed  the 
same  fact  in  comparing  my  notes  with  those  of  Dr.  Burr  in 
cases  examined  by  him  the  same  day.  One  baby  two  weeks 
old,  examined  while  asleep,  showed  a  typical  extension  of  all 
the  toes  as  found  in  the  adult.  Another  baby,  also  asleep, 
showed  usually  typical  adult  extension.  The  following  per- 
centages are  those  obtained  from  tests  on  fifty  babies  under 
one  year  old  : — 

Extension  usually  of  all  toes 50% • 

Flexion,  usually  of  all  toes 20%. 

Irregular  flexion  and  extension 20%. 

Feet  held  too  stiffly  to  obtain  reflex 8%. 

Absence  of  motion 2%. 

In  fifty  healthy  children  between  one  and  twelve  years  of 
age,,  typical  extension  was  never  found  constantly  present ;  in 
two  cases,  one  of  sixteen  months  and  the  other  two  years, 
extension  usually  occurred  in  both  feet.  In  four  cases,  two 
of  eighteen  months,  one  of  two  years,  and  one  six  years,  there 
was  irregular  flexion  and  extension.  With  the  exception  of 
this  last  case  neither  typical  nor  irregular  extension  was  ob- 
served in  children  over  two  years  old  examined  while  awake. 
One  child  of  six  years,  who  when  awake  had  active  flexion  of 
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all  the  toes  in  both  feet,  when  asleep  showed  constant  moderate 
extension  of  the  small  toes  and  doubtful  extension  of  the  big 
toes  in  response  to  irritation  of  the  sole  or  any  part  of  the 
leg  or  thigh.  In  three  other  children  flexion  was  equally  or 
more  pronounced  during  sleep. 

NERVOUS  DISEASES  WITH  NO  MANIFEST  DISORDER  OF 
PYRAMIDAL  TRACTS. 

Of  the  213  cases  of  disease  of  the  nervous  system  with  no 
demonstrable  lesions  of  the  pyramidal  tract  and  under  which 
are  included  tabes  dorsalis,  Friedreich's  ataxia,  paralysis  agi- 
tans,  progressive  muscular  atrophy,  multiple  neuritis,  epilep- 
sy, imbecility,  primary  neuritic  atrophy,  chronic  chorea,  hydro- 
cephalus, monoplegia,  cerebral  tumors,  cerebellar  tumor,  bra- 
chial neuritis,  lead  palsy,  post-diphtheritic  paralysis,  neuras- 
thenia, senility,  uremia,  Raynaud's  disease,  cerebro-spinal  sy- 
philis, cerebral  syphilis,  toxic  ataxias,  exophthalmic  goiter, 
and  hysteria,  flexion  was  present  in  167  cases,  or  78  per  cent. 
In  38  cases  or  18%  there  was  no  motion.  In  5  cases  there 
was  constant  extension  in  both  feet;  in  one  constant  exten- 
sion in  one  foot  and  in  two  irregular  flexion  and  extension  in 
both  feet.  Of  the  five  cases  with  constant  extension,  four 
were  tabetic  and  one  neurasthenic  with  the  following  histor- 
ies : — 

Case  I. — Tabes,  W.  B.,  49  years  old,  moulder,  white,  ad- 
mitted to  nervous  wards  12,  6,  '98,  complaining  of  weakness 
in  legs.  He  gave  a  history  of  constant  pain  in  head  with  in- 
creasing deafness  for  ten  years  past.  Four  years  ago  he  de- 
veloped pain  and  dragging  of  left  leg  and  shortly  afterwards 
of  the  right  leg.  Three  years  before  he  suffered  from  a  tran- 
sient diplopia  and  afterwards  from  girdle  pains,  acute  reten- 
tion of  urine  and  obstinate  constipation.  Entrance  examina- 
tion showed  a  white  male,  very  deaf,  with  Argyll-Robertson 
pupils,  ataxia  of  arms,  station  and  gait;  absence  of  knee-jerks 
and  plantar  reflex,  and  normal  sensation.  Since  then  there  is 
a  record  of  repeated  attacks  of  acute  retention  of  urine,  of 
trophic  ulcers  on  feet,  and  of  increasing  ataxia.  Upon  m}'^ 
examination  of  him  in  February,  1900,  he  complained  of  con- 
stant pain  in  the  head.  He  was  very  deaf,  apparently  dement- 
ed, almost  helpless  from  ataxia.  Argyll-Robertson  pupils  were 
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present,  and  the  knee-jerks  were  absent.  On  the  right  side, 
stroking  the  sole  produced  constant  weak  extension  of  all  the 
toes,  on  the  left,  stroking  the  sole  caused  irregular  flexion 
and  extension  of  all  the  toes.  Six  weeks  later  extension  was 
constant  in  the  first,  second  and  third  toes  of  both  feet.  The 
patient  now  failed  more  rapidly  mentally  and  physically,  and 
for  two  weeks  before  death  had  marked  extension  of  all  toes 
in  both  feet. 

Case  II. — Tabes,  W.  S.,  21  years  old,  male,  white,  ad- 
mitted to  nervous  wards,6,8, '98,  complaining  of  pains  in  head 
and  of  "nervous  spells,"  No  venereal  history.  Could  not 
walk  until  three  years  old  and  his  legs  were  always  weak. 
One  year  ago  he  began  to  notice  failing  vision  and  shooting 
pains  in  legs.  Entrance  examination  sliowed  a  moderately 
well  nourished  white  man  about  21  years  old;  facial  c^cpres- 
sion  dull.  Eyes :  pupils  large,  unequal,  no  light  x-eaction,  fc-e- 
ble  response  in  accommodation,  slight  nystagmus  on  fixation, 
extra-ocular  motion  fair,  simple  atrophy  of  both  optic  nerves. 
The  tongue  was  flat,  flabby  and  slightly  tremulous.  The  knee- 
jerks  were  absent  on  both  sides,  and  there  was  no  ankle-clo- 
nus ;  moderate  ataxia  of  station  and  gait ;  sensation  delayed 
to  touch  and  pain  tests  over  arms  and  legs.  After  repeated 
attacks  of  laryngeal  crises,  and  on  account  of  dementia,  he 
was  transferred  to  the  insane  department.  Examination  Feb- 
ruary, 1900,  showed  patient,  blind,  bed-ridden,  demented,  Ar- 
gyll-Robertson pupils,  knee-jerks  absent.  On  stroking  the 
soles,  active  extension  of  all  the  toes,  most  marked  in  the  big 
toes,  was  produced  in  both  feet. 

Case  III. — Tabes,  L.  S.,  male,  white,  62  years  old,  ad- 
mitted to  nervous  ward  5,  23,  '96.  Two  years  before  admis- 
sion developed  shooting  pains  in  legs  and  bad  feeling  around 
the  waist,  and  later  vertigo.  Entance  examination  revealed 
a  very  deaf,  poorly  nourished  German  of  about  65  years,  with 
Argyll-Robertson  pupils,  absent  knee-jerks,  ataxia  of  arms, 
station  and  gait,  and  some  hyperesthesia  of  legs.  On  exam- 
ination 9,  24,  upoo,  patient  complained  of  pain  in  legs  and  at- 
tacks of  vomiting.  He  was  very  deaf,  and  apparently  dement- 
ed ;  speech  was  feeble,  slow  and  indistinct ;  Argyll-Robertson 
pupils  were  present ;  there  was  moderate  ataxia  of  arms,  sta- 
tion and  gait;  the  biceps-jerks  were  active,  and  the  knee- 
jerks  were  absent ;  plantar  irritation  on  the  right  side  caused 
active  but  limited  extension  of  big  toes  with  no  motion  in 
small  toes.  On  the  left  there  was  marked  extension  of  the 
big  toe  with  indefinite  flexion  of  small  toes. 

Case  IV. — Tabes,  M.  F.,  55  years  old,  male,  white,  ad- 
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mitted  to  nervous  ward,  ii,  ii,  '98,  complaining  of  pain  in  left 
side  and  back.  He  has  since  shown  constantly  moderate  atax- 
ia of  arms,  station  and  gait,  Argyll-Robertson  pupils,  absent 
knee-jerk,  and  has  complained  much  of  pain  in  left  side  and 
shooting  pains  in  legs.  Recent  examination  showed  a  fair 
mental  condition,  slight  tremor  of  the  tongue  and  hands  and 
repeated  tests  have  shown  extension  of  the  big  toes  with  no 
motion  of  the  small  toes  in  both  feet. 

In  the  cases  of  tabes  examined  by  Babinski,  van  Gehuch- 
ten  and  Collier  the  extensor  response  was  never  met  with. 
Babinski^  reports  a  case  of  tabes  combined  with  paresis  in 
which  there  was  typical  extension  in  both  feet.  Three  com- 
bined tabes  paresis  cases  in  my  own  series  showed  no  plantar 
reflex.  Three  of  the  tabes  cases  above  mentioned  in  detail 
were  undoubtedly  with  dementia,  yet  this  fact  alone  does  not 
seem  a  sufficient  explanation  for  the  presence  of  the  Babinski 
phenomenon,  because  in  y2  cases  of  dementia  and  28  cases 
of  paresis  the  extensor  phenomenon  was  never  present. 

Case  V. — Neurasthenia,  O.  N.,  male,  white,  62  years  old, 
admitted  to  nervous  wards  12,  14,  '99,  complaining  of  general 
weakness.  Examination  showed  memory,  speech,  eyes,  sta- 
tion, gait  and  gross  strength  normal;  the  knee-jerks  were 
weak.  Plantar  irritation  caused  active  extension  and  separ- 
ation of  the  small  toes  on  the  right ;  on  the  left  there  was 
moderate  extension  of  the  large  toe  and  indefinite  extension 
of  the  small  toes.  Repeated  and  recent  examinations  confirm 
the  above  statement. 

Case  VI. — Multiple  alcoholic  neuritis,  O.  L.,  male,  white, 
43  years  old;  examination  showed  eyes  normal,  Hmbs  much 
emaciated,  marked  diminution  of  pain  and  thermal  sense  over 
limbs  and  anterior  part  of  the  body,  knee-jerks  absent.  On 
the  right,  stroking  the  sole  caused  good  plantar  flexion ;  on 
the  left,  there  was  usually  slight  extension  of  all  the  toes, 
never  flexion.  • 

In  85  epileptic  cases  flexion  was  present  in  83.  In  two 
there  was  no  motion.  In  a  number  of  examinations  made  dur- 
ing and  after  a  convulsion,  but  while  coma  was  present,  flex- 
ion was  present  in  all  as  soon  as  the  spasm  had  relaxed,  ex- 
cept in  the  following  case  : — 

W.  W.,  male,  white,  64  years  old;  history  of  twelve  epi- 
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leptoid  convulsions  during  past  four  years.  Examination 
showed  feeble-minded,  passive,  well-nourished  male  of  about 
65  years ;  gross  strength  normal,  reflexes  active  throughout ; 
station,  gait,  sensation  fair.  Plantar  irritation  caused  fair 
flexion  of  all  the  toes  on  both  feet ;  no  symptoms  of  cerebral 
tumor.  The  patient  was  found  unconscious  with  stertorous 
breathing  by  the  nurse ;  ten  minutes  later,  when  I  saw  him, 
he  was  still  unconscious,  the  head  was  retracted,  the  limbs 
were  rather  stiff,  the  biceps-  and  knee-jerks  were  active,  no 
ankle  or  patellar  clonus.  Plantar  irritation  caused  active  ex- 
tension of  the  big  toes  with  no  motion  in  small  toes  on  either 
side.  Seven  minutes  later  he  developed  flexion  of  all  the  toes 
of  right  foot,  and  twenty-five  minutes  later,  absence  of  motion 
or  indefinite  flexion  in  the  left  foot.  The  knee-jerks  were 
sHghtly  increased  during  the  attack.  The  following  day  plan- 
tar irritation  caused  good  flexion  of  all  toes  on  both  feet.  Dr. 
H.  O.  ShifTert,  a  Blockley  colleague  tells  me  that  in  one  pa- 
tient during  an  uremic  convulsion  he  obtained  typical  exten- 
sion of  all  the  toes  on  both  feet.  Later  I  examined  the  same 
patient  while  in  a  state  of  coma  and  found  normal  flexion  in 
both  feet.  I  have  examined  seven  uremic  cases  in  the  state 
of  coma.  In  six  flexion  was  present  and  in  one  there  w^as  no 
plantar  reflex. 

HEMIPLEGICS    AND    DIPLEGICS. 

In  118  hemiplegics,  extension  was  present  on  the  par- 
alyzed side  in  57  per  cent. ;  flexion  of  all  the  toes  in  26  per 
cent. ;  flexion  only  of  the  small  toes,  4  per  cent. ;  irregular 
flexion  and  extension,  5  per  cent. ;  no  motion,  8  per  cent.  On 
the  opposite  side  extension  was  present  in  9  per  cent. ;  flexion 
of  all  the  toes  in  y2  per  cent. ;  flexion  of  the  small  toes,  no  mo- 
tion in  the  big  toes,  in  4  per  cent. ;  irregular  flexion  and  ex- 
tension in  five  per  cent. ;  no  motion  in  10  per  cent. 

The  duration  of  the  hemiplegia  varied  from  six  hours  to 
thirty-nine  years,  and,  apparently,  bore  no  direct  relation  to 
the  time  of  appearance  or  the  form  of  the  Babinski  reflex. 

Case  I. — L.  B.,  male,  black,  45  years  old,  history  of  com- 
plete hemiplegia  of  six  hours'  duration.  On  admission  there 
was  spastic  knee-jerk  and  absence  of  plantar  reflex  on  par- 
alyzed side.  These  conditions  remained  the  same  until  six 
weeks  later.  Fourteen  weeks  later  I  again  saw  the  patient, 
and  at  that  time  the  knee-jerk  was  weak,  and  stroking  the 
sole  caused  moderate,  slow  extension  of  all  the  toes  on  the 
paralyzed  side. 
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Case  II. — M.  S.,  white,  female,  43  years  old;  two  weeks 
before  admission  developed  partial  paralysis  of  right  face. 
Twelve  hours  before  admission,  patient  was  found  uncon- 
scious with  stertorous  breathing,  difficult  deglutition,  and  loss 
of  power  in  right  arm  with  temperature,  pulse  and  respiration 
respectively  of  102,80  and  32.  Admission  examination  showed 
a  well-nourished  white  woman,  unable  to  talk  but  conscious 
of  all  that  was  said ;  there  was  some  drooping  of  right  face ; 
the  eyes  showed  no  deviation,  paresis,  ataxia,  or  nystagmus ; 
right  hemianopsia  was  probably  present;  the  tongue  was 
moist,  clean,  and  lay  motionless  in  the  floor  of  mouth;  the 
pulse  was  y2,  full  and  regular ;  the  heart  sounds  were  obscured 
by  noise  of  breathing;  the  lungs  were  resonant;  the  breath- 
ing was  vesicular  accompanied  by  large,  moist  rales ;  the  ab- 
domen showed  nothing  abnormal.  The  extremities  were  rath- 
er rigid,  especially  the  right  arm  in  which  no  motion,  except 
slight  flexion  of  fingers,  was  possible ;  the  other  limbs  were 
well  moved.  The  reflexes  were  all  spastic;  there  was  patel- 
lar clonus  on  both  sides;  the  ankles  were  stiffened  by  old 
joint  lesions  and  showed  no  clonus.  There  was  normal  plan- 
tar flexion  in  both  feet.  Sensation  was  normal ;  there  was 
urinary  and  fecal  incontinence.  Thirty-six  hours  after  stroke 
the  reflexes  were  no  longer  spastic,  though  large ;  and  there 
was  no  clonus.  Plantar  irritation  caused  the  extension  of  all 
the  toes  on  the  right  and  flexion  of  all  the  toes  on  the  left. 
Forty-eight  hours  after  the  stroke  the  right  leg  was  flaccid 
and  powerless ;  the  knee-jerks  were  absent,  extension  persist- 
ed on  the  right  and  flexion  on  the  left.  Sixty-seven  hours  af- 
ter the  stroke  the  knee-jerks  were  still  absent,  extension  was 
present  in  both  feet,  more  marked  in  right.  Until  death, 
which  occurred  four  days  later,  the  knee-jerks  remained  ab- 
sent, extension  of  all  the  toes  persisted  in  both  feet,  and  the 
paralysis  remained  limited  to  the  right  side  of  body,  limbs 
and  face.  The  urinary  examinations  were  always  negative. 
Post-mortem  revealed:  Marked  congestion  of  cerebral  me- 
ninges, unusual  amount  of  clear  fluid  in  the  ventricles,  small 
area  of  softening  the  size  of  a  hickory  nut  in  the  right  optic 
thalamus ;  kidneys  show  no  gross  lesion. 

Case  III. — M.  J.,  female,  white,  62  years  old,  always 
healthy.  The  day  before  admission  suddenly  developed  dou- 
ble vision  and  a  sense  of  nausea.  Entered  hospital  with  in- 
complete external  and  internal  ophthalmoplegia.  The  gait 
and  station  were  poor,  the  patient  falling  always  toward  the 
left  if  not  supported;  there  were  marked  jaw-jerk,  biceps- 
jerk,  and  knee-jerk.     Plantar  irritation  caused  extension  of 


THE  BABINSKI  REFLEX.  223 

all  toes  on  both  feet.  Three  weeks  later  complete  right  he- 
miplegia developed,  but  caused  no  change  in  the  reflexes 
described  above  when  the  patient  was  examined  five  days 
later.  In  seven  diplegics,  extension  was  present  in  both  feet 
in  three  cases,  irregular  flexion  in  three  cases,  and  week  flex- 
ion in  one. 

THE  PLANTAR  REFLEX  IN  SPINAL  CORD  DISEASE  WITH  LATERAL 
TRACT    INVOLVEMENT. 

In  this  series  are  cases  of  spinal  syphilis,  cerebral-spinal 
syphilis,  myelitis,  compression  myelitis,  traumatic  myelitis, 
syringomyelia,  multiple  sclerosis,  amyotrophic  lateral  scler- 
osis, difluse  spinal  sclerosis,  ataxic  paraplegia,  spastic  para- 
plegia, spastic  monoplegia,  meningo-myelitis,  and  infantile 
paraplegia. 

In  the  62  cases  of  this  class,  extension  was  present  in  63 
per  cent. ;  flexion  in  26  per  cent. ;  no  motion  in  1 1  per  cent. 

The  following  is  a  case,  physiologically  at  least,  of  total 
transverse  lesion  of  the  spinal  cord. 

M.  M.,  45  years  old,  female,  white,  was  admitted  com- 
plaining of  loss  of  power  in  legs.  Six  months  ago  was  operat- 
ed on  for  carcinoma  of  the  breast  of  eighteen  months'  dura- 
tion; noted  return  of  nodules  in  scar  two  weeks  ago.  Ten 
days  before  entrance  she  developed  paresthesia,  shooting 
pains,  some  loss  of  sensation  and  weakness  in  legs ;  three 
days  before  admission  she  developed  complete  paraplegia 
and  loss  of  sensation  in  the  legs,  with  incontinence  of  urine 
and  feces.  Examination  showed  moderately  emaciated  white 
female  of  about  50  years  of  age ;  the  eyes  were  normal,  and 
the  heart,  lung  and  abdomen  showed  no  gross  lesion.  There 
was  a  small  hard  nodule  in  the  cicatrix  of  excision  of  left 
breast,  and  a  few  hard  bodies  could  be  felt  in  left  axilla ;  there 
was  some  prominence  of  the  seventh,  eighth  and  ninth  dorsal 
vertebrae.  The  extremities  were  much  emaciated;  the  re- 
flexes of  the  arms  were  active ;  the  legs  were  completely  par- 
aplegic, and  there  was  complete  loss  of  sensation  over  legs 
and  on  body  up  to  one  inch  above  umbilicus ;  the  knee-jerks 
were  absent;  the  sphincters  were  completely  incontinent. 
Stroking  the  soles,  or  irritation  of  an]^  part  of  the  legs,  pro- 
duced usually,  quick  flexion  of  legs  and  thighs,  associated 
with  dorsal  flexion  of  the  ankles  and  irregular  extension  of 
the  big  toes,  more  marked  on  the  left. 

I  wish  to  thank  Dr.  Charles  W.  Burr  for  his  personal  aid 
and  encouragement  in  the  preparation  of  this  paper. 
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January  i,  1901. 

The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

SPINAL  ACCESSORY  PARALYSIS. 

Dr.  Pearce  Bailey  presented  a  man  who  last  March  had 
been  operated  upon  for  suppurating  glands  of  the  neck.  Dur- 
ing the  operation  the  spinal  accessory  nerve  had  been  cut. 
There  had  been  immediate  and  complete  paralysis  of  the 
•st^rno-mastoid  and  trapezius.  About  six  weeks  later  the 
nerve  had  been  sutured,  with  considerable  improvement  in 
the  symptoms.  During  the  past  summer  weakness  had  appear- 
ed in  the  deltoid  and  in  the  muscles  supplied  by  the  musculo- 
spiral  nerve.  There  had  been  considerable  return  of  power. 
A  fairly  large  incision  had  been  made  at  the  operation  in  the 
region  of  the  mastoid.  On  inspection,  the  shoulder  on  the 
affected  side  was  seen  to  droop,  and  the  scapula  hung  away 
from  the  spine.  The  only  anesthesia  observed  had  been  lim- 
ited to  the  ear  and  the  right  side  of  the  face — an  area  corres- 
ponding to  the  supply  of  the  great  auricular  nerve,  which  had 
undoubtedly  been  cut  at  the  same  time.  There  was  now 
marked  hyperesthesia  over  the  distribution  of  this  nerve. 
When  first  seen  the  position  of  the  head  had  been  slightly 
towards  the  injured  side  and  a  little  downward. 

Dr.  E.  D.  Fisher  suggested  that  there  was  a  psychical  element  in 
the  case.  On  pressing  along  the  muscles  of  the  arm  slowly  there 
was  no  reaction,  but  if  this  pressure  were  exerted  suddenly  there 
was  a  spasmodic  contraction  of  the  muscles  of  this  region. 

Dr.  Joseph  Collins  did  not  think  the  whole  condition  had  been 
explained  by  Dr.  Bailey,  for,  in  his  opinion,  there  were  symptoms 
of  root  involvement  over  a  rather  extended  area.  He  could  not  un- 
derstand how  these  could  be  explained  by  a  mere  section  of  the  spin- 
al accessory  nerve.  The  tic  of  the  facial  muscles  and  on  either  side 
of  the  neck,  and  the  narrowing  of  the  palpebral  fissure  appeared  to 
be  associated  with  fibrillary  twitchings.  This  would  indicate  a  rather 
extensive  involvement  of  the  anterior  roots  in  the  cervical  region. 
He  would  also  like  to  know  about  the  condition  of  the  pupils. 

Dr.  F.  Peterson  said  that  he  had  seen  this  case  before,  and 
had  been  interested  in  the  complications.  He  had  seen  the  man  be- 
fore the  appearance  of  the  twitchings,  and  on  first  observing  the  lat- 
ter he  had  been  inclined  to  assume  that  the  case  was  hysterical.  How- 
ever, after  having  made  the  electrical  examination  he  had  felt  sure 
that  it  was  not  hysterical,  but  one  of  pressure  palsy  involving  a  num- 
ber of  nerves,  possibly  as  a  result  of  sleeping  with  the  arm  in  an  up- 
ward position. 

Dr.  Bailey  said  that  the  suppurating  gland  had  been  situated 
deeply  underneath  the  sterno-mastoid.  When  the  patient  was  first 
seen  by  him  last  April  there  was  a  typical  picture  of  paralysis  of  the 
sterno-mastoid  and  trapezius,  but  no  symptoms  referable  to  the  arm, 
no  tics  and  no  functional  disorders.    The  man  had  been  completely 
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incapacitated  for  work,  and  this  probably  explained  his  psychical 
condition.  The  irritative  condition  of  the  face  was  probably  explica- 
ble by  the  formation  of  new  connective  tissue  in  the  scar.  As  soon 
as  his  attention  had  been  called  to  the  pressure  palsy  he  had  been 
watched  at  night  and  prevented  from  sleeping  on  his  arm,  and  this 
had  resulted  in  immediate  and  decided  improvement.  It  was  proba- 
ble that  in  lime  the  man  would  get  fairly  good  use  of  his  arm. 

FACIAL  HEMIATROPHY. 

Dr.  Max  Mailhouse  presented  a  man,  twenty  years  of  age, 
without  neurotic  family  history.  Twenty-two  months  ago  a 
discoloration  had  appeared  on  the  right  side  of  the  face  be- 
low the  lower  lid.  It  had  begun  as  a  pale  depressed  spot. 
When  first  seen  by  the  speaker,  the  right  side  of  the  face  had 
been  much  atrophied,  and  the  beard  had  been  absent  on 
this  side.  The  mouth  had  been  drawn  to  the  right  and  the 
right  half  of  the  tongue  was  very  much  atrophied.  The  ap- 
parent prominence  of  the  right  eyeball  was  due  to  retraction 
of  the  lower  lid.  The  hair  of  the  right  half  of  the  scalp  was 
grayer  than  on  the  left,  and  was  falling  out.  He  had  been 
losing  his  teeth  on  the  right  side.  The  nasal  cartilage  was 
wasted,  and  its  tip  was  turned  to  the  right.  The  muscles  of 
mastication  were  also  atrophied,  and  this  atrophy  was  asso- 
ciated with  spasmodic  pain.  There  was  a  fibrillary  tremor  of 
the  large  muscles.  The  affected  muscles  reacted  feebly  to 
faradization,  and  normally  to  galvanism.  Nd  scleroderma 
was  found.  For  the  past  two  months  there  had  been  twitch- 
ing of  the  muscles  at  the  right  angle  of  the  mouth,  and  at 
times  after  laughing,  this  angle  would  remain  retracted.  At 
such  times  there  was  a  very  tender  spot  in  front  of  the  ear. 
A  blow  of  moderate  severity  had  been  received  over  the 
mouth  ten  years  ago.  No  other  etiological  element  could  be 
elicited,  and  even  this  one  seemed  to  have  but  little  weight. 
The  atrophy  of  the  tongue  seemed  to  be  a  strong  argument 
for  the  theory  that  this  affection  is  a  tropho-neurosis. 

Dr.  C.  L.  Dana  said  that  he  had  met  with  several  such  cases,  and 
found  them  all  quite  obscure.  At  one  time  the  view  had  prevailed 
that  it  was  a  tropho-neurosis  due  to  some  lesion  of  the  trophic  root 
— a  condition  very  difficult  to  understand.  In  one  of  his  cases  there 
had  been  a  typical  diffuse  trigeminal  neuritis  occurring  in  a  woman 
of  about  forty  years.  The  attack  had  begun  with  herpes  and  neu- 
ralgia, and  had  been  followed  by  a  general  neuralgia  in  the  course 
of  the  fifth  nerve.  After  this  there  had  been  atrophy  and  some  anes- 
thesia, and  finally  a  peculiar  pitting  of  the  face,  like  that  from  small- 
pox. In  another  case,  the  trouble  had  begun,  as  it  often  did,  with 
pigmented  spots  and  neuralgia,  and  this  had  been  followed  by  anes- 
thesia in  spots  and  a  typical  progressive  anesthesia  involving  all  the 
tissues,  including  the  masseter  muscle  and  the  bone.  In  this  wo- 
man there  had  been  deafness  and  some  disturbance  of  vision  on  the 
affected  side.     It  was  difficult  to  understand  how  a  trophic  or  cen- 
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tral  lesion  could  cause  all  these  symptoms.  A  herpes  was  almost 
always  a  sign  of  peripheral  trouble.  Another  case  had  been  in  a  wo- 
man who  had  married  at  the  age  of  seventeen.  Her  husband  had 
died,  it  was  said,  of  syphilis  a  few  years  later,  though  the  woman 
denied  ever  having  become  infected.  She  had  had  a  progressive  fa- 
cial hemiatrophy  for  a  number  of  years,  and  had  finally  developed 
atrophy  on  the  same  side,  affecting  the  arm  and  the  leg.  In  none  of 
his  cases  had  there  been  anything  indicating  the  true  nature  of  the 
etiology.  Perhaps  the  best  explanation  was  that  of  a  peripheral  le- 
sion as  a  starting  point.  He  had  obtained  no  definite  results  from 
treatment,  perhaps  because  he  had  not  been  able  to  keep  these  cases 
under  treatment  fer  a  sufficient  length  of  time.  If  the  trouble  were 
peripheral,  Dercum's  idea  of  resecting  the  trigeminus  seemed  to  be 
worthy  of  consideration. 

Dr.  Fraenkel  asked  if  any  difference  had  been  observed  in  the 
behavior  of  the  sweat  glands  on  both  sides  of  the  face. 

Dr.  Mailhouse  replied  that  there  had  been  less  sweating  on  the 
affected  side. 

Dr.  Jospeh  Collins  thought  the  disease  could  be  explained  just 
as  well  by  a  central  as  by  a  local  lesion.  He  was  inclined  to  think 
that  the  patient  just  presented  had  a  lesion  in  the  pons,  in  the  area 
of  central  representation  of  the  sympathetic  nervous  system  in  the 
pons.  The  lesion  was  probably  a  slowly  progressive  one  such  as  a 
gliomatosis.  There  already  seemed  to  be  involvement  of  the  motor 
nuclei  of  the  medulla  oblongata.  The  enlargement  of  the  pupil  would 
be  explained  by  an  irritation  of  the  sympathetic  which  had  gone  on 
to  paralytic  effects. 

Dr.  C.  L.  Dana  presented  in  connection  with  the  last  case  a 
rather  rare  form  of  progressive  lingual  hemiatrophy.  It  occurred  in 
a  man,  twenty-six  years  of  age,  who  had  had  the  trouble  three  years 
but  had  been  otherwise  in  perfect  health.  The  half  of  the  tongue 
was  slightly  wasted,  and  this  atrophy  was  associated  with  fibrillary 
twitchings.  The  patient  was  a  healthy  young  medical  student  with- 
out history  of  syphilitic  infection  or  nervous  heredity.  It  did  not 
seem  to  him  necessary  to  suppose  that  there  was  a  gliosis,  for,  Men- 
del had  already  shown  that  there  is  a  change  in  the  motor  root  of 
the  trigeminus.  Of  course,  these  changes  might  be  secondary  to  de- 
generation and  partial  destruction  of  the  nerve. 

Dr.  Peterson  said  he  was  inclined  to  believe  with  Dr.  Collins 
that  some  central  lesion  would  best  explain  the  condition.  He  had 
seen  several  cases,  but  all  of  them  in  a  much  earlier  stage.  In  none 
of  them  had  the  tongue  or  the  muscles  of  mastication  been  in- 
volved, or  had  they  presented  the  same  pupillary  phenomena. 

Dr.  Mailhouse  thought  the  dilation  of  the  pupil  might  be  ex- 
plained by  a  similar  process  involving  the  sphincter  pupillae  and 
causing  weakness.  Hoffman  had  reported  some  improvement  from 
the  use  of  galvanism  for  half  an  hour  daily. 

At  a  meeting  of  the  New  York  Neurological  Society  held 
January  i,  1901,  the  following  report  was  read  and  unani- 
mously adopted: 

The  Committee  of  the  New  York  Neurological  Society, 
appointed  at  the  request  of  the  President  of  the  New  York 
Commission  in  Lunacy,  to  of¥er  suggestions  as  to  a  scheme 
of  scientific  study  of  mental  diseases  in  connection  with  the 
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Stat^  Hospitals  for  the  Insane,  begs  leave  to  report  as  fol- 
lows: 

1.  It  is  to  the  interests  of  the  State  that  original  research 
work  should  be  carried  on  in  relation  to  insanity,  in  order 
that  the  science  should  be  advanced,  and  better  methods  of 
prevention,  treatment  and  cure,  discovered.  This  is  of  direct 
interest  to  the  taxpayer,  upon  whom  falls  the  burden  of  the 
care  of  the  insane. 

2.  There  should  be  one  central  laboratory  in  the  State, 
wherein  the  energies  of  the  best  scientific  men  in  the  various 
departments  of  medicine  related  to  insanity  should  be  devot- 
ed wholly  and  exclusively  to  the  prosecution  of  original  re- 
search. 

3.  Such  a  laboratory,  combining  the  labors  of  well-quali- 
fied workers  in  general  pathology,  neuro-pathology,  psychol- 
ogy, chemistry,  anthropology,  and  any  other  requisite  branch- 
es, should  be  able  to  produce  from  year  to  year  results  which 
would  be  creditable  to  the  State  as  a  patron  of  science,  as 
well  as  invaluable  in  advancing  the  knowledge  of  the  meth- 
ods of  treatment  and  cure  of  mental  disorders. 

4.  Each  hospital  for  the  insane  should  have  upon  its  staff 
of  medical  officers  one  physician  whose  sole  duty  it  should  be 
to  conduct  ordinary  autopsies  and  to  carry  on  the  routine  du- 
ties of  a  clinico-pathological  microscopist. 

5.  The  central  laboratory,  or  Pathological  Institute, 
should  be  freely  open  to  any  qualified  scientific  men,  for  the 
prosecution  of  original  research  work,  under  the  direction  of 
the  laboratory  experts,  preference  always  being  given  to  the 
qualified  men  in  the  State  Hospitals.  But  systematic  teach- 
ing of  fundamental  principles  should  not  be  required  from 
any  of  the  departments  of  the  Laboratory.  The  scientific 
men  in  charge  of  the  various  departments  of  the  Pathologi- 
cal Institute  should  devote  all  their  energies  to  original  in- 
vestigation and  not  be  taxed,  hampered  or  interfered  with 
by  medical  men  who  are  able  to  obtain  instruction  in  funda- 
mental principles  elsewhere,  without  cost  to  the  State. 

6.  The  central  laboratory  for  original  research  should  be 
a  part  of  a  reception  hospital  for  the  insane,  situated  on  Man- 
hattan Island. 

Frederick  Peterson,  President ;  Joseph  Collins, 
B.  Sachs,  Samuel  B.  Lyon, 

Charles  L.  Dana,  Lewis  A.  Conner, 

Graeme  M.  Hammond,  William  D.  Granger, 

Ralph  L.  Parsons,  Edward  D.  Fisher, 

J.  Arthur  Booth,  M.  Allen  Starr, 

Pearce  Bailey,  Secretary. 
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December  17,  1900. 
The  President,  Dr.  William  G.  Spiller,  in  the  chair. 

Dr.  D.  J.  McCarthy  presented  a  case  of  amyotrophic  lat- 
eral sclerosis,  sent  to  the  nervous  clinic  of  the  Polyclinic  Hos- 
pital by  Dr.  S.  Solis  Cohen,  in  which  the  atrophy  and  paraly- 
sis were  almost  confined  to  the  muscles  of  the  shoulders  and 
upper  arms,  and  the  movements  of  the  hands  were  good. 

Dr.  Francis  X.  Dercum  said  that  he  had  seen  the  case  on  one 
occasion  and  regarded  it  as  one  of  muscular  atrophy  of  spinal  origin. 
The  rapid  progress  of  the  case  he  regarded  as  very  Unusual. 

Dr.  William  G.  Spiller  said  that  syringomyelia  sometimes  caused 
this  form  of  muscular  atrophy  and  paralysis,  even  without  the  disso- 
ciation of  sensation,  but  such  cases  were  very  rare. 

Drs.  C.  K.  Mills  and  T.  H.  Weisenberg  presented  cases  il- 
lustrating the  differential  diagnosis  of  cerebral  and  hysteri- 
cal hemianesthesia. 

Dr.  William  G.  Spiller  said  that  many  anatomists  still  hold  the 
view  of  Charcot  that  a  sensory  tract  exists  in  the  posterior  part  of 
the  posterior  limb  of  the  internal  capsule,  although  they  are  unable 
to  demonstrate  the  continuation  of  this  tract  in  lower  levels  of  the 
cerebro-spinal  axis.  Dejerine  teaches  that  the  fibers  in  the  retrolen- 
ticular  portion  of  the  internal  capsule  come  from  the  temporal  lobe 
and  that  the  thalamus  and  not  merely  the  internal  capsule  must  be 
implicated  in  these  cases  of  persistent  hemianesthesia.  The  lemnis- 
cus is  probably  a  sensory  tract,  but  there  may  be  other  sensory 
tracts.  There  is  no  evidence  to  show  that  the  lemniscus  is  in  rela- 
tion with  the  retrolenticular  portion  of  the  internal  capsule. 

Dr.  Spiller  said  that  in  two  or  three  cases  in  which  the  Gasser- 
ian  ganglion  had  been  removed  for  tic  douloureux  he  had  found 
anesthesia  on  the  operated  side  sharply  limited  by  the  median  line  ot 
the  face.  In  one  of  these  cases  the  ganglion  had  been  removed 
two  or  three  years  previously.  Limitation  of  anesthesia  at  the  me- 
dian line  of  the  body  occurs  in  organic  as  well  as  hysterical  anesthe- 
sia. 

Dr.  Charles  K.  Mills  was  not  convinced  of  the  truth  of  De- 
jerine's  views  that  there  is  a  complete  admixture  of  fibers  of  sensa- 
tion and  motion  in  the  limb  of  the  capsule.  Cases  are  on  record 
which  clearly  indicate  that  from  a  one-sided  lesion  between  the  tha- 
lamus and  cortex,  in  regions  which  are  not  motor  in  the  ordinary 
sense  of  motor  localization,  there  may  be  distinct  disorders  of  sen- 
sation. Partial  anesthesia  has  been  present  from  lesion  of  the  gy- 
rus fornicatus.  He  had  reported  a  case  in  which  irregular  anesthe- 
sia was  associated  with  a  lesion  involving  the  cortex  and  subcortex 
of  both  parietal  lobes.  Cerebral  lesions  outside  of  the  thalamus 
and  outside  of  the  motor  region  may  give  rise  to  anesthesias  of  var- 
ious sort. 

Dr.  William  G.  Spiller  said  that  he  did  not  wish  to  be  misunder- 
stood. He  had  not  discussed  the  diagnosis  between  thalamic  and 
cortical  lesions,  but  referred  to  the  view  that  lesions  of  the  poster- 
ior part  of  the  posterior  limb  of  the  internal  capsule  cause  anesthe- 
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sia  when  the  thalamus  is  not  involved.    It  is  very  probable  that  cor- 
tical lesions  may  produce  disturbance  of  sensation. 

Dr.  Charles  K.  Mills  believed  that  instead  of  the  sensory  and 
motor  fibers  intermingling:  throughout  the  entire  posterior  limb  of 
the  capsule,  the  former  were  more  or  less  concentrated  posteriorly. 
He  believed  that  there  were  two  relays  to  the  motor  cortex.  He 
held  that  while  the  thalamus  was  a  great  center  for  common  sensi- 
bility a  special  system  of  neurones  passed  to  the  sensory  cortex,  and 
another  from  this  region  to  the  motor  cortex. 

Dr.  Wm.  Pickett  read  a  paper  on  the  insanities  of  adoles- 
cence. 

Dr.  Charles  K.  Mills  considered  the  paper  to  be  one  of  great 
value  especially  as  presenting  the  results  of  the  personal  observation 
of  the  author. 

Dr.  Francis  X.  Dercum,  referring  to  the  fact  that  paranoia  oc- 
curs at  a  later  age  than  the  other  varieties,  said  that  it  was  sugges- 
tive that  the  later  the  degeneration  begins  the  more  is  it  like  that 
of  middle  life. 

The  katatonic  cases  are  interesting  because  they  afford  a  rather 
more  hopeful  prognosis  than  the  other  varieties.  He  had  seen  a  lim- 
ited number  of  cases  of  mild  hebephrenia  also  in  which  the  mental  de- 
generation fell  to  a  certain  level  and  then  under  powerful  stimula- 
tion of  nutrition  and  re-education  surprisingly  good  results  had  been 
obtained.  With  regard  to  diagnosis,  it  is  not  an  uncommon  error  to 
find  that  the  diagnosis  of  melancholia  has  been  made  when  subse- 
quent observation  shows  the  case  to  be  one  of  hebephrenia. 

Dr.  Daniel  E.  Hughes  said  that  the  insanities  of  adolescence 
were  increasing.  He  considered  heredity  one  of  the  striking  fea- 
tures in  the  diagnosis.  There  is  a  large  group  of  insanities  that  de- 
velop during  the  ages  of  puberty  and  adolescence  that  are  curable^ 
In  the  period  of  life  between  the  ages  of  12  and  30  years  we  have 
acute  manias  and  melancholias  which  run  the  ordinary  course  and 
recover,  and  in  which  no  evidence  of  mental  weakness  remains,  but 
in  the  group  of  cases  that  has  been  pictured  by  Dr.  Pickett  the  ten- 
dency is  to  dementia.  These  insanities  occur  at  a  developmental  time 
when  the  experiences  of  youth  are  becoming  memories  and  these 
memories  are  organising  into  ideas  and  percepts.  Whether  the 
symptoms  are  those  of  the  hebephrenic,  katatonic  or  paranoiac  type 
will  depend  upon  the  age  at  which  they  appear,  the  older  in  the  adol- 
escent period  the  more  systematized  the  so-called  delusions.  It  is 
well  known  that  a  fair  proportion  of  the  insanities  peculiar  to  adol- 
escence do  make  at  least  a  temporary  recovery.  He  had  seen  cases 
which  after  running  the  various  cycles  of  mania  and  melancholia 
for  two  or  three  years  gradually  get  well  and  go  out  into  the  world 
and  remain  for  three  or  four  years,  and  then  return  with  the  whole 
group  of  symptoms  as  they  were  originally,  with  a  more  rapid  pro- 
gress towards  dementia.  This  brings  up  the  question.  Are  these  peo- 
ple who  have  this  unfortunate  heredity,  properly  cared  for?  Is  there 
not  something  in  their  environment  which  has  a  tendency  to  cause 
this  breakdown?  Is  it  not  the  duty  of  some  one  to  take  hold  of 
these  youths  and  surround  them  with  influences  which  may  prevent 
them  from  becoming  chronic  dements? 

Dr.  C.  W.  Burr  reported  several  cases  in  which  astereo- 
gnosis  was  a  prominent  symptom. 
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Dr.  Francis  X.  Dercum  said  that  he  had  recently  gone  over  a 
number  of  cases  with  regard  to  this  symptom  to  determine  if  it 
were  possible  to  give  it  a  definite  clinical  value.  It  may  be  present 
in  peripheral  nerve  affections  with  sensory  disturbance;  it  may  be 
present  in  certain  forms  of  cord  disease  as  locomotor  ataxia  and 
ataxia  papaplegia,  and  in  other  cases  it  is  due  to  cortical  involve- 
ment. In  these  the  separate  senses  may  be  preserved,  the  patient 
recognizing  weight,  pain  and  pressure,  but  being  unable  to  combine 
these  sensations  to  form  a  concept.  Such  cases  as  these  he  thought 
must  be  referred  to  the  cortex.  Whether  the  superior  parietal  lobule 
is  the  only  area  lesion  of  which  gives  rise  to  astereognosis  was 
doubtful,  and  future  studies  alone  would  prove  this.  At  any  rate  he 
had  found  that  preservation  of  the  muscle  sense  was  not  essential, 
but  loss  of  the  spacing  sense  had  almost  invariably  proven  a  serious 
defect. 

Dr.  Joseph  Sailer  said  that  he  had  been  interested  in  one  point 
to  which  he  had  seen  no  reference,  that  was  the  occurrence  of  tran- 
sient astereognosis  due  to  cerebral  lesion,  which  he  though  com- 
parable to  the  transient  aphasia.  He  agreed  with  Dr.  Burr  that  it  is 
difficult  to  say  which  of  the  senses  is  most  important  in  stereognosis. 
Experiments  on  normal  persons  led  him  to  believe  that  the  mus- 
cle sense  is  not  of  vital  importance.  He  thought  that  considerable 
light  would  be  thrown  upon  the  subject  by  a  series  of  studies  made 
on  normal  individuals. 

Dr.  William  G.  Spiller  had  understood  Dr.  Burr  to  refer  to  his 
second  case  as  "object  blind,"  using  the  term  in  the  same  sense 
as  "mind  blind."  This  he  considered  an  interesting  observation  as 
the  lesion  was  only  on  one  side  of  the  brain  in  the  angular  and  su- 
pramarginal  gyri. 

With  regard  to  the  statement  that  the  center  of  stereognosis  is 
in  the  posterior  part  of  the  superior  parieial  lobe,  that  is  very  differ- 
ent from  saying  that  lesion  of  that  part  will  cause  astereognosis.  If 
the  former  statement  were  correct  then  only  those  forms  of  sensa- 
tion which  are  represented  in  the  parietal  lobe  would  have  anything 
to  do  with  stereognosis.  We  have  reason  to  believe  that  the  parie- 
tal lobe  Js  concerned  in  sensation,  but  it  is  probable  that  the  motor 
area  is  also  partly  sensory. 

Dr.  Charles  K.  Mills  thought  that  the  facts  presented  by  Dr. 
Burr  helped  to  substantiate  the  statements  which  he  had  made  in  re- 
gard to  the  old  views  of  Charcot  and  the  new  views  of  Dejerine.  He 
did  not  believe  that  either  view  represented  the  exact  truth.  He 
thought  that  it  was  a  mistake  to  restrict  the  sensory  area  of  the 
cortex  to  the  superior  parietal  lobule.  He  believed  that  the  sen- 
sory region  comprised  a  large  area  surrounding  the  motor  area 
on  all  sides,  and  abundant  facts  tend  to  confirm  this  view.  A  uni- 
lateral cerebral  lesion  probably  produces  complete  anesthesia  only 
when  it  is  thalamic.  He  thought  that  Dr.  Burr's  patient  had  an  or- 
ganic lesion  which  was  responsible  for  the  sensory  symptoms,  and 
that  there  was  large  involvement  of  her  cortical  sensory  areas  with 
little  or  no  destruction  of  her  motor  cortical  areas.  It  may  be  that 
a  partial  thalamic  lesion  or  a  subcortical  parietal  lesion  might  ex- 
plain the  case. 

Dr.  Charles  W.  Burr  said  he  believed  there  is  a  distinct  area  of 
the  brain  which  we  may  call  the  tactile  perceptive  area  in  which  are 
stored  the  tactile  memories  and  in  which  are  grouped  together  all 
the  sensory  factors  which  go  to  make  up  a  concept  of  the  thing  han- 
dled.   In  order  to  get  a  true  conception  of  an  object  this  tactile  con- 
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cept  is  combined  with  visual  and,  in  less  degree  or  at  least  less  fre- 
quently, with  auditory,  olfactory  and  gastatory  concepts.  He  be- 
lieved this  tactile  perceptive  area  to  be  in  the  hinder  portion  of  the 
parietal  lobe  and  entirely  separate  from  the  motor  area.  Stereogno- 
sis  may  be  due  to  an  absence  of  some  of  the  primary  sensory 
factors,  or  it  may  be  caused  by  disease  of  the  tactile  perceptive  area, 
in  which  case  there  is  either  a  tactile  amnesia  or  an  inability  to 
group  together  the  different  sensations,  just  as  a  patient  may  see 
objects  and  not  conceive  them,  or  m»ay  feel  objects  and  not  con- 
ceive them. 

PAGE 

NEURASTHENIA,  ETC.,  WITH  ESPECIAL  INVOLVEMENT 
OF  THE  SENSORY  NEURONE. 

Dr.  F.  Savary  Pearce  reported  the  following  case:  The 
patient,  a  physician,  aged  38,  is  a  member  of  a  family  of  nine, 
without  nervous  heredity.  In  his  early  life  the  man  suffered 
extremely  from  torpid  liver  and  constipation,  and  has  always 
been  compelled  to  use  cathartics.  He  was  in  good  health  un- 
til four  years  ago.  Moving  from  the  country  to  a  city  and  to 
work  largely  of  a  clerical  nature  which  confined  him  indoors 
for  long  hours,  he  soon  developed  trouble  from  the  liver 
again,  accompanied  by  vague  feelings  in  his  head  as  of  a  band 
pulled  about  the  brow.  His  sleep  became  disturbed  by  what 
he  thinks  was  intense  paresthesia  and  causalgia  in  the  feet. 
This  annoying  symptom  extended  up  to  the  knees,  although 
there  was  no  anesthesia.  He  soon  began  to  complain  of 
numbness  in  the  left  arm,  worse  upon  exertion  and  after  a 
hearty  meal.  Vigorous  massage  would  always  alleviate  this 
latter  symptom.  The  next  phenomenon  was  a  sense  of  titil- 
lation  in  the  larynx  accompanied  by  frequent  dry  coughing. 
He  noticed  vague  urinary  symptoms  as  of  "pain  passing 
down  the  ureter."  At  this  time,  he  particularly  remarked 
the  tendency  to  "catching-cold"  easily.  He  was  placed  on 
aperients  with  copious  draughts  of  hot  water,  and  the  use  of 
digestants.  His  nervous  symptoms  improved  under  this 
treatment  but  the  laryngeal  irritation  continued,  although  di- 
gestion and  assimilation  were  never  perfectly  performed. 

In  July,  1899,  the  patient  began  to  suffer  from  fleeting 
spasmodic  pains  in  various  muscles  of  the  lower  limbs.  These 
attacks  would  occur  at  intervals  of  a  few  days  to  a  few  weeks, 
would  seldom  be  localized  at  more  than  one  point  at  a  time, 
and  would  last  for  several  hours  or  the  entire  day.  Six 
months  later  the  left  skin  surface  of  the  upper  lip  became 
numb,  and  has  continued  so  in  varying  degree  until  the  pres- 
ent time,  and  the  numbness  is  now  symmetrital,  embracing 
the  entire  chin  and  cheeks  up  to  the  lower  eyelids.  In  addi- 
tion to  the  feeling  of  numbness  and  actual  "deadness"  to  all 
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sense  of  pain,  there  is  marked  feeling  of  tension.  A  similar 
area  of  altered  sensation  at  one  time  existed  in  the  perineum. 
There  is  a  general  paresthesia  about  both  gluteal  regions, 
but  down  the  outer  sides  of  thighs  there  seems  to  be  slight 
hyperesthesia.  The  knee-jerks  are  absent,  but  Romberg's 
sign  or  other  evidence  of  organic  disease  are  not  present. 
Frequently  during  the  waking  hours,  a  sensation  is  exper- 
ienced in  the  face  as  though  five  or  six  small  shot  or  the  ends 
of  the  same  number  of  stiff  hairs  were  thrust  quickly  against 
the  skin.  Sexual  power  is  very  much  reduced.  The  stereo- 
gnostic  sense  is  normal.  Examination  of  the  urine  has  re- 
vealed marked  indican  reaction  in  several  specimens,  but 
never  albumin  or  sugar.  There  has  always  been  a  marked 
difference  between  the  morning  and  evening  specific  gravity, 
also  irregular  acid  excretion,  which  may  indicate  alteration 
of  general  metabolism.  The  eye  examination  is  entirely  neg- 
ative. Dr.  Pearce  believed  that  the  disease  was  entirely  one 
of  neurasthenia  with  hypochondriacal  manifestations ;  and 
that  under  nutritional  measures,  and  change  of  scene,  the 
sensory  tract  function  would  be  restored. 

Dr.  Charles  W.  Burr  suggested  that  the  case  might  be  hyster- 
ical. The  analgesia  changed  from  day  to  day.  The  laryngeal  irri- 
tation would  confirm  with  this  view.  Neither  anesthesia  nor  laryn- 
geal spasm  is  a  symptom  of  neurasthenia. 

Dr.  Charles  K.  Mills  spoke  of  the  probability  of  the  case  being 
one  of  tabes.  The  loss  of  the  Achilles-jerk,  the  diminution  of  the 
sexual  power,  and  the  coming  and  going  cramps  pointed  in  this  di- 
rection, while  the  laryngeal  attacks  might  be  laryngeal  crises. 

Dr.  H.  A.  Hare  suggested  that  the  case  might  as  likely  be  one 
of  pseudo-tabes  due  to  neuritis.  Many  cases  of  hysteria  in  males  are 
neurasthenic  in  origin.  He  had  seen  men  utterly  worked  out,  with 
loss  of  knee-jerk  and  less  acuity  of  sensation  than  normal  in  certain 
portions  of  the  body.  He  was  inclined  to  think  that  the  hysterical 
symptoms  were  due  to  nervous  exhaustion.  The  crucial  point  in  a 
case  of  this  kind  is  the  eye  examination,  which  he  understood  had 
not  yet  been  made.  The  eye  examination  will  probably  give  useful 
information  whether  the  case  be  hysterical  or  tabetic. 

Dr.  Wharton  Sinkler  had  examined  this  patient  six  weeks  aga 
and  was  satisfied  that  he  was  suffering  from  neurasthenia  and  hys- 
teria. At  that  time  the  knee-jerks  were  absent  but  could  be  devel- 
oped by  reinforcement.  He  thought  that  the  analgesia  and  the  par- 
esthesia were  hysterical  and  that  there  was  hysteria  superimposed 
upon  the  neurasthenic  condition. 

Dr.  F.  S.  Pearce  considered  that  the  neurasthenia  was  the  funda- 
mental condition.  The  man  has  been  overworked  and  had  every  rea- 
son why  he  should  suffer  from  neurasthenia.  He  considered  the  di- 
sease to  be  a  so-called  functional  one,  and  that  under  appropriate 
hygiene  and  treatment  the  mental  depression  of  the  patient  would 
be  removed  first,  then  physical  restoration  to  health  would  follow. 
The  absence  of  knee-jerk  will  occasionally  be  found  in  such  cases  of 
malnutrition  of  the  central  nervous  system. 


pertecope* 


CLINICAL    NEUROLOGY. 

Peripheral  Neuritis  following  the  Use  of  Arsenic  in  Chorea. 

F.  C.  Railton  (Medical  Chronicle,  February,  1900). 

This  study  is  based  on  four  patients  with  chorea  treated  by  ar- 
senic at  the  Manchester  Clinical  Hospital,  in  whom  serious  symptoms 
of  paralysis  developed.  The  ordinary  toxic  symptoms  of  arsenic; 
disturbance  of  the  stomach,  diarrhea,  puffiness  of  the  eyes,  etc.,  were 
noticed  in  only  one  of  the  patients,  and  the  paralysis,  which  af- 
fected the  lower  extremities  principally,  came  on  gradually  several 
days  or  even  weeks  after  termination  of  treatment,  and  in  most  in- 
stances after  the  return  of  the  patient  home.  All  the  patients  event- 
ually recovered  after  a  protracted  convalescence.  Because  of  the  slow 
elimination  of  this  metal  from  the  system,  the  author  concludes  that 
an  aggregate  of  6.3  grains  of  arsenious  acid,  even  when  distributed 
over  a  period  of  three  weeks,  is  sufficient  to  produce  peripheral 
neuritis  in  a  child.  Jelliffe. 

Zur  Symptomatik  der  Geschwulste  des  Balkens  (Symptomatolo- 
gy of  Tumors  of  the  Corpus  Callosum).  H.  Zingerle  (Jahrbii- 
cher  fiir  Psychiatrie  und  Neurologic,  Vol.  19,  1900,  p.  367). 
Clinical  history:  Man  fifty  years  old.  Beginning  of  symptoms 
seven  weeks  before  with  sudden  dulling  of  consciousness,  stupor,  in- 
ability to  stand  erect,  weakness  in  legs,  sleepiness,  and  mental  con- 
fusion. Present  condition:  somnolent,  confused,  marked  amnesia, 
mental  weakness,  expression  fixed,  speech  slow,  no  aphasia,  slow  pu- 
pil reaction,  bilateral  optic  neuritis,  tremor  of  tongue,  weakness  in 
all  extremities,  inability  to  stand  or  walk,  increased  reflexes,  then  fe- 
ver, muscle  spasm,  progressive  weakness  in  muscles  more  marked 
on  the  right  side,  exitus.  Autopsy:  Dura  adherent,  pia  somewhat 
stretched,  thickened  here  and  there,  hyperemic.  The  corpus  callo- 
sum bulged  in  its  middle  and  of  a  reddish  color.  On  opening  the  lat- 
eral ventricle  in  a  line  corresponding  with  the  middle  of  the  corpus 
callosum  a  tumor  mass,  4  cc.  long  and  3  cc.  broad  was  found.  This 
tumor  is  of  firm  consistency  and  reddish  in  color.  The  mass  extends 
in  front  to  the  septum  pellucidum  and  bulges  laterally  into  the  later- 
al ventricles  in  consequence  of  which  they  appear  somewhat  nar- 
rowed, as  is  likewise  the  case  in  the  third  ventricle.  The  ependyma 
of  the  corpus  callosum  appears  somewhat  thickened,  the  brain  sub- 
stance soft,  somewhat  hyperemic,  the  cortex  somewhat  small,  with 
widened  sulci.  In  other  organs  nothing  abnormal.  The  tumor  was 
diagnosed  as  a  round-cell  sarcoma,  rich  in  blood  vessels.  The  ana- 
tomical findings  showed  clearly  that  the  tumor  developed  at  the  re- 
gion of  the  right  taenia  of  the  thalamus  opticus,  and  secondarily  in- 
volved the  corpus  callosum.  Some  of  the  clinical  features  of  a  tumor 
in  this  region  are  as  follows:  The  absence  of  pressure  symptoms  oth- 
er than  that  of  optic  atrophy  which  is  found  more  often  in  callosal 
tumors  than  elsewhere.  A  slight  paresis  of  the  muscles  together 
with  an  absence  of  cranial  nerve  involvement.  The  paresis  is  due 
to  the  pressure  on  the  motor  tract  in  the  internal  capsule.    The  one 
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definite  focal  symptom  of  a  callosal  tumor,  which  can  be  explained 
by  the  direct  effect  upon  its  fibers  is  the  psychical  state  of  stuporous 
dementia,  due  to  the  injured  association  fvmction  of  the  fibers  of  the 
corpus  callosum.  It  is  also  probable  that  in  addition  to  the  psychi- 
cal function  of  the  corpus  callosum,  it  has  to  do  with  the  innervation 
of  voluntary  muscles  and  their  co-ordination  in  homolateral  move- 
ments of  the  body.  This  has  been  experimentally  proven  in  animals 
by  Mott.  In  this  case  there  was  an  extreme  disturbance  of  equilib- 
rium together  with  ability  to  use  a  single  extremity  in  isolated  move- 
ments. This  symptom  has  been  observed  before  in  tumors  in  this 
region.  The  co-ordination  disturbance  which  affects  chiefly  those 
muscular  actions  which  have  to  do  with  retention  of  equilibrium  is  a 
focal  symptom  of  callosal  tumors  and  the  name  callosal  ataxia  {balken 
ataxic),  may  be  given  to  it.  The  poverty  of  movement  in  this  case 
may  be  ascribed  to  the  diminished  physiological  stimuli  which  nor- 
mally pass  through  the  fibers  of  the  corpus  callosum.  In  doubtful 
cases  of  tumors  in  this  region  this  last  symptom  may  be  of  diagnos- 
tic utility.  Schwab. 

OBSERVATIONS  ON  Brain  Surgery.    Gco.  W.  Crilc  (Medical  Record, 

February  17,  1900). 

As  a  result  of  a  large  number  of  experimental  researches  on 
the  brains  of  animals,  the  author  says,,  that  the  immediate  effect  of 
increased  intracranial  pressure  is  not  marked  until  the  brain  is  com- 
pressed for  from  five  to  seven  per  cent,  of  its  volume.  Respiration 
is  affected  sooner  and  more  profoundly  than  the  blood  pressure. 
Respiration  is  at  first  slowed,  then  arrested.  The  higher  the  blood 
pressure,  the  higher  is  the  intracranial  pressure  necessary  to  cause 
respiratory  paralysis,  and  when  such  arrest  has  occurred,  if  the  blood 
pressure  is  increased  respiration  may  be  resumed.  In  the  presence 
of  respiratory  arrest,  if  artificial  respirations  are  produced  blood 
pressure  usually  rises,  and  natural  breathing  may  reappear. 

Increased  intracranial  pressure  causes  slowing  of  the  heart,  fol- 
lowed by  intermissions  and  later  complete  arrest.  When  pressure 
persists,  the  inhibitory  mechanism  fails,  and  very  rapid  heart  action 
follov/s.  The  intracranial  and  the  blood  pressure  vary  inversely. 
With  the  brain  under  pressure,  less  anesthetic  is  required  to  cause 
surgical  anesthesia,  and  the  deeper  the  anesthesia  the  earlier  and 
more  abruptly  respiration  fails.  When  respiration  or  circulation  or 
both  are  affected  by  conditions  causing  increased  intracranial  pres- 
sure, it  is  fair  to  assume  that  the  brain  has  suffered  compression 
equal  to  five  per  cent,  of  its  volume,  except  in  cases  where  their  cen- 
ters in  the  medulla  are  directly  affected.  A  pulse  frequently  alter- 
nating between  a  very  rapid  and  a  very  slow  action,  indicates  an  ex- 
hausted cardiac  center,  a  fatal  prognosis,  and  a  very  strong  con- 
traindication to  operative  procedure.  At  the  same  time  the  vaso- 
motor system  is  exhausted.  During  operation  an  assistant  should 
always  be  ready  to  do  artificial  respiration,  and  ice  and  hot  watef 
should  be  at  hand  for  alternate  application  to  chest  and  abdomen  as 
respiratory  stimulants.  If  respiration  ceases  and  cannot  be  renewed, 
the  skull  should  be  opened  as  quickly  as  possible  and  the  pressure  re- 
lieved, when  normal  breathing  will  almost  surely  recur.  The  first 
effect  of  blows  on  the  skull,  gunshot  wounds,  rapidly  increased  in- 
traventicular  pressure,  etc.,  is  respiratory  failure,  while  the  heart  con- 
tinues beating  for  some  minutes.  Therefore  artificial  respiration  is 
an  important  first-aid  in  brain  injuries,  and  since  increase  of  blood 
pressure  favors  the  return  of  spontaneous  breathing,  proper  stimu- 
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lation  should  be  given.  There  is  a  well  defined  area,  external  to  the 
olfactory  tract,  and  in  front  ot  the  uncinate  gyrus,  stimulation  of 
which  causes  arrest  of  breathing.  This  area  rests  directly  against 
the  base  of  the  skull  and  is  therefore  liable  to  injury  by  either  direct 
or  indirect  violence.  In  one  case,  dying  of  respiratory  failure  after  a 
fall,  autopsy  revealed  a  marked  laceration  of  this  part  of  the  brain. 

Jelliffe. 
De  la  generalisation  des  crises  epileptiques  consecutives   aux 

TRAUMATISMES    LOCALISES    DU    CRANE    CHEZ    l'eNFANT    ET    DE    LEUR 

traitment.     (Generalization  of  Epileptiform  Crises  Due  to  Lo- 
calized Traumatisms  on  the  Skull  in  Childhood.)     Chipault  (Tra- 
vaux  de  Neurologic  Chirurgicale,  April-July,  1900). 
Chipault  states  that  while  in  the  adult,  injury  to  the  cortex  only 
causes  Jacksonian  epilepsy,  as  a  rule,  in  the  child  we  usually  find  that 
without  the  slightest  predisposition,  the  most  limited  trauma  may 
cause  general  convulsions.    The  author  relates  ten  cases  to  demon- 
strate his  thesis  and  several  cases  are  here  given  as  examples. 

Case  V. — H.  F.,  aged  four  years;  spasmodic  hemiplegia  with  epi- 
leptiform crises.  Cause  probably  an  intra-uterine  trauma,  the  moth- 
er having  fallen  when  she  was  seven  months  pregnant.  The  labor  it- 
self was  easy,  and  the  child  was  normal  at  birth.  When  seven 
months  old,  the  spastic  paralytic  condition  was  first  noted,  and  at 
about  the  age  of  one  year,  slight  epileptiform  crises  appeared,  which 
soon  degenerated  into  ordinary  epileptic  attacks.  Chipault  first  saw 
the  child  when  it  was  four  years  old;  it  was  well  developed  and 
bright,  but  could  hardly  walk,  and  had  speech  disorders  and  convul- 
sive attacks.  A  cranial  depression  was  found  corresponding  to  the 
Rolandic  zone.  Chipault  performed  resection  of  the  cranium;  be- 
neath the  dura  a  cicatricial  area  was  found  in  the  cortex.  During  the 
next  six  months  there  was  but  a  single  crisis;  the  patient  then  passed 
from  observation. 

Case  VII. — D.  F.,  aged  nine  years;  was  hit  at  age  of  one  year 
on  the  vertex  of  the  head  by  a  piece  of  cornice.  Fracture  of  skull 
diagnosed,  but  no  surgical  treatment.  During  the  eight  or  nine 
months  no  bad  results,  but  gradually  periods  of  "absences"  set  in, 
followed  by  generalized  epileptic  crises.  Spastic  hemiplegia  then  de- 
veloped on  both  sides.  When  Chipault  saw  the  boy  he  was  nine 
years  old.  Contractures  were  marked,  but  no  muscular  atrophy. 
Epileptic  seizures  at  the  rate  of  two  or  three  per  week.  Chipault 
proposed  an  operation,  but  patient  had  not  presented  himself  at  the 
time  of  writing. 

These  ten  cases  reported  show  without  doubt  that  this  species 
of  general  epilepsy  may  be  due  to  intra-uterine  trauma,  obstetrical 
trauma,  and  injuries  of  ordinary  character.  The  injuries  varied 
greatly  in  character;  simple  fracture,  flattening,  depression,  perfor- 
ation; finally,  several  cases  presented  no  lesion  whatever.  If  the  les- 
ion was  seated  outside  the  motor  zone,  the  generalized  convulsions 
constitute  the  dominant  symptom.  If  within  the  motor  area,  the 
convulsions  were  still  prominent,  but  the  hemiplegic  phenomena 
were  more  in  evidence.  Briefly  put,  extra-Rolandic  trauma  equals 
epileptic*  seizures;  Rolandic  trauma  equals  the  same  number  of  seiz- 
ures but  of  a  spasmodic  hemiplegic  form.  Clark. 

Intestinal  Neuroses.    J.  W.  Rothwell  (Medicine,  March  1900). 
The  author  proposes  the  following  classifications: 
(i)  Peristaltic  restlessness  dependent  upon  increased  irritabili- 
ty of  the  motor  nerves  of  the  small  intestine,  and  causing  gurgling, 
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or  squeaking,  rumbling,  croaking,  arfd  brought  on  by  emotional  ex- 
citement and  not  accompanied  by  diarrhea,  as  the  colon  is  unaf- 
fected. 

(2)  Peristaltic  activity  extending  to  the  colon  and  upper  part 
of  rectum,  and  followed  by  precipitate  diarrhea.  These  conditions 
are  benefited  by  general  treatment  with  arsenic  or  methylene  blue. 

(3)  Enterospasm  (or  concurrent  spasm  of  both  round  and  long 
muscular  fibers),  due  to  increased  excitability  of  the  splanchnic 
nerves,  and  indicated  by  colicky  pains  and  and  a  doughy  fecal  tumor 
at  or  near  one  of  the  flexures  of  the  colon.  This  may  be  relieved 
by  warm  abdominal  cataplasms,  opium  or  codeine,  and  soothing 
enemata.  In  this  condition  the  administration  of  opium  may  be 
followed  by  a  movement  of  the  bowels. 

(4)  Ordinary  colic,  or  temporary  spasm  due  to  local  irritation. 
The  cutting  pains  are  probably  due  to  the  pressure  of  the  contract- 
ing muscles  on  the  terminal  nerve-filaments,  and  may  be  overcome 
as  well  by  antispasmodics  as  by  anodynes. 

Of  the  disturbances  of  sensibility,  he  describes:  (i)  anesthesia  is 
normal  except  in  the  lower  portion  of  the  rectum.  When  this  be- 
comes anesthetic,  as  in  hysteria,  involuntary  fecal  passages  may  re- 
sult. (2)  Hyperesthesia,  a  feeling  of  distension  without  tympanites, 
of  soreness  without  discoverable  organic  cause,  of  throbbings,  flut- 
terings,  etc.  (3)  Neuralgia,  a  boring,  pinching,  or  cutting  pain  cen- 
tering about  the  umbilicus,  sometimes  accompanied  by  vomiting 
and  feeble  pulse,  and  suggesting  peritonitis,  appendicitis,  renal  or  he- 
patic colic,  or  lumbar  neuralgia.  However  there  is  no  fever,  the 
constipation  is  not  obstinate,  and  the  pain  is  relieved  by  pressure. 
Of  secretory  disturbances;  Mucous  colic,  and  excessive  secretion  of 
mucinoid,  nonfibrinous  material,  coagulating  on  the  inner  coat  of  the 
bowel  and  discharged  at  intervals  with  colicky  pains.  It  occurs  us- 
ually in  neurotic  females,  and  is  very  resistant  to  treatment.  One 
may  use  olive  or  castor  oil  as  a  laxative,  cannabis  indica  for  pain, 
sodium  phosphate  to  prevent  fermentation,  and  salol,  resorcin,  or 
bismuth  salicylate.  Jelliffe. 

EiN  Fall  von  vasomotorischer  Neurose,  zugleich  als  Beitrag 
zuR  Kenntnis  der  nervosen  Storungen  im  Klimakterium  (A 
Case  of  Vaso-motor  Neurosis,  as  a  Contribution  to  the  Know- 
ledge of  Nervous  Disturbances  in  the  Climacterium).  H.  Zin- 
gerle  (Jahrbiicher  fiir  Psychiatric  und  Neurologic,  Vol.  19,  1900, 

p.  343). 

Case. — A  woman  46  years  old.  No  nervous  heredity.  Neural- 
gic symptoms  and  migraine,  which  declined  in  severity  during  the 
climacterium.  At  this  time  the  patient  noticed  a  diffuse  swelling  of 
the  fingers  and  hands  on  both  sides,  accompanied  by  vague  pains  in 
the  arms  and  shoulders,  more  pronounced  at  night.  The  fingers  were 
reddened,  then  pale  and  cyanotic.  Subjectively  there  was  a  sensa- 
tion of  cold  and  slight  pain  in  the  fingers,  stiffness  with  dulness  in 
the  perception  of  the  finer  movements.  With  the  approach  of  warm 
weather  these  symptoms  grew  better.  The  next  winter  the  condition 
returned  unchanged.  Physical  examination  showed  no  abnormality 
either  in  the  internal  organs  or  in  the  nervous  system,  except  for  a 
slight  thickening  of  the  skin  of  the  fingers.  No  other  trophic  dis- 
turbance was  found.  The  diagnosis  in  this  case  must  first  of  all  be 
made  between  a  disease  of  the  blood  vessels  and  an  organic  disease 
of  the  nervous  system  in  the  course  of  which  vaso-motor  symptoms 
are  prominent  factors.     A  careful  examination  failed  to  reveal  any 
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ground  for  either  of  these  diagnoses.  These  symptoms  can  only  be 
produced  by  a  disturbance  of  the  vaso-motor  function  of  the  nervous 
apparatus.  In  comparing  this  case  with  the  vaso-motor  diseases 
as  found  in  literature,  the  author  comes  to  the  conclusion  that  it 
corresponds  in  many  respects  to  the  so-called  akroparesthesia  of 
Schultze,  and  to  erythromelalgia,  but  difYers  from  both  of  them  in 
the  absence  of  important  sensory  symptoms.  The  author's  conclu- 
sions are  as  follows:  This  case  is  a  symptom-complex  of  a  separate 
neurosis  of  the  vascular  system  for  whose  occurence  two  causes  are 
of  importance;  a  neuropathic  disposition  and  the  climacterium. 
Certain  locally  acting  influences  are  only  so  far  important  in  that 
they  select  a  certain  vascular  territory  which  gradually  is  brought 
under  the  influence  of  the  main  cause.  Schwab. 

EiNE   WENIG  BEKANNTE  PuPILLENREACTION   (LiDSCHUSS)   ReFLEX  UND 

IHRE  therapeuttsche  Verwerthung  (A  Little  Known  Pupillary 
Reaction,  and  Its  Therapeutic  Application).  Kirchner 
(Miinchener  medinische  Wochenschrift,  1900,  xlvii.  44,  p.  1532). 
The  author  has  observed  a  pupillary  reaction  which  he  describes 
as  little  known,  though  other  observers  (notably  Westphal  and  Piltz 
from  the  neurological  side),  have  elicited  it  in  a  slightly  different 
way,  and  have  put  it  on  record.  In  the  case  of  a  patient  having  com- 
plete ophthalmoplegia  interna — the  left  eye  affected  for  a  year,  the 
right  eye  having  recently  become  involved — the  pupils  widely  dilated, 
and  reacting  neither  for  light  nor  for  accommodation,  he  noticed, 
that  when  the  lids  were  forcibly  pressed  together,  the  left  pupil  at 
once  contracted,  dilating  again  when  the  lid  was  raised.  Struck  by 
this,  and  as  the  patient  was  much  inconvenienced  by  the  extreme 
mydriasis,  he  was  led  to  order  frequent  exercise  during  the  day 
at  pressing  the  lids  forcibly  together.  At  the  end  of  a  week  the  right 
pupil  also  reacted,  and  by  a  continuation  of  the  exercise,  it  was 
found  that  not  only  did  the  pupils  react,  but  they  remained  of  mod- 
erate size,  slowly  dilating  again  when  the  exercises  were  intermitted 
for  some  time.  By  persistence  in  his  exercises,  the  patient  was  able 
to  keep  his  pupils  of  moderate  size,  and  to  resume  his  occupation, 
that  of  a  musician,  without  the  difHculty  in  reading  notes  which  he 
had  formerly  experienced.  Reaction  for  light  and  accommodation 
remained  absent.  The  author  concludes  that  this  lid  closing  reflex 
is  present  in  all  or  at  least  in  the  majority  of  normal  individuals,  and 
that  it  may  persist  when  reaction  for  light  and  accommodation  is 
lost.  He  suggests  that  it  may  be  of  some  diagnostic  importance  in 
diseases  of  the  nervous  system,  but  has  not  extended  his  observa- 
tions far  enough  to  make  any  definite  statements  as  to  this  point. 
He  closes  his  article  with  a  somewhat  extended  discussion  as  to  the 
anatomical  arrangement  of  the  nerve  supply  to  the  orbicularis,  which 
need  hardly  be  reviewed  here,  since  he  gives  no  new  evidence  on  the 
subject.  Allen. 

Intracranial  Pressure.'    W.  N.  Bullard  (Journal  American  Medi- 
cal Association,  June  3O;  1900). 

The  case  is  cited  of  a  woman  who  for  years  suffered  at  intervals 
from  "feelings  of  pressure"  inside  the  head,  and  during  these  at- 
tacks became  unconscious.  Physical  examination  was  negative;  there 
was  not  any  affection  of  either  optic  nerve  or  retina,  and  the  mind 
was  unaffected.  The  cranium  was  trephined  on  the  right  side,  just 
in  front  of  the  coronal  suture  one  inch  from  the  sagittal  suture,  and 
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the  hole  enlarged  to  about  three  by  two  inches.  The  tense  dura 
bulged  about  one  inch  and  did  not  pulsate.  The  protruding  portion 
of  brain  was  excised  and  the  wound  closed.  Two  years  later  the 
patient  was  still  free  from  all  trouble.  Such  cases  are  not  so  very 
rare  and  are  occasionally  classed  as  neurasthenia.  From  this  and  a 
few  somewhat  similar  instances  he  gives  the  following  conclusions: 
There  exist  certain  non-traumatic  cases  of  increased  intracranial 
pressure  of  unknown  or  doubtful  origin;  whenever  such  pressure 
causes  serious  symptoms  one  must  consider  operative  relief;  in  cer- 
tain cases  cure  may  result,  and  in  all  cases  more  or  less  permanent 
relief  will  be  obtained;  in  cases  of  severe  acute  optic  neuritis  of  un- 
known origin  the  question  of  relieving  pressure  by  trephining  should 
be  considered.  Jelliffe. 

Un  caso  di  psicosi  degenerativa  epilettica  a  forma  larvata  con 
EcciTAMENTO  ALCOOLico  E  iMPULSO  OMiciDA  (Case  of  Degen- 
erative Epileptic  Psychosis  of  Masked  Type  with  Alcoholic  Ex- 
citement and  Homicidal  Impulses).  A  Bussi  (Rivista  sperimen- 
tale  di  freniatria,  July  29,  1900). 

Male,  aged  fifty-three  years;  former  soldier.  On  a  given  morn- 
ing he  had  drunk  freely  of  wine  and  cordials  according  to  his  cus- 
tom. Having  his  gun  with  him  he  shot  into  a  group  of  people  kil- 
ling one  outright  and  wounding  several  others.  He  then  walked 
calmly  away  and  presently  saw  another  man,  a  total  stranger  to 
him,  at  whom  he  pointed  his  gun.  The  stranger  fled  in  haste  but 
was  shot  in  the  back.  The  patient  then  went  away  for  a  short  dis- 
tance and  secreted  himself.  The  police  followed  and  called  him  by 
name,  and  as  he  did  not  reply  they  went  farther  and  found  him 
asleep.  He  was  roused  with  difficulty  and  waked  in  a  state  of  con- 
fusion. To  the  magistrate  he  replied  that  he  had  no  recollection  as 
to  what  had  transpired.  He  was  prosecuted  for  homicidal  attacks 
and  the  Court  affirmed  his  irresponsibility. 

The  patient  weighed  about  180  pounds;  his  facial  expression  was 
insignificant,  apathetic;  pupils  dilated  irregularly;  a  few  slight  marks 
of  degeneracy  (handle-like  ears.  etc.).  Father  affected  with  suicidal 
mania.  As  a  boy  he  was  queer,  violent  over  trifles.  He  began  to 
drink  at  the  age  of  fifteen  years,  and  when  drunk  he  attempted  to 
smash  everything,  and  his  drunken  attacks  were  followed  by  pros- 
tration. During  his  military  service,  twelve  years  before,  he  drank 
to  excess,  following  which,  violent  exhibitionism  occurred,  followed 
in  turn  by  sound  sleep  and  amnesia.  It  appeared  from  the  trial  that 
the  patient  had  suflFered  with  delusions  of  persecution;  that  he  quar- 
reled readily  with  his  best  friends.  The  patient  exhibited  such  vio- 
lent ferocity  and  precipitancy  in  executing  his  plans  as  to  warrant 
the  diagnosis  of  criminal  epilepsy.  The  patient  never  had  epileptic 
convulsions.  The  alcoholic  excitement  precipitated  attacks  of  psy- 
chic epilepsy.  Clark. 

Mehrjarige    Epilepsie    und    Idiotismus    vollig    Geheilt    nach 
EiNEM  Anfall  schwerer  Influenza  (Complete  Recovery  from 
Epilepsy  and  Idiocy  of  Years  Duration  after  an  Attack  of  In- 
fluenza).    Coveos  (Allg.  Wien.  med.  Ztg.,  Aug.  21,  1900). 
Coveos,  a  Greek  physician,  states  that  two  years  ago  influenza 
raged  throughout   Greece,   sparing  neither   age    nor    sex.     Among 
those  attacked  was  a  boy  of  ten  years  with  the  following  history: 
When  three  years  old,  he  developed  epilepsy,  attacks  occurring  every 
day  and  limited  to  facial  muscles.     Saliva  ran  from  the  mouth  at  the 
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time,  and  severe  headache  followed.  The  child's  birth  had  been 
normal;  no  anomalies  of  development  nor  history  of  injury  to  head. 
No  family  history  of  neuropathy,  etc.  After  the  sixth  year  of  age, 
signs  of  idiocy  were  apparent  and  rapidly  increasing,  so  that  at  the 
age  of  eight,  idiocy  was  complete.  He  ate  fecal  matter,  etc.  The  in- 
fluenza which  attacked  this  boy  was  of  a  severe  type,  lasting  thirty 
days.  After  recovery,  which  was  unexpected,  no  sign  of  idiocy  or  ep- 
ilepsy remained.  Intelligence  was  marked,  and  the  child  made  better 
progress  than  his  healthy  brother  and  many  comrades.  Coveos  con- 
fesses that  this  outcome  of  the  case  is  a  great  mystery  to  him. 

In  discussion  Dr.  Foustanos,  editor  of  La  Grece  Medicate,  at- 
tempts at  great  length  to  explain  the  parodox  as  follows:  The  case 
could  hardly  have  been  one  of  essential  epilepsy.  The  latter  disease 
besides,  while  it  weakens  the  mind,  never  leads  to  total  idiocy.  The 
convulsions  must  have  been  symptomatic  of  some  brain  disorder,  the 
constancy  of  the  affection  being  also  noteworthy  and  pointing  to 
some  lesion  of  the  brain.  The  rapid  failure  of  the  mind  also  argues 
for  the  existence  of  some  secondary  pathological  alterations. 
The  organic  affection  which  may  have  been  present  was 
doubtless  of  the  following:  (i)  Hydrocephalus,  acute  or 
chronic,  the  pressure  of  which  may  cause  convulsions  and 
atrophy  of  the  cortex.  (2)  Sclerous  encephalitis,  which  may  be 
due  to  a  variety  of  agencies  (trauma,  intoxication,  malformation  of 
the  skull).  (3)  Meningo-encephalitis,  same  etiology  as  preceding, 
(4)  Hemorrhagic  foci  and  exudates  in  meninges  or  cortex,  which  of- 
ten result  from  accidents  of  birth.  (5)  New  formations  in  meninges 
or  vault  of  skull.  (6)  Congenital  defects  (porencephaly,  microcepha- 
ly, premature  ossification,  etc.).  How  could  recovery  from  any  of 
these  conditions  be  possible,and  how  could  influenza  bring  it  about? 
One  must  clearly  exclude  all  aflFections  which  cause  permanent  de- 
struction of  nerve  tissue,  such  as  sclerosis,  interstitial  encephalitis, 
etc.  All  of  the  congenital  defects  must  be  eliminated.  Something 
must  have  been  present  to  cause  convulsions  and  lead  to  dystrophy 
of  the  cells,  either  hydrocephalic  effusion,  hemorrhagic  or  inflamma- 
tory exudation  into  the  meninges,  etc.  The  high  temperature  of  in- 
fluenza must  have  caused  resorption  of  such  effusion  or  exudate.  The 
most  probable  cause  was  a  mild  type  of  hydrocephalus  with  a  mod- 
erate amount  of  effusion.  Clark. 

Some  Cases  of  Brain  Injury.     E.  E.  Dyer  (Lancet,  Vol.  i,  1900, 

June  16). 

The  author  reports  some  interesting  cases  of  brain  injury  as  fol- 
lows: Case  I. — Laborer,  aged  twenty  years,  was  struck  by  revolving 
steam  winch  handle,  resulting  in  a  compound  depressed  commin- 
uted fracture  of  the  vault,  with  large  scalp  wound.  He  was  uncon- 
scious, insensible  except  to  strong  stimuli,  stertorous,  free  lo- 
cal hemorrhage,  twitchings,  and  convulsions.  Trephined  and  one 
large  and  several  small  pieces  removed,  dura  sound  to  naked  eye. 
Depression  still  present  in  vault,  relieved  by  elevation  with  fingers. 
Breathing  at  once  better.  Gradual  recovery  of  consciousness,  ask- 
ing for  things  wanted;  drain  out  in  third  day;  no  suppuration.  On 
the  ninth  day  reddish  erysipelatous  swelling  appeared  over  nose, 
high  temperature,  soon  disappeared.  On  the  seventeenth  day  sat  up 
in  bed  and  ate  solids.  On  the  twenty-first  day  a  similar  red  mass  ap- 
peared in  the  parieto-occiput.  Photophobia  set  in  and  death  oc- 
curred on  the  twenty-sixth  day.  The  post-mortem  showed  a  healed 
wound,  a  fracture  extending  to  the  left  ear,  thence  along  the  base 
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through  the  left  orbital  plate  and  across  the  vault  to  the  right  ear; 
dural  thickening  and  adhesions  to  the  site  of  injury;  pus  over  the  me- 
ninges at  vertex,  base  and  spinal  cord;  abscess  of  each  frontal  lobe. 
The  clinical  features  were  edema  due  to  abscess  which  in  left  side 
broke  into  the  ventricle  and  relieved  lesion  and  temperature;  large 
destruction  of  brain  substance;  extreme  photophobia;  length  of  time 
patient  survived,  and  absence  of  paralysis. 

Case  II.— Soldier,  aged  fifty-six  years,  was  ill  several  days  before 
admission;  right  hemiplegia;  slow  speech  and  cerebration;  eight  day 
violent  convulsion,  controlled  by  drugs;  no  more  convulsions,  but 
frequent  twitching;  death  twenty-four  days  after  admission,  thirty 
•days  after  first  seizure;  nourishment  taken  up  to  day  of  death;  high- 
•est  temperature  99.8°  F.;  no  affection  of  breathing.  Post-mortem 
lesions  were  as  follows:  Dura  frequently  and  firmly  attached  to  the 
calvarium;  its  veins  enormously  dilated;  brain  substance  very  soft; 
on  section  left  hemisphere  showed  three  clots,  the  first,  1%  inches 
in  diameter,  near  surface  just  below  the  fissure  of  Rolando;  the  se- 
cond lower  down  inside  the  middle  frontal  convolution;  the  third  in 
the  occipital  region;  on  the  right  side  three  other  clots  in  about  the 
same  sites  and  sizes  were  found;  of  all  the  oldest  was  in  the  right 
frontal  and  the  newest  in  the  right  occipital  lobe;  a  seventh  clot  was  in 
the  left  cerebellar  hemisphere.  Apparently  the  cerebellar  clot  alone 
caused  the  convulsions,  because  there  was  onlj-^  one  attack  of  them. 
The  difference  in  the  ages  of  the  frontal  clots  ought  to  have  caused 
two  sets  of  convulsions  which  was  not  the  history. 

Case  III. — Brain  injury  without  death.  The  patient,  a  lad  was 
caught  between  a  fixed  upright  beam  and  a  horizontally  moving  ma- 
chine arm  %  of  an  inch  square;  small  temporofrontal  scalp  wound; 
probe  disclosed  fracture  and  tract  into  brain,  2V2  inches  deep,  by  its 
own  weight;  no  operation;  sterile  dressings;  recovery;  at  time  of 
injury  he  v/alked  200  yards  for  medical  help.  These  cases  seem  to 
show  great  effort  by  the  brain  to  repair  damage,  and  ability  to  sus- 
tain enormous  injury.  Jelliffe. 

THERAPY. 

Die  thyreodtsche  Naheung  tn  Epilepsie  (Thyroid  Feeding  in  Ep- 
ilepsy). Froehii  and  Hoppe  (Psych.  Woch.  1899,  No.  35). 
The  authors  hold  that  in  epileptics  nitrogen  excretion  is  im- 
perfect and  therefore  thyreoidin  is  indicated  as  a  remedy  in  certain 
cases  of  epilepsy.  Two  patients  were  chosen  for  experiment,  one  was 
dependent  upon  a  focal  brain  lesion.  During  administration  of 
thyreoidin  the  elimination  of  NaP205  and  NaCl  were  in- 
creased. In  the  case  of  focal  epilepsy  the  bodily  nutrition  was  not 
disturbed,  but  in  the  idiopathic  case  the  seizures  ceased  as  soon 
as  the  nitrogen  eliminated  exceeded  that  which  was  ingested.  It  ul- 
timately became  necessary  to  discontinue  thyreoidin  because  of  loss 
of  weight  and  irregular  pulse;  upon  its  withdrawal  the  convulsions 
returned.  Clark. 

DoRMTOL  IN  Epilepsie  (Dormiol  in  Epilepsy).    E.  Schultze  (Neurol. 

Centralbl.  March  15,  1900). 

In  an  article  on  this  new  hypnotic  the  author  first  shows  that  the 
drug  is  a  product  of  the  chemical  union  of  a  phenacetin  derivative 
and  chloral  (dimethyl-ethyl-carbinol-chloraO.  It  has  an  odor  like 
menthol,  is  soluble  in  most  menstrua  but  in  water  only  after  pro- 
longed standing.     It  may  be  used  in  the  same  dosage  as  chloral.     It 
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has  been  given  freely  in  the  local  (Andernach)  provincial  hospital  (60 
cases)  and  was  found  to  be  an  excellent  hypnotic,  usually  producing 
sleep  inside  the  first  half-hour,  the  effects  persisting  from  five  to 
seven  hours.  The  author  thought  it  would  be  a  beneficial  remedy  in 
the  period  of  excitement  of  epilepsy  as  both  its  congeners,  chloral 
and  hydrate  of  amylene  have  that  property.  It  was  given  in  some 
cases  hypodermically  to  the  epileptic  patients.  There  was  never  any 
local  reaction.  The  drug  was  used  only  in  a  few  old  cases.  While 
the  author  is  not  enthusiastic  over  the  results  obtained,  further  care- 
ful trial  is  suggested  in  more  favorable  cases.  Clark. 

Die  Behandlunc    der    Epilepsie    (The    Treatment    of  Epilepsy). 

Kothe  (Neurol.  Centralbl.  March  15,  1900). 

The  author  speaks  hopefully  of  the  prospect  of  curing  epilepsy; 
his  own  personal  experience  is  becoming  more  favorable  each  year. 
During  the  past  thirteen  years  he  has  treated  forty-seven  cases  of 
genuine  epilepsy  for  long  periods,  all  were  from  the  better  class, 
mentally  sound,  and  ages  ranged  from  seventeen  to  thirty-nine.  His 
plan  of  treatment  may  be  summed  up  as  follows:  (i)  There  is  no  spe- 
cific for  idiopathic  epilepsy,  instead  there  is  a  regimen  made  up  of 
numerous  factors  each  more  or  less  important.  (2)  Treatment  must, 
when  possible,  begin  as  soon  as  the  diagnosis  is  made  and  be  contin- 
ued for  six  months  at  least,  and  if  possible  one  or  two  years.  (3) 
Treatment  should  be  carried  out  at  an  appropriate  place.  Climate  is 
an  important  factor.  The  most  favorable  locality  is  a  wooded  coun- 
try of  moderately  high  elevation.  (4)  The  whole  life  must  be  regu- 
lated, including  psj'-chical,  motor  and  vegetative  functions.  (5)  Partic- 
ular care  is  necessary  with  regard  to  the  bed-rest  and  sleep.  Wetter- 
strand's  psychical  treatment  of  prolonged  hypnosis  is  not  counseled 
because  confidence  in  the  physician  will  be  better  than  suggestion. 
(6)  Not  less  important  is  diet;  vegetable  food  is  to  be  preferred 
(Ziehen  forbids  strong  broths);  too  concentrated  foods  are  bad.  (7) 
All  violent  and  sudden  therapeutical  procedures  must  be  avoided.  A 
luke-warm  bath  or  pack  daily  may  be  safely  given,  but  even  this 
should  be  intermitted  one  day  in  the  week.  (8)  Electricity,  massage 
and  gymnastics  have  not  been  brought  by  the  author  in  accord  with 
curative  results.  All  these  measures  have  a  local  value,  however, 
such  as  in  antiigonizing  paralyses,  etc.  (9)  Of  all  internal  remedies 
bromides  give  the  best  results,  they  are  a  link  in  the  curative  chain 
and  their  use  must  be  continued  for  long  periods.  The  different 
salts  may  be  alternated,  as  in  prolonged  administration  the  system 
gets  too  much  potassium,  etc.,  as  well  as  bromide.  (10)  Bromipin 
(10%  bromine  in  oil  of  sesame)  gives  especially  good  results  without 
producing  bromism..  It  has  also  a  high  nutritive  value.  (11)  When 
bromipin  cannot  be  taken  by  mouth  it  may  be  given  by  the  rectum. 
One  dose  is  given  just  before  bedtime;  given  per  rectum,  bromine  is 
found  in  the  morning  urine.  The  author  used  a  special  2)2)^2  solution 
in  status  epilepticus  with  good  results.  (12)  For  old  cases  in  which 
bromides  are  of  no  avail,  Flechsig's  treatment  may  be  employed. 
The  author  has  got  several  good  results  from  it.  However,  since  us- 
ing bromipin  he  has  not  had  occasion  to  employ  the  Flechsig  treat- 
ment. When  a  new  case  is  admitted  whether  old  or  recent,  the  au- 
thor first  places  his  patient  at  rest  in  bed  for  a  number  of  weeks;  he 
is  disturbed  only  to  receive  a  luke-warm  bath  perhaps  twice  weekly. 
No  medicines  are  taken  at  first,  but  after  a  week  in  bed,  the  bromides 
or  bromipin  are  begun,  and  usually  bromipin  per  rectum,  going  from 
15  to  40  c.cm.  daily.     The  maximum  is  held  for  two  or  three  weeks 
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and  the  dose  is  then  reduced  to  the  initial  in  six  or  seven  weeks 
more.  Recoveries  are  now  obtained  where  before  they  were  not 
obtainable,  but  no  figures  are  given.  Clark. 

Die  Behandlung    der    Epilepsie    (The    Treatment    of    Epilepsy). 

Fiirstner  (Allgem.  Zeitshr.  f.  Psychiatrie,  March  i,  1900). 

The  author  read  a  paper  on  this  subject  before  the  30th  meeting 
of  the  Southwestern  Society  of  German  Alienists,  which  was  fully 
discussed.  His  paper  contains  nothing  especially  new,  being  a  good 
summary  of  the  modern  school  of  epileptology  (institutional  treat- 
ment, etc.).  He  spoke  of  some  cases  in  which  convulsions  imme- 
diately cease  when  patients  are  brought  into  an  asylum  and  bromides 
discontinued.  In  the  discussions  following,  Battlehner  asked  for  an 
explanation  of  this  fact;  in  reply  it  was  stated  that  the  phenomena 
which  disappear  under  these  circumstances  are  probably  hysterical. 

Wildermuth  expressed  himself  as  a  strong  believer  in  the  diag- 
nostic value  of  bromides.  Whenever  a  case  of  epilepsy  will  not 
yield  to  bromides  he  suspects  either  a  hysterical  element  or  organ- 
ic brain-lesion.  The  prognosis  of  epilepsy  of  children  is  not  so  bad. 
Wildermuth  has  seen  complete  cures,  the  former  patients  becoming 
able  to  do  military  duty.  This  author  held  that  the  only  form  of  real 
epilepsy  not  amenable  to  bromides  is  an  unusual  rapidly  recurring 
petit  mal  (20-30  daily  attacks).  Friedlander  described  a  bromide 
eruption  bearing  no  resemblance  whatever  to  bromide  acne.  Quczek 
held  that  bromide  is  of  the  greatest  value  in  distinguishing  between 
epilepsy  and  hysteria;  he  believed  that  the  use  of  the  drug  is  often 
perhaps  the  only  means  of  distinguishing  between  these  affections. 
In  the  further  discussion  of  the  subject  of  Fiirstner's  paper,  Mayer 
reported  two  cases  of  status  epilepticus  successfully  handled  by  bro- 
mide in  enema,  while  W^ildermuth  praised  hydrate  of  amylene  in  the 
status.  Fiirstner  in  conclusion  stated  that  he  employed  naftalan  with 
benefit  in  bromide  acne.  Clark. 

The  Treatment  of  Hysteria.     R.  E.  Wrafter  (Indian  Medical  Re- 
cord, January  10,  1900). 

The  author's  experience  in  India  leads  him  to  the  following  gen- 
eral conclusions.  The  first  object  is  the  relief  of  the  patient  during 
the  actual  paroxysm.  If  the  attack  is  severe  and  protracted,  care  is 
to  be  taken  that  the  patient  does  not  injure  herself.  Cold  water  to 
the  face,  fresh  air,  rubbing  the  temples  with  spiritus  aetheris  comp., 
are  often  effectual  to  stop  the  paroxysm.  It  is  usually  impossible  to 
give  medicine  by  the  mouth  as  the  teeth  are  either  tightly  shut  or  the 
patient  cannot  swallow.  Should  it  be  possible,  however,  it  may  be 
advisable  to  give  internally  a  mixture  of  spiritus  chloroformi,  spiritus 
aetheris  comp.,  and  aqua  camphorae  together  with  tinct.  lavendulae 
comp.  If  this  cannot  be  done,  an  enema  of  ol.  terebinthinae  or  tinct. 
asafoetida  may  be  employed  to  cut  short  the  attack.  In  the  interval 
between  attacks,  internal  medicine  to  allay  the  excitability  of  the 
nervous  system  and  to  improve  digestion  may  be  of  advantage.  In 
plethoric  patients,  cathartics,  low  regimen  and  regular  exercise  are 
useful.  In  languid  patients,  tonics  are  indicated.  Myrrh,  bromide  of 
potassium  and  cinchona,  a  course  of  mineral  water,  daily  exercise, 
tepid  bathing  and  generous  diet  will  prove  very  efficacious  as  ad- 
juncts in  the  treatment.  Aromatic  distilled  waters  are  useful  as  car- 
minatives where  flatulency  is  present.  Hysterical  patients  should 
never  be  roughly  treated  and  above  all,  the  physician  must  always 
treat  and  remedy  other  diseases.  Some  management  of  the  mind 
looking  to  its  greater  stability  is  also  very  useful  when  properly  car- 
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ried  out.  A  woman  can  often  by  well-timed  firmness  on  the  part  of 
the  practitioner,  resist  the  tendency  to  an  attack.  In  cases  of  hys- 
tero-epilepsy  of  the  ovarium  type,  the  attacks  can  be  arrested  at  any 
stage  by  forcible  pressure  on  one  or  the  other  ovary.  It  is  extreme- 
ly difficult,  however,  to  recognise  these  cases  and  to  distinguish  them 
from  pure  epilepsy.  Jelliffe. 

Ueber  einige  neuere  Arzneimittel  und  Methoden  zur  Epilep- 
siE  Behandlung  (On  New  Remedies  and  Methods  in  the  Treat- 
ment of  Epilepsy).  Landenheimer  (Die  Therapie  der  Gegen- 
wart,  July,  1900). 

Landenheimer  says  there  may  be  50,000  epileptics  in  Germany 
reckoning  one  per  1,000  population.  The  percentage  of  epilepsy  in 
various  countries  is  estimated  from  0.2%  to  6  per  1,000.  Bromine 
furnishes  a  substratum  for  all  attempts  to  treat  epilepsy.  There  can 
be  no  doubt  that  it  cures  some  cases  and  improves  others.  On  the 
bromide  basis  we  have  various  superstructures  erected,  such  as  the 
modified  bromides,  the  combined  bromide  treatment,  and  finally 
substitutes  for  bromides.  Bromides  of  course  act  by  depressing  the 
excitability  of  the  cortico-motor  centers,  and  this  depressant  action 
can  terminate  in  paralysis  (bromism).  Bromism  is  produced  by  cum- 
ulative action  while  as  a  rule  the  halogen  compounds  are  rapidly 
eliminated  by  the  kidneys,  the  bromides  constitute  a  marked  ex- 
ception, and  the  author's  researches  have  shown  that  a  large  amount 
of  these  salts  are  retained  in  the  tissues.  In  one  patient  only  about 
one-tenth  of  the  injected  bromide  was  eliminated  at  first,  although 
the  amount  gradually  increased  until  after  three  or  four  weeks,  the 
injested  and  eliminated  amounts  were  equal.  Thus  after  eight  days 
at  least  45  gm.  of  sodium  bromide  must  have  been  retained  in  the 
tissues.  This  fact  may  explain  why  the  action  of  the  bromides,  good 
and  bad,  is  not  noted  earlier.  If  the  saturation  point  can  be  reached 
without  causing  intoxication,  a  permanent  tolerance  may  be  estab- 
lished, but  if  intoxication  is  reached  before  the  saturation  point,  con- 
ditions are  favorable  for  bromism.  Thus  clinically  we  often  see  bro- 
mism set  in  early,  even  when  the  dose  is  not  an  increasing  one;  on 
the  other  hand,  the  drug  may  be  used  for  months  and  even  years, 
without  any  evidence  of  intoxication.  Mild  bromism,  as  indicated 
by  acne,  weariness  and  digestive  disturbances  is  not  a  contra-indica- 
tion  to  the  continuance  of  the  remedy.  Extinction  of  the  pharyngeal 
reflex,  once  looked  upon  as  being  the  danger  signal,  is  now  known 
to  be  uncertain.  More  trustworthy  is  the  abolition  of  the  corneal 
reflex,  and  when  this  occurs  on  two  consecutive  days,  Ziehen  always 
interrupts  the  treatment.  As  a  rule,  in  general  practice  the  epileptic 
is  given  too  little  bromide.  Specialists  often  see  prescriptions 
by  general  practitioners  in  which  the  daily  dose  of  bromides 
is  2  to  4  gm.  This  quantity  is  rarely  sufficient  to  suppress 
epilepsy.  The  initial  dose  may  be  small  but  the  amount  should  be 
rapidly  increased.  Many  prefer  beginning  with  a  large  dose  (10  gm), 
and  cautiously  reducing  to  an  amount  which  will  control  the  seiz- 
ures. Voisin  and  Fere  believe  it  advisable  to  continue  bromization 
after  apparent  cures.  The  author  approves  of  this  plan  for  a  year 
or  two,  2  or  3  gm.  daily.  The  bromide  treatment  is  not  suitable  out- 
side of  institutions  imless  small  doses  do  the  work.  The  author  be- 
lieves in  a  very  free  dilution  of  the  bromides,  hoping  thereby  to 
avoid  gastric  disturbances.  After  trying  every  species  of  bromide, 
Landenheimer  is  unable  to  say  which  is  the  better,  and  thinks  it  best 
to  stick  to  the  old  time  bromides   (potassium,  sodium,  ammonium). 
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The  newer  and  more  expensive  kinds  may  be  better  in  certain  cases, 
but  exact  indications  cannot  be  formulated.  Personally  the  author 
favors  sodium  bromide  on  theoretical  grounds. 

Bromalin  contains  less  than  half  as  much  bromine  as  does  so- 
dium bromide,  so  necessitating  large  doses.  Its  taste  is  disagreeble. 
It  must  be  admitted  that  it  has  less  tendency  to  produce  bromism 
than  the  bromides  proper,  but  it  can  set  up  a  profuse,  persistent 
diarrhea.  Landenheimer  would  employ  it  in  the  milder  cases  of  ep- 
ilepsy and  in  those  who  are  predisposed  to  bromism.  Bromipin  is 
rather  easy  to  take,  is  sufficient  for  mild  cases,  and  has  much  less 
tendency  to  cause  bromism  than  the  bromides.  It  can  be  used  sub- 
cutaneously;  it  can  also  be  given  as  cod  liver  oil  to  patients  who 
fear  bromine. 

With  regard  to  the  Flechsig  method,  a  considerable  literature 
represents  divided  views.  In  the  last  five  years  Landenheimer  has 
seen  a  great  many  divided  cases  treated  in  this  manner.  His  impres- 
sion supported  by  that  of  Ziehen  and  Binswanger  is  that  the  Flech- 
sig treatment  can  cure  many  cases  which  are  refractory  to  ordinary 
bromide  management. 

The  Moeli  bromide-atropine  method  has  not  been  sufficiently 
employed  in  Flechsig's  clinic  to  arrive  at  definite  conclusions.  Com- 
binations of  bromides  with  adonis  vernalis  and  digitalis,  do  not  ap- 
pear to  have  been  used  at  this  clinic.  Credit  is  given  to  Seguin  for 
the  value  of  his  suggestion  to  combine  chloral  with  bromides  when 
the  latter  are  badly  borne.  Contrary  to  what  is  usually  held  in  this 
country  the  author  believes  that  chloral  cannot  be  used  persistently. 
Piscidia  erytheina  is  certainly  an  anti-epileptic,  and  may  replace  the 
bromides  in  mild  cases,  while  the  two  remedies  may  be  combined  in 
the  same  formula.  Amylene  hydrate  may  be  placed  in  the  same  cat- 
egory as  chloral  to  which  it  is  superior  in  not  prejudicing  the 
heart's  action.  The  author  recapitulates  that  no  plan  of  treatment 
has  yet  been  devised  which  can  fully  replace  the  bromides. 

Clark. 
Bromide  Treatment  of  the  Opium  Habit.  A.  Church  (N.  Y.  Med- 
ical Journ.,  June  9,  1900). 

The  author  gives  a  report  on  two  patients  treated  by  the  method 
of  bromization,  one  a  physician  under  his  own  care,  gave  very  alarm- 
ing symptoms  of  cardiac  and  respiratory  disturbances  during  the 
treatment  and  seemed  unlikely  to  recover.  A  slow  but  most  satis- 
factory convalescence  followed  without  any  further  desire  for  mor- 
phine and  there  was  marked  improvement  in  the  general  condition. 
The  other  patient  developed  an  exacerbation  of  a  chronic  nephritis 
and  died  of  uremia  on  the  twelfth  day.  Enormous  doses  of  sodium 
bromide  were  used  by  mistake  in  this  latter  case  and  probably  in- 
duced the  nephitis. 

One  hundred  and  twenty  grains  of  sodium  bromide  are  given  ev- 
ery two  hours  in  three  ounces  of  water  until  one  ounce  of  bromide  is 
given  on  the  first  day.  On  the  second  day  a  smaller  quantity  is  giv- 
en and  this  may  be  sufficient  or  the  doses  may  be  continued  on  the 
third  day.  If  the  patient  becomes  comatose  the  administration  may 
be  ceased  after  twenty-four  hours.  The  drug  acts  in  a  cumulative  way 
and  the  sleep  tends  to  deepen  oftentimes  for  forty-eight  hours  after 
the  drug  is  stopped.  It  is  said  that  the  intense  suffering,  vomiting, 
sneezing,  and  cravings  for  morphine,  which  usually  mark  its  sudden 
withdrawal,  can  be  avoided  by  this  method.  The  tendency  to  re- 
lapse, seems  to  be  reduced  to  a  minimum,  but  the  method  is  not  with- 
out danger.  Jelliffe. 
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Chloralamid.    S.  V.  Clevenger  (Medical  News,  December  8,  1900). 

The  author  holds  that  chloralamid  or  chloralamid-formamidatum 
is  superior  as  a  "mitrient  hypnotic,"  as  it  sustains  the  heart,  causes 
no  irritation  of  the  mucous  membrane,  and  leaves  no  stupefying  af- 
ter-effects as  is  so  often  seen  in  the  use  of  bromides,  chloral  hy- 
drate and  other  hypnotics  and  analgesics.  Noctural  epilepsy,  espec- 
ially if  associated  with  somnambulism,  is  markedly  benefited  by  this 
drug.  Chloralamid  has  proven  efficacious  as  a  hypnotic  in  melancho- 
lia, toxemia,  neuroses  and  psychoses,  and  traumatic  neurasthenia. 
The  pain  of  locomotor  ataxia  and  inveterate  neuralgia  has  also  been 
mitigated;  in  these  cases  as  an  analgesic,  chloralamid  is  superior  to 
morphine. 

During  its  employment  in  the  Hamburg  asylum  for  the  insane, 
for  the  period  of  forty  months,  the  mortality  fell  from  6  in  160  to  5 
in  519  in  uncomplicated  delirium  tremens  cases.  Owing  to  its  stim- 
ulating influence,  chloralamid  has  failed  in  the  excitement  of  mania 
and  paretic  dementia.  Its  after-effects  of  stupor,  headache,  exhilar- 
ation and  epistaxis  that  have  been  reported  as  attending  its  use,  are 
coincidences  rather  than  results.  The  dose  of  chloralamid  is  15-60 
grains  one-half  hour  before  retiring.  Sleep  in  those  suffering  from 
insomnia,  has  been  secured  on  the  subsequent  night  after  one  dose. 
As  there  is  no  liability  of  addiction,  and  no  serious  consequences, 
the  blandness  and  efficiency  of  chloralamid  should  replace  the  dan- 
ger of  chloral  hydrate,  especially  in  insane  asylum  practice. 

Tremaine. 

Operation  for  Extirpation  of  Gasserian  Ganglion.     H.  Gushing 
(Journ.  American  Medical  Association,  Vol.  35,  1900,  p.  1,100). 
The  author  publishes  an  operation  for  removing  this  ganglion 
which  necessitates  less  manipulation,  causes  less  hemorrhage,  and  re- 
moves the  entire  ganglion  more  easily  than  other  methods. 

A  horseshoe  incision  is  made  with  a  base  of  4  cm.,  on  the  zygo- 
matic arch,  convexity  slightly  higher  than  the  pinna  of  the  ear.  This 
skin-flap  is  first  turned  down  exposing  the  temporal  fascia  well  down 
to  its  attachments  to  the  malar  bone  and  zygoma.  An  incision  is 
made,  through  the  periosteum,  along  the  outer  surface  of  the  zygo- 
matic arch,  which  is  raised  from  the  upper  portion,  leaving  intact 
the  masseteric  attachments.  The  ends  of  the  zygomatic  arch  are  then 
cut  by  bone  forceps.  An  incision  through  the  temporal  fascia  and 
muscle  is  then  made  concentric  with  the  skin  edge,  and  the  soft  struc- 
tures retracted  well  down  from  the  temporal  fossa  which  is  exposed. 
A  small  opening  is  made  with  a  gouge  through  the  most  prominent 
part  of  the  great  wing  of  the  sphenoid  and  is  enlarged  by  the  ron- 
geur to  3  cm.  The  middle  meningeal  runs  on  the  dura  across  the  op- 
ening, and  both  may  be  lifted  from  the  middle  fossa  as  far  as  the 
foramen  ovale.  Between  the  firm  attachments  of  the  dura  to  the  for- 
amen ovale  and  rotundum  the  envelope  of  the  ganglion  may  be 
split,  and  by  careful  dissection  its  entire  upper  surface  exposed,  care 
being  used  not  to  disturb  the  ganglion  itself  since  its  blood-supply 
comes  mainly  from  below.  The  ganglion  is  then  liberated  by  blunt 
dissection  from  the  base  of  the  skull,  the  second  and  third  branches, 
and,  finally,  the  sensory  root  and  first  division  are  freed,  when  the 
ganglion  may  be  removed  entire  by  cutting  the  three  branches  and 
evulsing  the  sensory  root.  By  clinging  close  to  the  sensory  root  the 
operator  is  less  liable  to  damage  the  cavernous  sinus  or  the  sixth 
nerve.  The  brain  is  allowed  to  fall  back  into  place,  and  the  muscle, 
fascia  and  skin  sutured.  Jelliffe. 
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Action    of  Gelsemium  on  the  Central  Nekvous  System.    R.  H. 

Vx'^hitehead  (N.  Y.  Medical  Journ.,  Aug.  j8,  1900). 

Since  the  Nissl  method  for  staining  nervous  tissues  has  come 
into  general  use  by  histologists  and  pathologists,  the  action  of  num- 
erous drugs  upon  the  nervous  system  has  been  microscopically  inves- 
tigated. The  author  has  reported  on  the  changes  which  he  has  ob- 
served in  the  cranial  nerve  nuclei  after  poisonous  doses  of  gelse- 
miurn.  Acute  poisoning  nf  a  two-months'-old  rabbit  resulted  in 
"initial  chromatolysis."  The  Nissl  bodies  were  abnormally  large  and 
indistinct.  The  achromatic  spaces  were  smaller  and  often  faintly 
stained  and  since  the  chromatic  bodies  were  not  deeply  colored  the 
cell-body  had  the  appearance  of  a  spongy  fibroid  mass  with  but  little 
achromatic  substance.  In  cases  of  slow  poisoning  the  Nissl  bodies 
were  few  in  number,  large  in  size,  and  situated  principally  around 
the  nucleus.  In  some  cells  they  also  seem  to  be  much  fragmented. 
He  believes  that  toxic  doses  of  gensemium  produce  chromatolysis  of 
the  cells  which  constitute  the  nuclei  of  the  motor  cerebral  nerves, 
and  that  the  alterations  are  not  specific,  but  are  very  similar  to  the 
changes   produced  by   other  toxic   substances   on   the   motor   cells. 

Jelliffe. 

PATHOLOGY. 

BeFUNDE  BEI  EINSEITIGER    KlEIN  HIRNATAXIE    MIT    GEKREUZTER    LaH- 

MUNG  (Findings  in  a  Case  of  Unilateral  Cerebellar  Ataxia,  with 

crossed  Paralysis).     G.  Anton   (Jahrbiicher  fiir  Psychiatrie  und 

Neurologic,  Vol.  19,  1900,  p.  309). 

A  case  with  autopsy,  which  throws  some  light  on  the  much- 
discussed  question  of  cerebellar  ataxia  in  regard  to  the  basis  of  its 
condition,  whether  it  is  a  simple  weakness  of  motion  or  a  disturb- 
ance of  muscular  co-ordination  and  how  much  weight  should  be  giv- 
en to  the  asthenia  and  how  much  to  the  ataxia.  The  case  was  one 
of  a  disturbance  of  motility,  having  for  a  basis  a  cerebral  and  a  cere- 
bellar disease  in  the  same  individual.  A  man  fifty-five  years  old, 
non-alcoholic,  had  been  suffering  for  some  time  with  dizziness,  pal- 
pitation, headache,  etc.  After  walking  in  the  sun  he  was  suddenly 
attacked  with  weakness  and  trembling  of  the  lower  extremities.  He 
was  brought  into  the  hospital  in  an  apathetic  condition,  speech  indis- 
tinct and  slow  and  difficult  to  understand.  The  left  upper  and  lower 
extremities  extremely  paretic,  left  facial  paresis,  especially  marked 
in  the  muscles  around  the  mouth,  eye  and  forehead  anesthetic  on  the 
left  side,  muscular  sense  on  this  side  aflfected.  Knee-jerk  much  di- 
minished on  left  side,  plantar  reflex  on  both  sides  active.  Muscle 
tonus  on  both  sides  normal.  Before  death,  which  took  place  seven 
months  later,  from  exhaustion,  the  pupils  did  not  react  to  light,  the 
tongue  was  paretic,  ataxia  and  convulsive  movements  also  on  the 
right  side.  The  macroscopic  findings  are  briefly  as  follows.  The  ves- 
sel walls  of  the  carotid  system  showed  moderately  thickened  coats. 
The  right  arteria  cerebri  posterior,  a  few  mm.  from  its  branching 
from  the  basilar,  showed  the  presence  of  a  thrombus,  about  i  cm.  in 
length.  The  neighboring  arteria  cerebelli  superior  likewise  throm- 
bosed from  its  point  of  branching.  Softening  and  resorption  of  the 
medial  aspect  of  the  right  temporal  brain  could  be  seen  correspond- 
ing to  the  distribution  of  the  thrombosed  vessels.  The  surface  of 
the  right  cerebellar  hemisphere  was  softened  as  far  as  the  white  sub- 
stance. A  portion  of  the  right  gyrus  hippocampi  and  the  occipito- 
temporalis  and  a  portion  of  the  fourth  parietal  convolution  were  sof- 
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tened.  Ischemic  softening  of  the  posterior  knee  of  the  capsula  in- 
terna and  of  the  ventral  portion  of  the  corpora  quadrigemina  were 
present.  The  brain  and  cord,  studied  in  serial  sections  microscopi- 
cally, gave  in  brief  the  following  results:  The  softening  observed 
macroscopically  was  microscopically  demonstrated,  as  also  the  infer- 
ior lip  of  the  calcarine  fissure  at  the  gyrus  lingualis.  As  a  result  of 
the  softenmg  of  the  Ammonshorn  and  the  fascia  dentata  the  fornix 
in  its  greatest  extent  showed  descending  degeneration  of  its  fibers. 
Secondary  degeneration  was  found  in  the  pyramidal  tract  and  in  the 
foot  of  the  cruri  cerebri  the  tract  joining  the  parietal  lobe  with  the 
cerebellum.  The  latter  degeneration  could  be  followed  through  the 
pons  to  the  hemisphere  of  the  cerebellum  of  the  other  side.  The  me- 
dial bundle  of  the  foot  of  the  crura  remained  unaffected.  The  de- 
generation was  especially  well  marked  in  the  parietal  lobe.  A  por- 
tion of  the  lateral  ventricle  wall,  the  projection  strata  of  the  parietal 
lobe  to  very  nearly  the  level  of  the  incoming  fibers  of  the  commis- 
ura  anterior  were  degenerated.  The  degeneration  of  the  projection 
system  in  the  parietal  lobe  was  in  continuity  with  the  degenerated 
portion  of  the  corpora  quadrigemina.  In  the  medulla  the  middle  and 
outer  portion  of  the  "Strichkorper"  and  the  external  and  internal 
arcuate  fibers,  the  cerebellar  olivary  tract,  including  the  external  re- 
gion of  the  right  and  the  internal  hilus  of  the  left  olive  were  degen- 
erated. In  the  cervical  cord  the  pyramids,  the  territory  of  the  peri- 
phery were  clearly  degenerated.  As  a  result  of  the  cerebellar  defect, 
a  descending  degeneration  of  the  lateral  peripheral  fibers  of  the  same 
side  of  the  cord  and  to  a  less  extent  on  the  other  side,  v/ere  found  de- 
generated. On  the  sr^me  side  the  Clarke  cells  were  atrophied  and  in 
part  absorbed.  The  relation  ot  the  clinical  symptoms  to  the  ana- 
tomical condition  is  stated  as  follows:  The  left-sided  paresis  is  an  ev- 
ident result  of  the  disturbance  to  the  internal  capsule  and  the  de- 
generation of  the  pyramids.,  in  the  same  way  the  loss  of  cutaneous 
and  deep  sensibility  is  due  to  the  break  in  conduction  in  the  fibers  of 
the  posterior  knee  of  the  internal  capsule.  The  ataxia  and  the  tre- 
mor, suddenly  appearing  on  the  right  side,  before  this  intact,  are  due 
\\\  all  probability  to  a  fresh  injury  of  the  cerebellum,  the  attack  be- 
ing ushered  in  by  vomiting  and  vertigo.  Schwab. 

Nature  et  tkaitement  de  la  myelite  aigue  (Nature  and  Treat- 
ment of  Acute  Myelitis).     G.  Marinesco  (Nouvelle  Iconographie 
de  la  Salpetriere,  I3lh  Year,  No.  6,  Nov.- Dec,  1900,  p.  561). 
Every  acute  myelitis  is  characterized  by  multiple  processes  of 
reaction  from  the  side  of  the  vessels,  interstitial  tissue  and  nerve 
cells.    The  two  first  constitute  the  active  processes  of  multiplication 
and  proliferation,  giving  rise  in  this  way  to  more  or  less  extensive 
foci  and  to  nodules. 

The  phenomena  of  reaction  on  the  part  of  the  nerve  cells  lead 
rapidly  to  their  degeneration.  The  apparent  lesion  which  is  com- 
monly seen  in  every  acute  myelitis  is  hemorrhagic  softening,  a  le- 
sion which  is  the  consequence  of  circulatory  disturbances  caused  by 
toxic  and  infectious  agents,  the  only  factors  which  cause  an  acute 
myelitis. 

Following  the  extent  and  the  topography  of  these  vascular  le- 
sions, it  can  be  admitted  with  Goldscheider  and  Leyden  that  there 
are  several  varieties: 

Transverse  myelitis,  diffuse  ascending  and  descending  myelitis, 
disseminated  myelities.  and  poliomyelitis. 

The  vascular  and  infectious  nature  of  this  last  has  been  brought 
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to  light  by  Pierre  Marie,  whose  ideas  on  this  subject  Marinesco  fully 
accepts. 

The  infectious  and  toxic  nature  of  acute  myelitis  admitted  by 
Pierre  Marie  has  actually  been  demonstrated  by  pathologic  examin- 
ation and  by  bacteriologic  and  experimental  researches.  I  have  had 
occasion  to  examine  six  cases  of  acute  myelitis,  and  in  two  of  these 
I  have  determined  the  presence  of  streptococci;  in  a  third  the  pneu- 
mococcus;  while  a  fourth  showed  a  microbe  resembling  the  bacillus 
of  malignant  edema.  In  the  fifth  neither  lumbar  puncture  nor  his- 
tologic sections  showed  the  presence  of  any  organism. 

This  latter  is  no  proof  against  the  infectious  nature  of  myelitis, 
because  experimental  researches  have  shown  that  the  organisms  dis- 
appear from  the  cord  at  the  end  of  a  few  days.  Thus  in  my  fifth  case, 
in  which  the  myelitis  had  begun  acutely,  the  patient  did  not  die  until 
tliree  months  after  its  first  appearance.  In  the  sixth  case  it  was  a 
question  of  a  myelitis,  which  I  have  described  for  the  first  time,  in 
a  disease  of  young  dogs. 

The  myelitis,  or  rather  the  meningo-myelitis,  which  I  have  been 
able  to  diagnose  in  this  case,  presents  itself  more  in  the  form  of 
separated  foci,  following  more  particularly  the  course  of  the  anter- 
ior and  posterior  root  arteries.  In  a  number  of  cases  of  infantile 
paralysis  which  I  have  had  occasion  to  study,  the  myelitic  foci  were 
situated  always  in  the  course  of  the  ramifications  of  the  artery  of  the 
anterior  fissure.  Sometimes  all  these  ramifications  are  attacked  and 
the  foci  of  poliomyelitis  involves  the  anterior  horn  in  its  totality. 
At  other  times  it  is  only  the  artery  which  nourishes  the  antero-ex- 
ternal  group,  the  middle  group,  and  very  rarely  the  a'ntero-internal 
group,  which  is  attacked. 

I  have  never  found  organisms  in  the  foci  of  infantile  polio-myeli- 
tis which  could  easily  be  foreseen. 

Landry's  ascending  paralysis  is  most  often  dependent  upon  a  dif- 
fuse ascending  and  descending  infectious  myelitis.  My  own  studies, 
together  with  those  of  Pierre  Marie,  Oettinger,  the  case  of  Ballet 
and  Dutil,  have  shown  this.  Sometimes  it  depends  upon  a  polyneuri- 
tis (Dejerine,  Kahler,  Pitres,  Vaillard  and  Raymond).  I  have  my- 
self seen  a  very  remarkable  case  of  this  kind. 

The  majority  of  microbes  are  capable  of  producing  myelitis.  The 
first  to  be  cited  are  the  streptococci,  the  agent  of  rabies,  the  pneu- 
mococcus,  and  other  organisms.  I  have  been  able  to  produce  myel- 
itis experimentally  in  four  different  ways: 

(i)  By  the  injection  of  an  organism  in  a  blood  vessel  distant 
from  the  cord.  (2)  By  a  blood  vessel  supplying  it  directly,  following 
the  procedure  of  Lamy.  (3)  By  the  nervous  path  (innoculation  in 
the  sciatic  nerve);  and  lastly  by  the  introduction  of  microbes  in  the 
spinal  canal.  The  results  are  variable,  depending  upon  the  operative 
method  which  is  followed.  The  injecting  of  organisms  by  a  vessel 
distant  from  the  cord  produces  rarely  a  myelitis,  and  when  it  does  it 
is  not  very  marked.  The  same  injection  into  the  arteries  of  the 
cord  causes  a  polio-myelitis.  The  innoculation  in  the  sciatic  nerve 
causes  a  meningo-myelitis,  more  marked  on  the  side  of  the  nerve  in- 
jected. While  the  injection  into  the  spinal  canal  occasions  a  bilat- 
eral meningo-myelitis,  very  considerable  at  the  level  of  the  injec- 
tion and  diminishing  in  the  ascendent  and  descendent  sense.  Accord- 
ing to  the  vascular  system  affected,  there  can  be  observed  from 
these  experiments  a  myelitis,  a  disseminated  myelitis,  the  polio-myel- 
itis in  foci,  analogous  to  that  of  infantile  paralysis. 

The  appearance  of  the  phenomena  characterizing  myelitis  can  be 
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found  by  freezing  the  vertebral  column,  by  local  traumatism,  etc. 
There  are  in  all  myelitis  two  leucocytic  reactions:  (i)  A  precocious 
reaction  of  defence,  which  consists  in  the  migration  of  mononuclear 
and  polynuclear  cells,  a  reaction  whose  purpose  is  to  vanquish  the  or- 
ganism. (2)  A  tardy  leucocytic  reaction,  the  purpose  of  which  is  to 
carry  away  the  products  of  degeneration  resulting  from  the  myelitic 
process. 

As  a  specific  treatment  I  have  employed  the  serum  of  Mamorek 
in  myelitis  due  to  the  streptococci,  but  without  definite  results.  I 
have  found  the  same  lack  of  success  in  the  employment  of  methylene 
blue  in  two  cases  of  meningo-myelitis.  Against  the  violent  pains 
which  one  of  my  patients  experienced  I  have  used  intradural  injec- 
tions of  cocain  with  a  certain  degree  of  success.  Schwab. 

PSYCHIATRY. 

Friedrich  Nietzsche:  a  Study  in  Mental  Pathology.  William 
W.  Ireland  (The  Journal  of  Mental  Science,  Vol.  47,  1901,  p.  i). 
The  author  has  here  given  another  interesting  pen  picture  of 
mental  malady  in  a  man  of  mark.  They  are  always  well  done  and 
the  delineation  of  Nietzsche's  gradual  mental  disintegration  is  fas- 
cinatingly portrayed.  It  would  be  impossible  to  summarize  the  en- 
tire paper,  it  should  be  read  through,  but.  Dr.  Ireland  says,  in  one 
place,  that  the  unfortunate  man  was  born  with  a  hereditary  ten- 
dency to  an  abnormal  mental  action;  in  infancy  he  was  backward;  in 
childhood  he  was  shy  and  solitary;  in  youth  he  took  no  pleasure  in 
the  sports  and  amusements  of  young  men,  but  he  was  quick  at  book- 
learning  and  literary  aptitude  with  a  love  for  straying  away  from 
beaten  paths.  A  careful  education  by  a  good  mother  helped  to  keep 
down  his  lower  propensities,  and  the  early  dignity  of  a  responsible 
position  and  academic  surroundings  made  him  give  hostages  to  good 
behavior.  But  he  soon  showed  an  irrepressible  combativeness  and 
an  excessive  self-conceit.  The  connection  of  his  nervous  sufferings 
with  his  mental  derangement  is  not  clear,  but  no  doubt  these  exas- 
perated him  and  increased  his  discontent  with  life.  His  was  the 
condition  described  as  folie  de  doute,  anguish  of  doubts.  The  restless 
working  of  his  intellect  was  always  accompanied  by  exaltation  of  the 
affective  faculties,  the  power  of  correct  reasoning  slowly  decayed  and 
the  bonds  of  restraint  became  weaker.  His  aggressiveness  and  ego- 
tism became  more  and  more  prominent.  "The  peculiarity  of  his  in- 
sanity seems  to  have  been  that  while  he  retained  sufficient  powers 
of  self-restraint  to  refrain  from  breaking  through  outward  rules  of 
conduct  within  his  limited  sphere  of  intercourse  with  older  men,  he 
gratified  his  extravagant  propensities  by  writing  reckless  and  provo- 
cative books  against  the  beliefs  which  were  most  cherished  by  those 
amongst  whom  he  dwelt."  Jelliffe. 

Beitrag  zur  Kentniss  der  Typhuspsychosen   (Contribution  to  the 
Knowledge  of  Psychoses  in  Typhoid  Fever).     Deiters  (Miinch- 
ener  med.  Wochenschrift,  1900,  xlvii.  47,  p.  1623). 
The  author  gives  the  history  of  two  cases,  which  he  thinks  be- 
long to  the  form  of  "initial  delirium"  in  typhoid  described  by  Krae- 
pelin  and  by  Aschaffenberg.     They  occurred  in  a  brother  and  sister 
from  a  locality  in  which  typhoid  was  prevalent,  and  having  a  strong 
hereditary  predisposition  to  insanity. 

Case  I. —The  brother,  twenty-four  years  old,  was  taken  sick  with 
fever  and  vomiting.     These  symptoms  subsided  after  two  days,  but 
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he  then  became  restless  and  violent,  slept  little  and  refused  food. 
Brought  to  the  asylum  he  was  confused,  violently  resisting  all  ma- 
nipulatives.  The  morning  temperature  next  day  was  38.1°  C,  even- 
ing 38.8^  C. 

Physical  examination  was  negative.  Next  day  he  was 
slightly  clearer;  temperature  A.M.,  37.3°  C;  P.M.,  2>7-7°  C.  Dur- 
ing the  next  few  days  the  temperature  ran  between  38"  and  40°. 
The  patient  became  quieter  and  clearer,  but  seemed  exhausted,  lacry- 
mose.  The  fever  slowly  fell.  In  about  two  weeks  he  was  fever  free, 
and  outside  of  some  dulness  and  stupidity  which  was  said  to  be 
natural  to  him,  was  mentally  normal.  At  no  time  were  there  any 
definite  physical  symptoms  of  typhoid,  but  the  Widal  test  revealed 
it  positively. 

Case  II. — The  sister,  seventeen  years  old,  took  sick  four  days 
after  her  brother.  She  was  restless,  confused,  talked  incessantly,  re- 
fused food,  and  was  unclean,  and  ran  around  at  night.  Upon  being 
brought  to  the  Asylum  she  was  much  confused,  excited  and  restless, 
had  to  be  fed  (with  a  spoon).  Physical  examination  the  next  day 
was  negative,  her  temperature  was  normal.  She  continued  restless 
and  excited  and  slept  but  little  during  the  next  three  weeks.  She 
then  became  exhausted  and  stuporous,  and  her  temperature  was 
found  to  be  elevated,  going  up  to  39.1°  C.  that  evening.  Physical  ex- 
amination disclosed  nothing  beyond  slight  dulness  and  weakened 
breathing  over  the  right  base.  Her  bowels  moved  normally.  A  few 
days  later  she  had  severe  epistaxis,  her  urine  contained  traces  of  al- 
bumin and  gave  the  diazo -reaction.  After  more  than  two  weeks 
diarrhea  set  in,  and  her  abdomen  became  sensitive  to  pressure. 
Spleen  not  palpable.  The  fever  gradually  became  higher  and  was 
but  little  controlled  by  baths.  Her  mental  condition  had  much  al- 
tered. She  now  lay  stupid  and  apathetic,  was  childish  and  lacrymose. 
Her  temperature  fell  suddenly  to  subnormal,  but  went  up  again  to 
40.9°  C,  there  was  diarrhea  with  dark,  offensive  stools,  the  pulse  was 
rapid,  there  was  great  restlessness  and  death  occurred  the  follow- 
ing night.  The  autopsy  disclosed  nothing  of  importance  in  brain  or 
cord.  On  the  right  side  fibrinoid  pleurisy,  two  pneumonic  foci, 
spleen  much  enlarged,  mesenteric  glands  swollen.  In  both  small  and 
large  intestine  were  ulcers  presenting  the  usual  characteristics  of  ty- 
phoid ulcers.  Peyer's  patches  swollen.  The  author  regards  the 
strong  hereditary  predisposition  to  insanity  as  being  the  chief  cause 
in  the  production  of  a  clinical  picture  differing  so  widely  from  that 
usually  presented  by  typhoid.  Allen. 
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Etude  sur  les^Hematomyelies.     Par  le  Dr.  Jean  Lepine.  Ancien 

Externe   laureat,  Ancien   Interne  des   Hospitaux  de   Lyon.     A. 

Storck  et  Cie.,  Lyon.     Masson  et  Cie,  Paris. 

Studies  of  this  type  are  particularly  welcome  at  this  time  when 
a  thorough  revision  of  the  work  of  the  pathology  as  well  as  of  the 
histology  of  the  spinal  cord  is  in  progress. 

The  monograph  might  have  been  of  more  use  to  the  specialist 
if  the  author  had  limited  his  discussion  somewhat,  yet,  notwithstand- 
ing the  fact  that  he  has  endeavored  to  bring  together  the  entire  lit- 
erature of  hemorrhage  of  the  spinal  cord,  he  has  performed  a  signal 
service  for  neurology  in  the  grouping  together,  analysing  and  com- 
posing the  many  contributions  which  have  been  made  to  the  subject. 

It  is  impossible  to  analyse  a  study  of  this  kind  and  to  cavil  at 
the  fact  that  we  note  many  omissions  in  the  author's  bibliography  of 
excellent  work  done  by  American  observers  would  seem  to  overlook 
his  introductory  announcement  that  the  work  should  not  be  taken 
as  a  complete  exposition  of  the  subject. 

It  certainly  is  the  best  collected  piece  of  work  on  the  subject  of 
hematomyelia  thus  far  given  to  the  profession  and  deserves  recogni- 
tion as  such.  Jelliffe. 


Studies  in  the  Psychology  of  Sex.  The  Evolution  of  Modesty. 
The  Phenomena  of  Sexual  Periodicity.  Auto-Erotism.  By  Have- 
lock  Ellis.  The  F.  A.  Davis  Company,  Philadelphia,  New  York, 
Chicago. 

In  the  publishers'  announcement  of  this  book  it  is  stated  that 
the  book  will  be  sold  only  to  physicians  and  lawyers.  Why  to  law- 
yers it  is  difficult  to  imagine.  The  three  subtitles  of  the  volume  ex- 
plain very  clearly  and  concisely  the  questions  considered  and  these 
are  not  such  as  would  be  of  use  even  to  criminal  lawyers.  The  only 
point  which  might  possibly  be  of  value  to  a  lawyer  in  a  criminal  case 
is  the  opinion  of  the  author,  and  the  evidence  presented,  as  to  the  ef- 
fects of  auto  erotism.  He  does  not  believe  that  masturbation  leads  to 
insanity  or  other  dire  results  unless  practiced  to  excess,  and  even 
then  seldom  to  insanity  unless  there  is  an  hereditary  taint.  On  the 
other  hand,  he  is  inclined  to  think  that  masturbation  practiced  in 
great  moderation  often  is  of  benefit  to  certain  individuals  by  reason 
of  its  sedative  effect.  He  cites  numerous  instances  in  support  of 
this  opinion,  and  gives  a  historical  sketch  of  the  views  held  on  this 
point. 

Ellis  has  apparently  gone  over  the  literature  of  his  subject  very 
carefully  and  studied  the  questions  involved  very  thoroughly.  The 
volume  is  of  interest  to  physicians,  because  it  is  a  beginning  of  stu- 
dy in  the  right  direction,  whereby  they  may  intelligently  treat  those 
irregular  manifestations  of  sexual  life  which  often  come  under  their 
care  and  observation.  Bonar. 
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Semiologie  du    Systeme     Nerveux,    par    J.    Dejerine,    Professeur 
agrege  a  la  Faculte  de  Medecine  de  Paris.  Medicin    de    la    Sal- 
petriere.     Reprint  from  volume  five  of  the  Traite  de  Pathologie 
Generale,  edited  by  C.  Bouchard.     Masson  et  Cie,  Paris,  1900. 
When  the  reviewer  has  nothing  but  praise  to   bestow  upon  a 
work  his  task  is  an  easy  one.    Professor  Dejerine  has  had  an  exten- 
sive experience  in  the  clinical,  as  well  as  pathological,  manifestations 
of  nervous  diseases  at  the  Bicetre,the  Salpetriere,  and  elsewhere,  and 
we  should  not  expect  a  book  by  him  on  the  symptomatology  of  these 
diseases  to  be  in  any  way  of  inferior  merit.     If  anyone  begins  the 
reading  of  this  volume  in  the   expectation  of  finding  simply   well 
known  facts  presented  in  a  new  form,  he  will  be  agreeably  surprised. 
Many  of  the  statements  of  course  are  not  new,  but  in  every  chapter 
the  author's  individuality  is  very  evident.     The  writing  of  a  text- 
book is  not  so  easy  as  some  may  imagine,  provided  of  course  it  is 
well  done,  as  the  author's  knowledge  of  his  entire  subject  is  revealed 
in  a  text-book. 

The  method  of  treating  nervous  diseases  from  the  standpoint  of 
symptomatalogy  is  unusual,  and  it  is  more  common  to  discuss  each 
disease  wdth  its  symptoms  separately.  Professor  Dejerine's  work 
forms  a  part  of  the  filfh  volume  of  the  "Traite  de  Pathologie  gener- 
ale," and  apparently  is  not  sold  separately,  which  is  to  be  regretted. 
As  it  consists  of  810  pages  and  is  in  the  last  part  of  the  fifth  volume, 
only  about  358  pages  can  be  devoted  to  the  six  chapters  on  the  sem- 
eiology  of  the  liver,  pancreas,  genital. organs,  etc.  The  portion  on 
the  semeiology  of  the  nervous  system  contains  the  disturbances  of 
intellect,  of  language,  of  motion:  the  topography  of  the  paralyses  and 
muscular  atrophies;  the  semeiology  of  the  hand,  foot,  face,  of  atti- 
tude, gait  and  deviations  of  the  vertebrae,  and  of  mechanical  and 
electrical  reactions  of  the  nerves  and  muscles;  the  disturbances  of 
sensation;  the  semeiology  of  the  reflexes;  the  visceral  and  trophic 
disturbances  of  nervous  origin,  and  the  semeiology  of  the  visual  ap- 
paratus in  the  diseases  of  the  nervous  system.  The  scope  of  the 
work  is  therefore  very  extensive. 

Professor  Dejerine's  views  on  aphasia  are  well  known,  but  it  is 
interesting  to  have  them  in  the  condensed  form  given  by  himself.  He 
believes  that  cortical  motor  aphasia  without  any  sensory  aphasia 
does  not  exist.  The  ability  to  speak  and  write  is  most  impaired  in  a 
lesion  of  Broca's  area,  but  all  forms  of  language  are  affected  by  such 
a  lesion.  The  visual,  auditory  and  motor  images  of  words  are  neces- 
sary for  language,  and  destruction  of  any  one  of  the  centers  in  which 
these  images  are  stored  impairs  the  function  of  the  other  two,  al- 
though the  function  of  the  center  directly  injured  is  most  affected, 
and  agraphia  exists  after  an  injury  of  any  one  of  these  three  cen- 
ters. To  prove  that  a  graphic  center  exists.  Professor  Dejerine  de- 
mands the  publication  of  a  case  in  which  agraphia  has  been  the  only 
clinical  phenomenon,  and  therefore  not  associated  with  disturbance 
of  intelligence,  of  motor  speech,  or  of  reading  or  hearing;  and  in 
which  a  necropsy  has  shown  the  presence  of  a  destructive  lesion  lo- 
calized to  the  foot  of  the  second  frontal  convolution.  It  is  needless 
to  say  that  such  a  case  has  not  been  reported. 

Professor  Dejerine  does  not  accept  the  view  that  in  hemiplegia 
certain  groups  of  muscles  in  the  paralyzed  limbs  are  especially  af- 
fected (Wernicke,  Mann),  but  believes  that  all  the  muscles  of  these 
limbs  are  equally  paralyzed,  and  those  which  appear  less  so  are  the 
muscles  that  normally  are  the  stronger.  It  is  an  interesting  obser- 
vation, and  probably  one  that  every  neurologist  will  confirm,  that 
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in  hemiplegia  the  implication  of  the  so-called  sound  side  is  much 
more  noticeable  in  the  lower  limb  than  in  the  upper.  This  seems  to 
be  an  evidence  that  each  side  of  the  cerebrum  innervates  both  sides 
of  the  body,  especially  those  muscles  that  commonly  functionate  to- 
gether. Arthropathies  in  hemiplegia  are  uncommon,  and  possibly 
imknown  to  some,  but  when  they  do  occur  they  are  supposed  to  be 
of  rapid  development  and  are  of  unknown  origin,  as  traumatism  and 
immobility  cf  the  limb  do  not  offer  sufficient  explanation  for  them. 
They  are  regarded  by  some  as  of  trophic  or  infectious  origin.  Bra- 
chial monoplegia  as  a  result  of  neuritis  is  rare,  and  yet  Dejerine  has 
observed  two  cases  of  this  form  of  paralysis,  and  in  one  recovery 
was  complete  'after  seven  months,  and  in  the  other  after  ten  months. 
Many  of  the  cases  described  in  this  Avork  are  very  rare,  such  for 
example  as  cases  of  amyotrophic  lateral  sclerosis  of  scapulo-humeral 
type,  of  Jacksonian  epilepsy  produced  by  a  tubercle  in  the  white  mat- 
ter of  the  brain  a  centimeter  below  the  cortex,  of  acute  poliomyeli- 
tis with  atrophy  in  the  proximal  ends  of  the  limbs,  of  neuritis  of  the 
external  popliteal  nerve  with  integrity  of  the  anterior  tibial  muscle, 
of  acute  poliomyelitis  with  wrist-drop,  of  progressive  spinal  muscu- 
lar atrophy  beginning  with  paralysis  of  the  extensors  of  the  hand,  of 
neuritis  confined  to  the  ulnar  nerve  and  the  result  of  typhoid  fever 
or  grippe,  of  contracture  of  the  fingers  and  thumb  within  the  palm  of 
the  hand  in  the  form  of  a  fist  in  paralysis  agitans,  of  pressure  palsy 
of  the  musculo-spiral  nerve  with  microscopical  examination  of 
the  nerve — the  only  case  with  necropsy  on  record — and  of  other  in- 
teresting alterations  too  numerous  to  mention.  This  work  is  of 
great  value  because  it  is  written  by  a  man  of  experience  who  is  both 
practical  and  scientific.  The  numerous  and  excellent  illustrations 
are  well  worthy  of  careful  examination.  Spiller. 


Die  Mimic  des  Menschen  auf  Grund  voluntarischer  Psychol- 

OGiE.    By  Henry  Hughes.    Johannes  Alt.     Frankfort,  A.  M. 

The  art  of  pantomine  has  claimed  the  attention  of  all  men  from 
the  days  of  the  earliest  Greek  drama,  but  to  Darwin,  in  large  part  at 
least,  may  be  ascribed  the  first  fundamental  studies  on  the  psycholo- 
gy of  the  emotions  as  evidenced  by  muscular  action.  Whatever 
fault  present-day  psychology  may  find  with  his  expression  of  the 
emotions  in  man  and  the  lower  animals,  it  cannot  be  gainsaid  that 
his  researches  were  far  reaching  and  important. 

The  present  work  is  a. most  interesting  one.  It  discusses  very 
logically  and  thoroughly  the  relations  of  voluntary  movements  more 
particularly  of  the  facial  expressions  to  the  individual  psychology. 
Reflex  movements  and  general  mass  movements  are  not  ignored, 
however.  The  discussion  of  the  motions  of  the  scalp,  the  eyes,  the 
nose,  ears,  mouth  and  head  are  very  thorough,  the  author  giving  a 
thorough  resume  of  the  scientific  study  of  physiognomy.  Following 
the  discussion  of  the  movements  of  the  facial  muscles  those  of  the 
neck,  back,  upper  and  lower  extremities  are  studied  in  detail.  The 
final  section  of  the  work  endeavors  to  corellate  these  movements 
with  various  psychical  states  such  as  impulse,  the  emotions,  attention, 
feeling,  negation  and  acting. 

The  work  is  to  be  heartily  recommended  as  thoroughly  scien- 
tific in  its  mode  of  treatment  of  the  subject  and  sufficiently  explicit 
to  offer  many  suggestions  to  the  keen  student  of  the  interpretation 
of  the  psychical  activities  of  others.  Jelliffe. 
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The  Sum  of  $60,000  has  been  appropriated  for  furnishing  the 
new  Eastern  Maine  Insane  Hospital  at  Bangor. 

Dr.  Eugene  Smith  has  resigned  the  position  of  Physician 
in  the  Danville,  Pa.,  Hospital  for  the  Insane. 

Dr.  David  N.  Jones,  of  Gaylord,  Minn.,  has  been  made  a 
trustee  for  the  State  Hospitals  for  the  Insane. 

Dr.  Hallie  D.  Ewing  has  been  reappointed  second  assist- 
ant at  the  Asjdum  for  the  Chronic  Insane  at  Hastings,  Neb. 

Dr.  F.  F.  Teal,  of  Omaha,  has  been  appointed  superintendent 
of  the  State  Hospital  for  the  Insane  at  Norfolk,  Neb. 

Dr.  S.  Weir  Mitchell  left  Philadelphia  about  the  middle 
of  March  for  Vancouver  en  route  to  Japan.    He  will  return  in  June. 

Dr.  Franz  Nissl,  of  the  Nissl  method,  has  been  promoted 
to  the  position  of  associate  professorship  of  psychiatry  at  Heidel- 
berg. 

Dr.  Caroline  B.  Culver,  Sandusky,  Ohio,  has  been  ap- 
pointed one  of  the  medical  staff  of  the  State  Hospital  for  the  Insane 
at  Massillon. 

Dr.  James  W.  Smith,  of  Pleasant  Hill,  Mo.,  has  been  ap- 
pointed President  of  the  Board  of  Managers  of  the  State  Hospital 
for  the  Insane,  at  Fulton,  Mo. 

Mouvement  Psychique  is  the  name  of  a  new  journal  of 
hypnotism  recently  published  in  France.  It  is  the  official  organ  of 
the  Paris  Institute  of  Psychical  Sciences. 

Dr.  Herbert  N.  Manning  has  been  appointed  resident 
interne  at  the  Washington  Asylum  Hospital,  by  the  District  Com- 
missioners, in  place  of  Dr.  Melville  A.  Hays,  who  recently  resigned. 

The  Worcester,  Mass.,  Insane  Hospital,  claims  to  be 
the  first  in  the  United  States  to  be  supported  by  state  funds. 
During  the  past  year  the  hospital  has  treated  517  patients. 

Dr.  Myrtle  Alpin,  of  East  Highlands,  formerly  house  phy- 
sician at  the  Lane  Hospital,  San  Francisco,  has  been  appointed  resi- 
dent physician  at  the  State  Insane  Asylum  at  Napa,  Cal. 

Bills  appropriating  $383,100  for  the  Illinois  Northern  Hospi- 
tal for  the  Insane,  at  Elgin,  and  $490,600  for  the  Illinois  Southern 
Hospital  for  the  Insane  at  Anna,  have  been  introduced  in  the  legis- 
lature. 

Francis  R.  Packard,  of  Philadelphia,  has  been  appointed 
editor  of  the  American  Journal  of  Medical  Sciences,  in  place  of  Dr.  Al- 
fred Stengel,  who  has  recently  resigned  because  of  press  of  other 
matters. 
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Six  new  nurses,  men  of  middle  age,  experienced  in  the 
care  of  the  insane,  have  been  appointed  to  duty  in  the  insane  pa- 
vilion of  Bellevue  Hospital.    They  are  said  to  receive  $30  per  week. 

Dr.  E.  L.  Bullard,  of  Waukesha,  Wis.,  has  been  elected 
superintendent  of  the  Mendota  Insane  Asylum,  to  succeed  Dr.  W.  B. 
Lyman,  of  Eau  Claire,  who  recently  resigned  to  enter  private  prac- 
tice. 

A  STATE  SANITARIUM  for  the  carc  and  and  treatment  of  nerv- 
ous diseases  is  the  object  of  a  bill  recently  introduced  in  the  house 
of  representatives  of  Michigan,  asking  for  an  appropriation  of  $200,- 
000. 

The  Committee  on  Inebriety,  of  the  Indiana  State 
Board  of  Medical  Registration,  at  its  recent  meeting  in  Indianapolis, 
prepared  a  bill  asking  for  an  appropriation  of  $100,000  to  found  a 
state  hospital  for  inebriates. 

Dr.  S.  a.  Mercer  Given,  manager  of  the  Burn  Brae  Sani- 
tarium at  Clifton,  Delaware  Country,  died  during  the  last  week  of 
February.  He  had  managed  the  sanitarium,  which  was  founded  by 
his  father,  since  1887. 

A  reception  was  tendered,  at  the  close  of  the  Febru- 
ary meeting  of  the  Philadelphia  Neurological  Society,  to  Drs. 
George  L.  Walton  and  Walter  E.  Paul,  of  Boston,  who  presented 
a  paper  on  "Astereognosis"  before  the  Society. 

Dr.  Harmon,  of  Longview  Asylum,  Cincinnati,  Ohio,  and 
Prosecutor  Hoflfheimer,  have  arranged  that  no  patients  at  Longview, 
who  are  sent  to  the  hospital  after  being  charged  with  murder,  will 
be  dismissed  until  the  prosecutor  has  been  properly  notified. 

The  annual  report  of  the  Asylums  of  the  province  of 
Quebec,  gives  the  total  population  in  that  province,  in  1899,  as  2,981, 
and  the  cost  of  maintenance  $314,157.48,  both  figures  showing  an  in- 
crease over  those  of  1898.  The  three  principal  asylums  are  the  Que- 
bec City  Asylum,  the  Verdun  Institute  and  the  Long  Pointe  Asy- 
lum. The  percentage  of  cures  in  each  of  these  three  asylums  is  less 
than  during  the  previous  year. 

Dr.  Richard  James  Dungltson  the  author  and  editor  of  many 
medical  works,  among  which  was  Dunglison's  Medical  Dictionary, 
recently  died  in  Philadelphia  of  dropsy.  He  was  the  son  of  Profes- 
sor Robley  Dunglison  of  Jefferson  Medical  College,  and  graduated 
from  that  college  in  1856.  Dr.  Dunglison  was  an  acting  assist- 
ant surgeon  in  the  federal  service  from  1862  to  1865. 

Both  the  New  York  Neurological  Society  and  the 
State*  Charities  Aid  Association  have  passed  resolutions  con- 
demning any  amendment  to  the  state  insanity  laws,  which  would  do 
away  with  the  provision  that  the  medical  member  of  the  commission 
shall  have  had  at  least  five  years'  actual  experience  in  the  care  and 
treatment  of  the  insane. 

In  the  report  of  the  Central  Hospital  for  the  Insane,  at 
Indianapolis.  Ind.,  the  superintendent  classifies  the  causes  which  led 
to  the  insanity  of  the  persons  committed  during  the  year,  and  of  the 
five  hundred  and  seven  nearly  ten  per  cent,  were  made  insane  by 
reason  of  religious  excitement.  The  report  says  that  none  of  the  lat- 
ter was  aflfected  by  hereditary  insanity. 
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The  Ninth  Annual  Report  of  the  Massachusetts  Hospital  for 
Dipsomaniacs  and  Inebriates,  at  Foxboro,  shows  a  notable  increase 
in  the  number  of  patients  treated  and  in  the  daily  average  present 
during  the  year.  I'he  reduction  in  the  average  weekly  cost  amounted 
to  sixty-three  cents,  making  the  average  cost  $4.67.  There  were  174 
patients  at  the  beginning  of  the  year  and  258  at  its  close. 

Professor  Meller,  of  Kiel  University,  the  renowned  ex- 
pert in  mental  diseases,  as  a  result  of  autopsies  made  during  five 
years  on  300  suicides,  states  that  he  found  the  brains  of  43  per  cent, 
showed  distinct  malformation;  29  per  cent,  of  the  remainder  were 
suffering  at  the  time  of  their  death  from  acute  febrile  inflammation, 
and  143  of  the  whole  number  had  organs  diseased  by  alcoholism. 

A  STATE  COLONY  FOR  EPILEPTICS  at  Grand  de  Tour,  in 
Ogle  County,  Illinois,  is  the  object  of  a  bill  introduced  by  Represen- 
tative David  Hunter.  To  begin  operations  an  initial  appropriation 
of  $350,000  is  asked.  Admission  to  the  proposed  colony  will  be  re- 
stricted very  much  as  is  admission  to  the  Insane  Hospital.  Tuition, 
board  and  treatment  are  to  be  given  the  colonists  by  the  State,  and 
also  clothing,  if  they  are  poor. 

A  BILL  recently  submitted  to  Congress,  provides  for  the  admis- 
sion of  the  indigent  insane  to  the  Government  Hospital  for  the  In- 
sane, on  petition  of  the  Commissioners  of  the  District  filed  in  its 
supreme  court,  which  court  shall  issue  a  writ  de  lunatico  inquirendo, 
whereupon  the  marshall  shall  impanel  a  jury  from  the  jurors  in  atten- 
dance on  the  criminal  courts,  who  shall  perform  this  duty  in  addi- 
tion to  their  duties  in  the  criminal  court. 

On  thf  RECOMMENDATION  of  the  State  Board  of  Chari- 
ties of  Pennsylvania,  representative  Calder,  of  Harrisburg,  has  in- 
troduced a  bill  in  the  house  appropriating  $500,000  for  the  con- 
struction of  a  new  Pennsylvania  state  lunatic  hospital  in  Harris- 
burg. If  the  appropriation  is  made,  it  is  hoped  that  the  building 
now  located  there  will  be  torn  down  and  other  buildings  erected,  two 
for  destructive  and  dangerous  patients,  and  two  for  convalescents. 
These  buildings  will  require  $350,000  of  this  sum,  and  the  balance 
will  be  used  for  additional  buildings. 

Among  the  items  in.  a  bill  presented  to  the  legislature  by 
the  Wisconsin  State  Board  of  Control,  are  the  following:  $100,000 
for  a  building  for  the  vicious  and  dangerous  insane  at  the  Northern 
State  Hospital;  $7,000  for  a  water  filter  and  pumps  for  the  North- 
ern State  Hospital;  $5,000  for  dining  room  and  stage  for  the  North- 
ern State  Hospital;  $3,500  for  a  sewage  system  for  the  Wisconsin 
State  Hospital;  $6,000  for  superintendent's  residence  at  Wisconsin 
State  Hospital;  $117,500  for  new  buildings  for  Wisconsin  Home  for 
Feeble  Minded. 

The  trustees  and  the  superintendent.  Dr.  E.  G.  Carpenter, 
of  the  Columbus  (Ohio)  State  Hospital  for  the  Insane,  have 
submitted  their  annual  report  to  the  Governor.  A  new  build- 
ing is  recommended  and  seems  to  be  needed  as  1925  patients  were 
treated  during  the  year.  The  number  of  patients  admitted  during  the 
past  year  was  488,  while  460  were  discharged,  184  of  this  number  as 
cured.  •  Dr.  Carpenter  recommends  that  the  state  establish  an  insti- 
tution for  the  care  of  the  criminally  insane,  who  are  now  sent  to  the 
penitentiary. 
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Dr.  Edward  D.  Fisher  will  lecture  on  "Syphilis  of  the 
Nervous  System,"  on  April  10,  at  the  New  York  Skin  and  Cancer 
Hospital.  The  lecture,  which  is  free  to  the  members  of  the  profes- 
sion, is  one  of  a  series  on  "Syphilis"  given  by  members  of  the  visit- 
ing and  consulting  staff  of  the  hospital.  The  lectures  are  given  at 
4.15  P.M.,  on  Wednesday  afternoons. 

AsiLO  Chapui  is  the  name  of  the  insane  asylum  in  Costa 
Rica.  It  has  accommodations  for  150  inmates,  and  now  contains 
135.  It  is  a  state  institution  for  the  insane  poor,  but  provision  if 
also  made  for  private  patients  of  the  first,  second  and  third  class.  For 
the  last  eleven  years  the  asylum  has  been  under  the  care  of  Dr. 
Maximilian  Carl  Bansen.  The  hospital  is  surrounded  by  a  magnifi- 
cent flower  and  vegetable  garden.  Statistics  for  many  years  show 
that  50  per  cent,  of  those  admitted  recover  their  mental  equilibrium 
and  of  these  only  2  per  cent,  have  relapses. 

A  FAMILY,  consisting  of  two  brothers  and  a  sister,  living  in 
New  Haven,  Conn.,  recently  all  became  insane  within  one  week.  The 
sister  became  ill  and  acute  mania  quickly  developed.  A  few  days 
later  the  older  brother. suddenly  lost  his  reason  and  began  to  rave, 
attacking  the  physician  who  was  called  in.  Two  days  after  this  the 
younger  brother  developed  acute  melancholia.  Although  the  family 
was  considered  well-to-do,  no  property  has  been  found,  and  they  will 
become  charges  of  the  State  Hospital  for  the  Insane. 

PAGE 

The  superintendent,  Mr.  Clouston,  of  the  Royal  Edin- 
burgh Asylum,  the  largest  in  Scotland,  in  his  annual  report  to  the 
Board  of  Directors,  ascribed  the  increased  number  of  inmates  to  the 
excessive  use  of  alcoholic  stimulants  during  the  recent  period  of  brisk 
trade  and  high  wages.  He  asserted  that  alcohol  lunatics,  judging 
from  the  admissions  to  the  asylum,  had  increased  from  an  average 
of  15%  per  cent.,  covering  the  years  from  1874  to  1888,  to  24%  per 
cent,  in  1900.  He  further  declared  that  while  a  consumptive  race 
might  be  cured  in  two  generations  it  would  take  one  hundred  years 
to  cure  a  drink  sodden  race. 

The  annual  circulars  of  the  New  York  University 
are  to  be  converted  into  a  periodical,  each  number  of  which  will 
contain,  besides  the  circular  matter,  statements  of  recent  progress  in 
the  University.  This  Bulletin  will  be  issued  twice  a  month,  except 
from  August  to  December.  The  present  number  presents  the  An- 
nual University  Announcement  and  General  Catalogue.  The  second 
number  will  be  devoted  principally  to  the  University  Graduate 
School,  the  third  number  to  the  Summer  School.  The  subjects  of  the 
remaining  numbers  will  be  announced  hereafter.  The  Bulletin  will 
be  sent  to  all  persons  who  have  contributed  to  the  University  in  any 
of  its  enterprises.  Any  resident  of  the  United  States  may  receive 
the  Bulletin  by  sending  his  name  and  address  to  the  Registrar  of  the 
University  and  remitting  the  subscription  price  of  fifty  cents. 

The  Bibliography  of  American  Neurology  and  Psychiatry, 
on  advertising  pages  xviii.  and  xxii.,  is  the  only  one  of  the  kind  pub- 
lished. It  is  endorsed  as  valuable  by  numerous  neurologists  and 
alienists. 
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A  REMARKABLE  SOMNAMBULISTIC  FEAT  has  been  performed 
by  an  Illinois  student.  He  was  ill  and  wanted  to  go  to 
his  home  twenty-five  miles  away,  but  did  not  think  he  could  stand  the 
long  rough  drive.  One  night  after  having  retired  and  gone  to  sleep, 
he  arose,  dressed  himself  warmly,  rode  five  miles  in  a  street  car, 
and  walked  the  remaining  twenty  miles  over  rough  roads  to  his 
home.  In  the  morning  he  was  found  by  his  father,  sitting,  well 
wrapped  up  in  carriage  robes,  in  a  buggy  in  the  barn.  He  was  as 
much  surprised  to  find  himself  home,  when  his  father  awoke  him,  as 
his  father  was  to  find  him  in  the  barn. 

The  annual  report  of  the  asylums  for  lunatics  and 
idiots  of  the  province  of  Ontario,  Canada,  gives  the  asylum  population 
as  5,512,  with  an  average  of  5,137  in  daily  residence.  In  1900,  the  ex- 
penditure for  maintenance  in  the  province  was  $634,977.42,  the  per 
capita  cost  being  $126.26.  During  the  year  254  patients  recovered, 
an  increase  of  seven  over  the  previous  year,  and  311  were  discharged 
on  probation,  the  average  for  the  previous  ten  years  being  255.  The 
number  of  deaths  was  269,  a  decrease  of  23,  as  compared  with  1899. 
Seventy-six  per  cent,  of  the  population  was  employed,  the  percentage 
for  the  previous  ten  years  being  75.  The  revenue  from  paying  pa- 
tients amounted  to  $78,450.70,  nearly  $4,500  above  the  average.  Dr. 
Daniel  Clarke,  superintendent  of  the  Toronto  Asylum,  contributed 
to  the  report  a  paper  in  which  he  combats  the  theory  that  insanity 
is  purely  a  mental  disease.  He  contends  that  it  is  always  a  bodily 
disease,  and  that  mental  or  moral  perturbations  are  occasions,  not 
causes,  of  brain  disease. 

The  New  York  University  Bulletin  of  the  Medical  Sci- 
ences is  the  title  of  a  Scientific  Quarterly,  the  first  number 
of  which  was  published  by  the  MacMillan  Company,  a^nts 
of  the  "New  York  University  Press,"  early  in  March.  This 
Bulletin  of  the  Medical  Sciences  is  edited,  under  the  auspices  of  the 
New  York  University  Medical  Society,  by  an  editorial  committee 
consisting  of  B.  Farquhar  Curtis,  M.D.,  Robert  J.  Carlisle,  M.D.,  E. 
K.  Dunham,  M.D.,  John  A.  Mandel,  and  William  H.  Park,  M.D.  The 
Bulletin  is  to  be  devoted  to  reports  of  research  and  discovery  in 
medicine,  is  to  contain  no  advertisements,  is  not  to  make  money,  but, 
on  the  contrary,  will  cost  the  University  money  to  publish.  The  en- 
graving of  a  single  page  in  the  second  number  is  to  cost  $300.  The 
first  number  includes  articles  on  Gelatin  as  a  Food-stuff,  A  Method 
of  Determining  the  Existence  and  Degree  of  Acid  Intoxication  by 
Urinalysis,  The  Alloxuric  Bodies,  Effects  of  Cold  on  Bacteria,  etc. 
The  second  number  will  contain,  A  Method  for  the  Rapid  Staining  of 
the  Malarial  Plasmodium,  Observations  Contributing  to  Precision 
in  the  Use  of  the  Widal  Test  for  Typhoid,  etc.  The  subscription 
price  for  the  year  is  one  dollar. 
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A  STUDY  OF  THE  CASES  OF  TABES  DORSALIS  IN  PROF. 
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By  Allan  Blair  Bonar,  A.B.,   M.D., 

ASSISTANT  IN   NEUROLOGY,   COLUMBIA  UNIVERSITY,    NEW  YORK   CITY. 

The  total  number  of  cases  which  have  appHed  for  examin- 
ation and  treatment  in  the  Neurological  Department  of  the 
Vanderbilt  Clinic,  since  its  opening  in  January,  1888,  to  Jan- 
uary, 190T,  is  23,834.  Of  this  grand  total,  11,271  were  males, 
and  12,563  were  females.  Boys  under  13  years  of  age  are  in- 
cluded in  the  total  of  females  as  they  are  treated  in  the  female 
room.  As  the  examinations  of  all  these  cases  were  made  by 
experts,  specialists  in  nervous  diseases,  the  diagnoses  are  cor- 
rect, and  the  accompanying  figures  should  have  some  impor- 
tance. Among  these  patients  were  286  cases  of  tabes  dorsal- 
is,  and,  therefore,  it  is  seen  that  this  disease  constitutes  only 
1.2  per  cent,  of  the  whole  number  of  cases.  Of  these  286 
cases  of  tabes,  242,  or  84.6  per  cent.,  were  males,  and  44,  or 
15.38  per  cent.,  were  females.  This  shows  a  greater  frequen- 
cy of  the  occurrence  of  the  disease  in  males  than  in  females  in 
the  proportion  of  6.5  to  I.     In  an  analysis  of  iii  cases  of 
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tabes  in  the  Johns  Hopkins  Hospital,  Thomas^  found  97 
males  and  14  females,  which  give  a  proportion  of  7  to  i,  or 
12.6  per  cent,  of  female  cases.  Both  of  these  proportions  in- 
dicate the  occurrence  of  the  disease  in  females  somewhat 
more  frequently  than  the  proportion  given  by  Gowers,^  which 
was  10  males  to  one  female. 

The  relative  frequency  of  the  occurrence  of  tabes  among 
nervous  diseases  in  both  males  and  females,  is  interesting  as 
shown  by  the  fact  that  only  242  out  of  11,271  males,  and  only 
44  out  of  12,563  females  were  cases  of  tabes.  In  other  words, 
only  2.147  per  cent,  of  11,271  cases  of  nervous  diseases  in 
males,  and  only  0.35  per  cent,  of  12,563  cases  of  nervous  di- 
seases in  females  were  tabes  dorsalis. 

The  age  of  onset  was  noted  in  all  but  37  of  the  286  cases. 
Referring  to  Table  I.,  it  will  be  seen  that  in  40.16  per  cent,  of 
those  in  which  it  was  noted,  the  age  of  onset  of  the  disease 
was  between  30  and  40  years ;  in  a  little  over  32  per  cent,  it 
was  between  40  and  50  years;  in  17.26  per  cent,  it  was  be- 
tween 20  and  30  years,  and  in  10  per  cent,  it  was  over  50 
years.  But  no  cases  are  recorded  in  which  the  disease  began 
after  60  years  of  age.  Thirty-eight  per  cent,  of  Thomas' 
cases  began  between  30  and  40  years,  40  per  cent,  between 
40  and  50  years,  14  per  cent,  after  50  years — one  case  as  late 
as  66  years  of  age — and  only  7  per  cent,  before  30  years.  His 
youngest  case  was  25  years  of  age,  and  his  oldest  66  years  at 
the  onset  of  the  disease. 

TABLE    I.      AGE   AT    ONSET. 

Between  10  and  20  years,  i  case. 
Between  20  and  30  years,  43  cases. 
Between  30  and  40  years,  100  cases. 
Between  40  and  50  years,  80  cases. 
Between  50  and  60  years,  25  cases. 
Not  stated  in  37  cases. 

While  there  is  still  a  difference  of  opinion  as  to  the  role 
which  syphilis  plays  in  the  etiology  of  the  disease,  whether 

^Thomas,  H.  M. — "An  Analysis  of  the  Cases  of  Tabes  in  the  Johns 
Hopkins  Hospital  and  Dispensary  from  Its  Opening  in  May,  1889,  to 
December,  1898."    Bulletin  of  Johns  Hopkins  Hospital,  Vol.  10,  1899, 

p.  51. 

^Cowers. — "Diseases  of  the  Nervous  System."    Vol.  i,  p.  399. 
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it  plays  a  direct  etiologic  part  or  simply  prepares  the  tissues 
for  the  onset  of  tabes  by  weakening  them  and  bringing  about 
a  susceptibility  to  the  disease,  the  weight  of  opinion  leans  to- 
ward the  conclusion  that  tabes  is  a  post-syphiHtic  disease. 
At  any  rate,  there  is  no  doubt  but  that  syphilis  is  an  import- 
ant factor,  either  direct  or  indirect,  in  the  causation  of  tabes. 
In  our  286  cases  a  well-authenticated  history  of  syphilis  was 
present  in  166  cases,  or  a  little  over  58  per  cent.,  and  was  ab- 
solutely denied  or  absent  in  only  88  cases,  or  30.77  per  cent. 
In  32  cases,  or  a  little  over  11  per  cent.,  there  was  some 
doubt  about  the  occurrence  of  syphilis,  either  because  the  pa- 
tient, while  denying  the  disease,  gave  some  history  or  pre- 
sented some  symptoms  which  made  its  occurrence  more  than 
probable,  or  because  some  indefinite  history  of  a  sore,  or  an 
eruption,  etc.,  prevented  the  examiner  from  entirely  ruling 
out  the  disease.  Thus  there  was  only  30.77  per  cent,  of  these 
cases  absolutely  free  from  the  presence  or  suspicion  of  syphi- 
lis. This  gives  about  70  per  cent,  of  the  cases  as  having, 
either  positively  or  probably,  had  syphilis,  which  is  a  small 
percentage  as  compared  with  the  results  of  the  investiga- 
tions of  Fournier,^  who  found  syphilis  in  91.26  per  cent.; 
Erb,*  who  found  it  in  88  per  cent. ;  Rumpf,^  who  found  it  in 
90  per  cent. ;  Althaus,^  who  found  it  in  86.5  per  cent. ;  Cow- 
ers,^ who  found  it  in  80  per  cent. ;  Striimpell,®  who  noted  it  in 
90  per  cent.  On  the  other  hand,  Thomas  found  positive  sy- 
philis in  only  42.1  per  cent,  of  his  cases,  and  possible  syphilis 
in  63.1  per  cent.  These  latter  figures  are  still  smaller  than 
the  percentage  presented  here. 

In  those  cases  in  which  syphilis  had  been  undeniably  pres- 
ent, it  will  be  seen  in  Table  II.  that  the  time  between  the  oc- 

'Fournier. — "De  I'ataxie  locomotrice  d'origine  syphilitique."  An- 
nales  de  dermatologie  et  de  syphiligraphie,  2d  Serie,  Tome  iii,  1882, 
p.  19. 

*Erb. — "Tabes  und  Syphilis."  Centralblatt  fiir  die  medicinischen 
Wissenschaften,  1881,  xix..  No.  11  u.  12. 

^Rumpf. — "Syphilitischen  Erkrankungen  des  Nervensystems." 
Wiesbaden  1887,  p.  368. 

''Althaus. — "Ueber  Sclerose  des  Riickenmarks."     Leipsig. 

''Gowers. — "Diseases  of  the  Nervous  System."     Vol.  i,  p.  399. 

^Strumpell. — "Text  Book  of  General  Medicine,"  1889,  p.  597. 
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currence  of  the  chancre  and  the  first  symptom  of  tabes  no- 
ticed by  the  patient  varied  from  one  to  forty  years.  This 
point  was  not  recorded  in  57  cases.  In  11  cases,  or  10  per 
cent.,  the  first  symptom  was  noted  one  year  after  the  presence 
of  the  chancre.  Gowers^  says  that  the  first  symptom  of  tabes 
rarely  appears  within  the  first  three  years  after  the  chancre. 
In  one  case  it  was  not  noticed  until  40  years  after  the  occur- 
rence of  the  chancre,  but  in  no  other  case  was  the  time  be- 
tween the  chancre  and  the  first  symptom  more  than  29  years. 
In  two  of  the  cases  which  Thomas  reported  the  time  between 
the  chancre  and  the  first  symptom  was  30  and  40  years  re- 
spectively. 


II.      TIME  BETWEEN 

CHANCRE  AND 

FIRST  SYIV 

I  year  in 

II  cases; 

16  years  in 

3  cases ; 

2  years  in 

2  cases 

17  years  in 

3  cases ; 

3  years  in 

4  cases 

18  years  in 

9  cases ; 

4  years  in 

3  cases 

19  years  in 

I  case; 

5  years  in 

6  cases 

20  years  in 

6  cases ; 

6  years  in 

4  cases 

22  years  in 

2  cases ; 

7  years  in 

3  cases 

23  years  in 

4  cases ; 

8  years  in 

9  cases 

24  years  in 

2  cases ; 

9  years  in 

4  cases 

2y  years  in 

I  case; 

10  years  in 

8  cases 

28  years  in 

2  cases ; 

II  years  in 

5  cases 

29  years  in 

3  cases ; 

12  years  in 

13  years  in 

14  years  in 

15  years  in 

5  cases 
3  cases 
3  cases 
2  cases 

,     40  years  in 
Not  stated, 

I  case; 
57  cases . 

Total      I 

66 

Among  the  other  conditions  mentioned  in  these  histories 
as  possible  etiologic  factors  are :  alcoholism  in  6  cases ;  ex- 
posure to  heat  and  cold  in  8  cases ;  sexual  excess  in  one  case ; 
articular  rheumatism  in  one  case;  miscarriages  in  5  cases, 
and  trauma  in  4  cases.  In  almost  all  these  cases,  syphilis 
was  also  present.  The  trauma  in  one  case  consisted  of  a 
fracture  of  the  pelvis  and  sacrum  from  a  fall  of  twelve  feet 
upon  the  buttocks.  The  miscarriages  were  probably  all  due 
to  existing  syphilis. 

^Gowers. — "Diseases  of  the  Nervous  System,"  Vol.  i,  p.  400. 
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The  duration  of  the  disease  (see  Table  III.),  at  the  time 
the  initial  examination  was  made,  was  not  known  or  ascer- 
tained in  57  cases,  but  in  the  others  it  varied  from  six 
months  to  30  years.  In  65  cases  the  disease  had  been  present 
for  one  year,  in  47 cases  for  2  years,  and  in  32  cases  for  3  years, 
when  relief  was  sought  at  the  Clinic.  The  exceedingly  slow 
course  of  the  disease  in  some  cases  is  emphasized  when  it  is 
remembered  that  all  these  patients,  even  those  who  had  had 
the  disease  between  20  and  30  years,  were  able  to  walk  to  the 
Qinic. 

TABLE   III.      DURATION   OF  THE   DISEASE. 


6  months  in 

4  cases ; 

ID  years  in 

13  cases; 

9  months  in 

I  case; 

II  years  in 

I  case; 

I  year  in 

65  cases ; 

12  years  in 

3  cases ; 

2  years  in 

47  cases ; 

15  years  in 

4  cases ; 

3  years  in 

32  cases ; 

16  years  in 

2  cases ; 

4  years  in 

12  cases ; 

18  years  in 

I  case; 

5  years  in 

13  cases; 

20  years  in 

I  case; 

6  years  in 

12  cases ; 

21  years  in 

I  case; 

7  years  in 

7  cases ; 

23  years  in 

I  case; 

8  years  in 

3  cases ; 

2y  years  in 

I  case; 

9  years  in 

4  cases ; 

30  years  in 

I  case; 

Not  stated  in 

57  cases. 

There  are  three  symptoms  which,  when  all  are  present, 
establish  a  positive  diagnosis  of  tabes.  These  are  the  absence 
of  the  knee-jerks,  and  the  presence  of  the  Argyll-Robertson 
pupils  and  of  the  lightning  pains.  The  presence  of  any  two 
of  these  symptoms  makes  the  diagnosis  of  tabes  probable, 
especially  when  either  ataxia,  or  the  Romberg  symptom,  is 
present  also.  That  these  symptoms  are  not  always  present 
in  undoubted  cases  of  tabes  will  be  seen  from  the  following 
figures.  We  will  take  up  the  symptoms  of  tabes  in  our  286 
cases  in  the  order  of  their  importance  from  a  diagnostic 
standpoint,  and  of  their  frequency. 

While  we  find  the  knee-jerks  typically  absent  in  95.2  per 
cent.,  or  258  of  the  271  cases  in  which  this  symptom  is  record- 
ed, we  also  come  upon  some  interesting  variations  in  the 
condition  of  this  reflex.    In  three  cases  both  knee-jerks  were 
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present  and  normal.  In  one  case  both  knee-jerks  were  pres- 
ent but  delayed  in  their  action.  Later,  in  this  case,  both  knee- 
jerks  were  absolutely  lost.  In  two  cases  both  knee-jerks 
were  only  diminished  in  their  activity.  In  one  of  these  cases 
a  later  examination  showed  a  complete  absence  of  the  knee- 
jerks.  The  right  knee-jerk  was  normal  and  the  left  absent 
in  3  cases,  and  the  left  knee-jerk  normal  and  the  right  absent 
in  four  cases.  This  condition  indicates  that  only  one-half  of 
the  cord  was  involved  at  the  time  of  the  examination.  Thom- 
as found  the  knee-jerks  absent  in  both  knees  in  only  81  per 
cent,  of  his  cases.  The  action  of  the  knee-jerks  was  dimin- 
ished in  six  cases,  normal  in  four,  and  not  noted  in  14  of  his 
cases.  Leimbach,^^  in  a  study  of  400  cases,  noted  the  absence 
of  knee-jerks  in  92  per  cent.,  and  a  change  in  them  in  4.25 
per  cent.  Bernhardt,^^  in  46  cases  in  which  this  symptom  was 
noted,  found  the  knee-jerks  absent  in  44  cases,  or  95.6  per 
cent.,  and  present  in  two  cases.  This  percentage  is  almost 
the  same  as  that  found  in  these  286  cases. 

The  arm-reflexes,  the  elbow-  and  wrist-jerks,  were  absent 
in  13  of  our  cases,  but  were  present  or  not  recorded  in  all 
the  others.  One  of  the  cases  in  which  the  arm-reflexes  were 
absent  was  one  of  cervical  tabes  with  marked  ataxia  of  the 
arms  and  no  involvement  whatever  of  the  lower  extremities. 
The  condition  of  the  plantar,  the  abdominal  and  cremasteric 
reflexes  was  mentioned  in  a  few  of  the  cases,  but  the  number 
in  which  they  were  noted  is  so  small  that  the  figures  are  of 
no  importance. 

One  of  the  cardinal  symptoms  of  tabes  is  the  condition  of 
the  pupils  known  as  the  Argyll-Robertson  pupil,  in  which  the 
pupil  reacts  to  accommodation  but  not  to  light.  That  the 
absence  of  this  symptom  does  not,  however,  preclude  the 
diagnosis  of  tabes  we  find  from  the  examination  of  the  pu- 

^"Leimhach. — "Statistisches  zur  Symptomatologie  der  Tabes  dor- 
sahs."  Deutsche  Zeitschrift  fiir  Nervenheilkunde,  Bd.  vii.,  Abth.  5 
u.  6,  1895,  p.  493. 

''Bernhardt.— "ZuT  Pathologie  der  Tabes."  Virchow's  Arch.,  Bd. 
Ixxxiv.,  i.,  p.  I,  1881. 

And  "LFeber  das  Vorkommen  von  Neuritis  optica  bei  Tabes." 
Berlin,  klin.  Wochenschrift,  No.  28,  p.  603,  1895. 
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pils  *of  these  286  cases.  The  Argyll-Robertson  pupil  was 
present  in  both  eyes  in  only  175  cases,  or  61.18  per  cent.  It 
was  present  in  two  other  cases  in  the  left  eye  only,  the  pupil 
of  the  right  eye  in  each  case  reacting  normally.  Neither 
pupil  reacted  at  all,  to  either  light  or  accommodation,  in  15 
cases,  and  in  26  cases  both  pupils  reacted  sluggishly  only. 
The  left  pupil  did  not  react  at  all,  the  right  being  normal, 
in  6  cases,  and  the  right  pupil  reacted  sluggishly  only, 
while  the  left  responded  normally,  in  one  case.  These  figures 
give  a  total  of  78.67  per  cent,  of  cases  in  which  there  were 
changes  in  pupillary  reaction,  which  is  much  greater  than 
the  70.25  per  cent,  found  by  Leimbach.  SchafTer,  in  his  new 
book  on  tabes,  says  that  Gowers  states  that  the  Argyll-Rob- 
ertson pupil  is  only  present  in  those  cases  of  tabes  which 
have  had  syphilis.  I  have  been  unable  to  verify  this  refer- 
ence, but  in  20  consecutive  cases,  of  those  under  considera- 
tion here,  which  have  had  no  syphilis,  the  Argyll-Robertson 
pupil  was  present  in  each.  There  is  no  doubt  but  that,  if  this 
point  were  investigated  in  the  remainder  of  the  88  cases  in 
which  syphilis  was  undoubtedly  absent,  the  Argyll-Robertson 
pupil  would  be  found  in  many  more.  At  any  rate,  the  fact 
that  the  Argyll-Robertson  pupil  was  present  in  20  of  the  88 
cases,  in  which  syphilis  was  absolutely  denied,  refutes  the 
statement  credited  to  Gowers.  Of  the  other  eye  symptoms 
noted,  nystagmus  was  present  in  7  cases,  or  2.44  per  cent. 
Strabismus  was  present  in  34  cases,  and  other  ocular  paraly- 
ses, including  diplopia,  were  noted  in  58  cases.  Among  this 
latter  number  are  undoubtedly  classed  some  cases  of  strabis- 
mus also. 

Optic  atrophy,  either  well-established  or  beginning,  was 
found  in  25  cases.  In  one  case,  that  of  a  colored  man,  it 
came  on  as  the  first  and  only  symptom  except  the  blindness 
caused  by  it,  and  the  absence  of  the  knee-jerks.  Eleven  cases 
suffered  from  blindness.  There  is  a  great  variation  in  the  per- 
centage of  optic  atrophy  found  by  different  investigators  in 
cases  of  tabes.    Von  Grosz^^  found  it  present  in  88  per  cent. 

"Fon  Gross.— "D\e  Symptome  der  Tabes  dorsalis  am  Auge." 
Referat  in  Centralbl.  f.  prakt.  Augenheilkunde,  p.  181,  1896. 
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of  his  cases,  Berger^^  in  46  per  cent.,  Dillman^*  in  42  per 
cent.,  Marina^^  in  12  per  cent.,  Bernhardt  in  10.3  per  cent., 
Thomas  in  10  per  cent.,  and  Leimbach  in  6.75  per  cent.  The 
proportion  of  optic  atrophy  among  the  cases  now  under  con- 
sideration was  8.74  per  cent.,  which  it  appears  is  next  to  the 
lowest  percentage  found  by  the  above  investigators.  In  21 
cases  of  tabes  previously  studied  by  the  present  writer^®  five 
were  blind,  which  gives  nearly  24  per  cent,  of  complete  optic 
atrophy.  Among  these  21  cases  there  were  also  six  which 
showed  changes  in  the  optic  nerve  indicating  a  beginning 
atrophy.  If  we  add  these  latter  cases  to  those  of  complete 
optic  atrophy,  it  will  give  us  the  presence  of  optic  atrophy  in 
52.38  per  cent,  of  these  21  cases.  But  these  cases  were  most 
of  them  in  advanced  stages  of  the  disease,  confined  to  a  hospi- 
tal, and  therefore  one  might  call  them  selected  cases. 

Now,  if  we  add  together  the  cases  studied  by  von  Grosz, 
Berger,  Bernhardt,  Leimbach,  Thomas,  and  myself,  we  have 
1088  cases  of  tabes,  and  in  222  of  these  optic  nerve  atrophy 
was  present.  This  gives  us  a  percentage  of  20.4  for  the  oc- 
currence of  optic  nerve  atrophy  in  these  cases.  This  percent- 
age is  rather  interesting  as  the  number  of  cases  is  so  large 
and  perhaps  comes  near  the  truth  of  the  matter.  In  the  light 
of  these  figures,  it  seems  probable  that  optic  nerve  atrophy 
does  not  occur  as  frequently  in  tabes  as  some  of  the  high 
percentages  would  lead  us  to  believe,  nor  as  infrequently  as 
the  low  ones  would  indicate.  In  considering  the  effect  of  op- 
tic atrophy  upon  the  progress  of  the  disease  Benedict^^  says 

^^Berger. — "Die  Sehstorungen  bei  Tabes  dorsalis  und  Versuch 
einer  Einheitlichen  ErklarungdesSymptomen-Complexes  der  Tabes." 
Arch.  f.  Augenheilkunde,  Bd.  xix.,  pp.  305  u.  391,  1888. 

^*DiUman. — "Ueber  tabische  Augensymptome  und  ihre  diagnos- 
tische  Bedeutung  unter  gleichzeitiger  Berucksichtigung  der  Tabes- 
Syphilis  Frage,  nach  dem  Material  der  Schaeler'schen  Augenklinik 
in  Berlin."     Dissertation,  1889. 

^^Marina. — "Ueber  Multiple  Augenmuskellahmungen."  Leipsic 
und  Vienna,  1896. 

^^Bonar,  A.  B. — "Sensory  Disturbances  in  Locomotor  Ataxia.  A 
Study  of  the  Localization  of  Anesthetic  Areas  as  an  Early  Symptom." 
N.  Y.  Medical  Record,  Vol.  51,  1897,  p.  721. 

"Benedict. — "Ueber  die  Prognose  und  Therapie  der  Tabes."  Wei- 
ner  med.  Presse,  No.  34,  1887. 
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that  all  symptoms,  even  after  they  have  attained  a  high  de- 
gree, retrograde  as  soon  as  optic  atrophy  appears.  He  says 
he  has  never  known  an  exception  to  this  rule.  This  point 
has  not  been  followed  up  in  the  histories  of  our  cases  with 
optic  atrophy,  but  it  is  known  to  the  writer  that  in  one  case, 
that  of  the  colored  man  whose  first  symptom  was  blindness 
due  to  optic  atrophy,  there  has  been  no  further  advance  of 
the  disease.  The  only  symptoms  he  has  ever  presented  have 
been  the  blindness  due  to  optic  atrophy  and  a  loss  of  knee- 
jerks.  The  two  patients  of  Bernhardt,  in  whom  the  knee- 
jerks  were  present,  had  optic  atrophy  as  the  first  'symptom, 
but  whether  the  other  symptoms  of  tabes  were  held  in  check 
in  these  cases  is  not  known. 

The  symptom  which  is  often  the  first  noticed  by  the  patient 
and  is  usually  the  one  about  which  they  complain  the  most, 
is  pain.  The  sharp,  lightning  or  lancinating  pains  of  tabes 
are  characteristic  of  the  disease,  and  are  almost  invariably 
present  at  some  time  during  its  course.  In  these  286  cases 
pains  were  present  in  the  legs  in  186  cases,  or  65  per  cent.; 
in  the  thighs  in  14  cases ;  in  the  trunk  in  37  cases,  or  nearly 
13  per  cent. ;  in  the  arms  in  20  cases,  and  in  2  cases  they  were 
general.  Pains  were  also  present  in  37  cases  in  which  their 
location  was  not  stated.  In  many  of  the  above  cases  the 
pains  occurred  at  the  same  time  in  two  or  more  locations,  as 
in  the  thighs  and  legs,  or  the  trunk  and  legs,  or  the  trunk, 
arms  and  legs.  Leimbach  found  that  88.25  per  cent,  of  his 
400  cases  had  pains  in  the  legs,  and  Bernhardt  noted  them  in 
79.5  per  cent,  of  his  cases.  If,  to  our  186  cases  in  which  pains 
in  the  legs  are  definitely  noted,  we  add  the  2  cases  in  which 
they  were  described  as  general,  and  the  37  cases  in  which 
the  location  of  the  pains  was  not  noted,  in  both  of  which  lat- 
ter groups  the  legs  were  in  all  probability  the  parts  affected, 
we  find  that  78.67  per  cent,  of  the  286  cases  had  pains  in  the 
legs.  This  is  very  near  Bernhardt's,  and  comes  somewhat 
nearer  Leimbach's  percentage  and  probably  nearer  the  truth. 
Thomas  found  pains  in  the  legs  had  occurred  in  only  60  of 
his  cases  or  about  54  per  cent. 
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The  Romberg  symptom  (a  swaying  of  the  body  when 
standing  with  the  eyes  closed)  was  present  in  226  cases,  or 
79  per  cent.  This  proportion  is  about  the  same  as  in  the 
cases  of  Thomas,  who  found  this  symptom  present  in  '^6.6 
per  cent.,  but  it  is  smaller  than  in  the  cases  of  Leimbach,  who 
noted  it  in  88.75  P^^  cent. 

Ataxia  was  present  in  the  legs  in  202  cases,  or  70.62  per 
cent.,  which  is  about  the  same  frequency  as  found  by  other 
observers,  except  Bernhardt,  who  found  this  symptom  pres- 
ent in  94.1  per  cent,  of  51  cases.  Ataxia  was  also  present  in 
the  arms  in  22  of  our  cases. 

At  one  time  or  another,  but  usually  in  the  early  stages  of 
the  disease,  139  cases,  or  48.6  per  cent.,  experienced  the  gir- 
dle sensation  or  feeling  of  constriction  around  the  waist  or 
trunk,  and  5  cases  had  at  times  a  feeling  of  tightness  around 
the  knees  or  thighs  similar  to  the  girdle  sensation.  In  his 
cases  Leimbach  found  this  symptom  present  in  only  31  per 
cent.,  and  Thomas  noted  it  in  only  24  per  cent,  of  his, 
which  percentages  are  much  smaller  that  that  noted  by  the 
present  observer. 

Objective  disturbances  of  sensation,  of  which  the  patient 
is  usually  ignorant,  were  found  in  all  those  cases  in  which  this 
symptom  was  sought.  Anesthesia  to  touch,  or  to  pain,  or  to 
both,  on  the  trunk  and  legs  was  the  most  common  disturb- 
ance. Besides  this,  in  different  patients,  there  were  various 
combinations  of  anesthesia,  analgesia,  hypesthesia,  hypalge- 
sia,  hyperesthesia,  hyperalgesia,  and  delayed  sensation  to 
touch,  pain,  heat,  and  cold.  The  areas  of  anesthesia  on  the 
legs  and  arms  were  usually  of  the  stocking  and  gauntlet  type, 
and  the  sensations  of  touch  and  pain  were  the  ones  most 
commonly  afifected.  On  the  trunk  the  disturbance  usually 
consisted  of  bands  of  anesthesia  to  touch  only,  of  varying 
width  and  usually  extending  from  the  median  towards  the 
axillary  line  in  either  the  front  or  back,  or  both.  Sometimes 
two  or  more  parallel  bands  were  found,  indicating  the  simul- 
taneous invasion  of  the  cord  at  several  distinct  levels.  The 
frequency  of  this  trunk  anesthesia  in  tabes  is  shown  by  the 
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symptom  of  the  disease.  This  proportion  of  crises  in  these 
results  of  the  investigations  of  Hitzig,^®  who  first  called  at- 
tention to  trunk  anesthesia  in  this  disease,  and  who  believes 
that  it  is  practically  always  present;  Laehr/®who  found  anes- 
thetic areas  on  the  trunk  in  55  out  of  60  cases  of  tabes,  or 
91.66  per  cent.;  Patrick,^*^  who  found  this  symptom  present  in 
17  out  of  20  cases  of  tabes,  and  who  says  that  85  per  cent,  is 
a  very  conservative  estimate  of  its  frequency.  In  my  study, 
"Sensory  Disturbances  in  Locomotor  Ataxia."  Etc.,  previous- 
ly referred  to,^^  careful  and  repeated  examinations  in  twenty- 
one  cases  demonstrated  the  presence  of  disturbances  of  sen- 
sation of  some  kind  in  some  part  of  the  body  in  86  per  cent., 
that  is,  in  all  except  three  cases.  Trunk  anesthesia,  however, 
was  not  found  quite  so  frequently  in  these  cases  as  Laehr, 
Hitzig  and  Patrick  found  it  in  theirs,  for  this  symptom  was 
found  in  only  15,  or  71.43  per  cent.,  of  the  21  cases. 

Paresthesia  and  numbness  were  complained  of  in  54.54 
per  cent.,  or  156  cases.  In  Leimbach's  cases  paresthesia  was 
present  in  the  legs  in  64.5  per  cent.,  and  in  the  hands 
and  forearms  in  16.5  per  cent.,  while  Thomas  found 
numbness  recorded  as  complained  of  in  some  part  of  the  body 
in  a  little  over  40  per  cent,  of  his  cases.  As  the  number  of 
cases  from  which  Thomas'  proportion  was  obtained  is  much 
smaller  than  either  Leimbach's  or  those  now  under  consider- 
ation, the  much  greater  percentage  of  cases  wath  numbness 
found  by  Leimbach  and  myself  probably  indicates  the  fre- 
quency of  this  symptom  much  more  accurately. 

Crises  occurred  in  16.78  per  cent  of  these  286  cases. 
These  crises  were  gastric  in  character  in  36  cases,  intestinal 
or  diarrheal  in  5  cases,  "simulating  migraine"  in  one  case, 
coughing  (probably  laryngeal)  in  one  case,  laryngeal  in  4 
cases,  and  in  one  case  a  crisis  is  mentioned,  but  its  nature  is 
not  stated.    In  a  number  of  cases  a  gastric  crisis  was  the  first 

^Hitzig. — "Ueber  traumatische  Tabes  und  die  Pathogenese  der 
Tabes  im  Allgemein.''     Berlin,  1894. 

^^Laehr. — "Ueber  Sensibilitatsstorungen  bei  Tabes  dorsalis  und 
ihre  Localization."     Archiv  fiir  Psychiatrie,  xxvii.,  p.  688,  1895. 

^Patrick,  H.  T. — "Anesthesia  of  the  Trunk  in  Locomotor  Atax- 
ia."    New  York  Medical  Journal,  Feb.  6,  1897. 


270 


ALLAN  BLAIR  BONAR. 


symptom  of  the  disease.  This  proportion  of  crises  in  these 
cases  is  much  greater  than  that  found  by  Leimbach  (5.25  per 
cent.)  in  his  cases,  or  by  Thomas  (10.8  per  cent)  in  his.  Thom- 
as noted  9  gastric,  2  laryngeal  and  one  rectal  crisis  in  his  1 1 1 
cases.  It  is  evident  from  these  figures  that  gastric  crises  are 
the  most  common  and  that  laryngeal  or  rectal  crises  are  next 
in  frequency. 

One  of  the  most  common  symptoms,  of  which  those  af- 
flicted with  this  disease  complain,  is  vesical  disturbance.  In 
62.23  per  cent.,  or  178  cases,  there  was  bladder  trouble,  more 
often  incontinence  than  retention  of  the  urine.  This  vesical 
disturbance  occurred  most  frequently  during  the  early  years 
of  the  disease.  Incontinence  sometimes  changed  to  reten- 
tion and  vice  versa,  or  the  two  conditions  alternated  for  years. 
In  83  cases  in  which  this  symptom  was  sought  for,  Thomas 
found  it  present  in  65  per  cent.,  which  nearly  agrees  with  the 
percentage  here  stated.  Leimbach,  however,  noted  bladder 
trouble  in  80.5  per  cent,  of  his  400  cases,  and  Bernhardt  in 
74.07  per  cent,  of  his  58  cases. 

Sexual  weakness,  consisting  of  loss  of  desire  or  of  sexual 
power,  or  both,  was  present  in  17,  or  6  per  cent.,  of  the  286 
cases.  In  some  cases  the  desire  and^  power  returned  after  a 
variable  length  of  time.  This  very  low  percentage  of  weak- 
ness or  loss  of  sexual  desire  and  power  is  remarkable,  and  a 
failure  to  interrogate  all  the  patients  for  this  symptom  is 
probably  the  cause,  for  Leimbach  found  it  present  in  58.25 
per  cent,  of  his  400  cases,  Bernhardt  in  43.7  per  cent,  of  49 
cases,  and  Thomas  in  84  per  cent,  of  the  75  cases  in  which 
it  was  sought. 

Eighty-one  cases,  or  28.32  per  cent.,  suffered  from  a  loss 
of  muscular  sense.  This  loss  was  so  marked  in  some  cases 
that  the  patient  would  lose  his  legs  in  bed  or  when  sitting 
at  a  table.  In  very  few  of  the  cases  was  there  a  loss  of  mus- 
cular sense  in  the  arms  and  hands.  In  these  cases  it  consist- 
ed of  an  inability  to  differentiate  between  objects  of  the  same 
size  and  shape  but  of  different  weights  (astereognosis).  An 
examination  of  44  of  Thomas'  cases  gave  a  loss  of  muscular 
sense  in  38,  or  86  per  cent.    Undoubtedly  many  of  these  286 
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cases  under  consideration  here  were  not  examined  for  this 
symptom,  which  will  explain  the  small  number  in  which  it  is 
reported. 

There  were  trophic  disturbances  of  the  joints  in  6  cases. 
Three  of  these  were  diagnosed  as  "Charcot  joints,"  the  knees 
being  the  parts  affected.  In  the  other  three  cases  the  con- 
dition recorded,  "a  swelling  of  the  knee,"  was  undoubtedly  a 
Charcot  joint  in  each.  In  fact,  in  two  of  these  latter,  a 
subsequent  addition  to  the  history  states  that  the  swelling 
had  become  a  typical  Charcot  joint.  Leimbach  found  ar- 
thropathies in  only  1.75  per  cent,  of  his  cases,  which  is  slight- 
ly less  than  the  number,  2.1  per  cent.,  found  in  these  cases. 
Thomas  reported  five  typical  Charcot  joints,  and  suspicious 
enlargement  of  the  joint  in  three  other  cases,  one  of  which 
latter  developed  into  an  undoubted  tabetic  arthropathy  of  the 
right  thumb.  Of  the  5  Charcot  joints  noted  by  Thomas,  3 
were  located  in  the  knee,  one  in  the  shoulder,  and  one  in  the 
elbow.  The  6  arthropathies  here  reported  affected  the  knee- 
joint  in  each  case. 

Perforating  ulcers  of  the  feet  occurred  in  four  cases.  One 
of  these  patients  had  3  ulcers  at  one  time  on  one  foot.  Thom- 
as reported  the  occurrence  of  perforating  ulcers  five  times 
in  his  III  cases. 

Muscular  atrophy  was  observed  in  three  cases  in  the  legs, 
and  in  one  case  in  the  arms.  In  two  cases  a  "weakness  in 
the  peroneal  group"  was  reported.  Several  patients  com- 
plained of  a  general  weakness,  and  of  a  loss  of  weight. 

The  other  less  common  symptoms  observed  were  a  trem- 
or of  the  face  and  tongue  in  two  cases,  and  of  the  hands  in 
three  cases ;  anosmia  (complete),  in  three  cases ;  loss  of  taste 
in  one  case ;  deafness  in  two  cases,  and  vertigo  in  one  case. 

For  convenience  in  reference  and  comparison  we  will  tab- 
ulate the  above  symptoms  in  the  order  of  their  frequency, 
giving  the  percentage  of  the  cases  in  which  each  symptom 
was  noted: — 

PER  CENT. 

Loss  of  knee-jerks 95.2 

Changes  in  knee-jerks 3.69 
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Romberg   symptom    79.02 

Change  in  pupillary  reaction 78.67 

Pains  in  the  legs 78.67 

Ataxia  in  legs 70.62 

Vesical    disturbance    62.23 

Paresthesia  and  numbness 54-54 

Girdle   sensation    48.6 

Loss  of  muscular  sense 28.32 

Crises     16.78 

Pains  in  trunk 12.93 

Optic  nerve   atrophy 8.74 

Ataxia  in  arms 7.69 

Pains   in  arms 6.99 

Loss  or  diminution  of  sexual  instinct 6. 

Pains  in  thighs 4.89 

Ocular  paralyses  (strabismus,  diplopia,  etc.)..   3.21 

Nystagmus 2.44 

Arthropathies   2.09 

Constriction  around  legs  or  thighs 1.74 

Tremors    i  .74 

Perforating  ulcers  of  foot 1.39 

Muscular  atrophy   i  .39 

Anosmia    i  .04 

Deafness    0.69 

Vertigo    0.34 

Loss  of  taste 0.34 

Inasmuch  as  the  number  of  cases  here  studied  is  so  large, 
the  percentages  in  the  above  table  are  of  interest  and  value. 
It  is  only  by  the  gathering  together  of  large  numbers  of  cases 
that  satisfactory  deductions  can  be  made  from  the  percen- 
tages obtained.  The  symptoms  of  tabes  are  practically  never 
all  present  in  one  patient.  They  occur  in  such  a  great  varie- 
ty of  combinations,  that  it  is  only  by  studying  a  large  number 
of  cases  that  we  can  arrive  at  any  true  conclusion  concerning 
the  frequency,  duration,  and  importance  of  the  different 
symptoms.  It  is  with  the  hope  that  the  above  cases  will 
prove  of  more  than  passing  interest  that  they  are  presented. 

It  is  to  be  regretted  that  one  or  two  of  the  symptoms 
were  not  sought  for,  or  at  least  not  recorded,  in  a  few  of  the 
cases. 

I  wish  to  thank  Prof.  M.  Allen  Starr  for  his  kind  permis- 
sion to  publish  these  cases. 
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The  discovery  of  the  clinical  significance  of  the  knee-jerk, 
by  Westphal  and  Erb,  was  probably  the  greatest  single  step 
in  neurological  diagnosis  ever  made.  It  remains  and  pro- 
bably w^ill  remain,  the  pre-eminent  reflex;  for  in  any  brain- 
lesion,  and  in  any  lesion  of  the  upper  part  of  the  cord,  the 
knee-jerk  reveals  practically  all  that  any  cord-reflex  can  re- 
veal ;  and  in  lesions  of  the  lower  part  of  the  cord  the  lumbar 
region  is  involved  in  the  majority  of  cases. 

No  reflex  in  the  upper  part  of  the  body, — even  if  one  were 
found  as  constant  as  the  knee-jerk — can  therefore  be  expect- 
ed to  equal  the  knee-jerk  in  clinical  importance. 

Apart  from  this  consideration  there  is  a  law  in  neuro- 
physiology which  forbids  us  to  hope  that  any  reflex  having 
its  center  in  the  cervical  cord  can  speak  as  clearly  of  condi- 
tions in  this  part  of  the  cord  as  the  knee-jerk  does  of  conditions 
in  the  lumbar  enlargement.  This  law  relates  to  the  inhibitory 
control  exercised  by  the  brain  over  all  reflexes,  and  is  to  the 
effect  that  the  nearer  we  approach  the  brain,  in  testing  reflex- 
es at  successive  levels,  the  greater  is  this  checking  influ- 
ence and  the  less  distinct  the  reflex  action.  However,  so 
much  do  we  feel  the  need  of  additional  means  for  diagnosis 
when  affections  of  the  cervical  cord  are  under  consideration, 
that  any  new  suggestion  is  welcomed,  and  should  be  given  a 
conscientious  trial,  even  in  the  face  of  theoretical  discourage- 
ments. 

In  the  Neurologisches  CentralUatt  of  March  i,  1900,  von 
Bechterew  announces  a  new  reflex  having  its  center  in  the 
cervical  enlargement  of  the  cord.  He  gives  to  it  the  name 
scapulo-humeral  reflex,  and  claims  for  it  a  constancy  greater 
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than  that  of  the  biceps  and  triceps  jerks  or  the  scapular  and 
pahnar  cataneous  reflexes.  This  new  reflex,  the  author  says, 
"is  elicited  by  the  percussion-hammer  along  the  entire  inner 
edge  of  the  shoulder  blade  beneath  the  inner  angle  of  the 
same — most  markedly  however,  at  the  inner  edge  of  the 
scapula  near  the  augulus  inferior.  It  consists  chiefly  in 
adduction  of  the  corresponding  humerus  toward  the  trunk, 
often  also  in  slight  outward  rotation,  mainly  produced  by 
contraction  of  the  infraspinatus  muscle,  and  apparently  of 
the  teres  minor.  Not  rarely,  however,  by  extending  to  the 
deltoid  and  flexors  of  the  fore-arm  (especially  the  biceps) 
the  usual  reflex  leads  to  abduction  of  the  arm  and  to  slight 
flexion  in  the  elbow  joint." 

Von  Bechterew  then  enumerates  the  conditions  which 
affect  this  reflex.  Briefly,  it  is  absent  in  poliomyelitis,  in  the 
spinal  form  of  progressive  muscular  atrophy,  and  in  neuritis, 
when  the  shoulder-girdle  muscles  are  affected;  it  is  dimin- 
ished or  absent  in  muscular  dystrophy  and  in  "rigidity  of  the 
spinal  column ;"  it  is  exaggerated  in  cerebral  hemiparesis  or 
hemiplegia,  especially  when  there  is  marked  atrophy  of  the 
shoulder-girdle  muscles.  So  in  determining  whether  such 
atrophy  be  of  spinal  or  neuritic,  or  of  cerebral  origin,  in  a 
given  case,  the  state  of  the  scapulo-humeral  reflex  is  "signifi- 
cant." 

Haenel,  in  the  same  journal,  of  the  date  May  ist,  1900, 
reports  results  of  testing  for  this  reflex  in  120  normal  sub- 
jects, with  his  conclusion  that  the  scapulo-humeral,  while  a 
true  and  serviceable  reflex,  yet  ranks  below  those  of  the  tri- 
ceps, radial-periosteum  and  biceps  in  constancy,  exceeding 
in  this  regard  only  the  ulno-periosteal  reflex. 

Dr.  F.  X.  Dercum  suggested  to  me  last  August  that  I 
study  this  reflex  in  the  nervous  wards  of  the  Philadelphia  Hos- 
pital, to  learn  particularly  the  character  and  the  degree  of 
constancy  of  von  Bechterew's  reflex  in  hemiplegia  and  in  spin- 
al muscular  atrophy.  I  now  report  my  findings  in  122  cases, 
mostly  of  organic  diseases,  as  follows : 
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Hemiplegia     71 

(Left— 44;   right— 27) 

Progr.  muse,  atrophy  (spinal)    4 

Locomotor  ataxia   9 

Cerebro-spin.    syphilis    3 

Pott's  disease  of  spine 6 

'  (Cervical — 2;   dorsal — ^4) 

Infantile  diplegia   3 

Disseminated   sclerosis    7 

Amyotrophic  lat.   sclerosis    4 

Syringomyelia    2 

Friedreich's   ataxia    

Crossed  paralysis    , 

Pseudo-muscular  hypertrophy   

Epilepsy     

Lead  palsy  (wrist-drop)    

Traumatic   monoplegia    

Alcoholic   neuritis    

Thrombosis  right    axillary    artery    with    pseudo 

ankylosis   

Left  (cerebral)  hemianesthesia   

Brain-tumor   

Paretic  dementia    i  122 

First,  as  to  the  constancy  of  the  scapulo-humeral  reflex. 
There  was  no  response  on  tapping  at   von   Bechterew's 
point  (i  in  the  diagram)  in  40  cases,  as  follows  : 

Hemiplegia  14 

(Left  8;  right  6) 

Locomotor    ataxia    8 

Progr.  muse,  atrophy  (spinal)   4 

Dorsal  Pott's  disease  2 

Cervical  Pott's  disease  i 

Disseminated   sclerosis    2 

Infantile   diplegia    I 

Traumatic   monoplegia    i 

Neuritis   following  axillary  thrombosis    i 

Lead  palsy   3 

Friedreich's   ataxia    i 

Syringomyelia    2            40 

Percussing  with  the  hammer  at  the  base  of  the  scapular 
spine  (point  2  in  the  diagram),  where  Haenel  says  "the  reflex 
may  be  best  obtained,"  did  induce  a  motion  when  none  was 
obtained  by  percussing  at  point  i,  in  the  following  cases:  on 
the  left  side  in  one  case  of  cervical  Pott's  and  in  3  cases  of 
left  hemiplegia.  In  one  of  these  latter  cases  a  reaction  was 
obtained  also  at  the  point  of  the  shoulder  (end  of  acromion — 
point  3  in  diagram).  Moreover  in  2  cases  of  right  hemiplegia 
and  in  one  of  dorsal  Pott's,  negative  at  both  i  and  2,  a  reac- 
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tion  was  obtained  at  point  3.  In  one  case  of  left  hemiplegia, 
one  of  spinal  muscular  atrophy,  one  of  syringomyelia,  one  of 
cervical  Pott's,  and  in  the  case  of  ''neuritis  following  throm- 
bosis of  the  axillary  artery,"  a  reaction  was  obtained  by  strik- 
ing the  body  of  the  infraspinatus  (point  4  in  the  diagram), 
and  nowhere  else :  this  reaction  consisting,  in  each  case,  in 


S^t^Z. 


strong  external  rotation  of  the  upper  arm,  apparently  due 
to  a  direct  contraction  of  the  infraspinatus  muscle. 

All  the  arm-reflexes  were  absent,  along  with  von  Bech- 
terew's,  in  the  following  cases :  left  hemiplegia  i ;  progr.  m. 
atrophy  (spinal)  3  (except  slight  wrist-jerk  in  one) ;  trauma- 
tic monoplegia  i ;  dissem.  sclerosis  i. 

In  the  33  other  cases,  negative  as  to  the  von  Bechterew 
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reflex,  the  biceps  and  triceps  jerks  were  present  in  varying 
degrees  of  activity,  and  it  was  not  apparent  why  the  scapulo- 
humeral alone  should  be  abolished. 

Still,  on  von  Bechterew's  premise  this  diminution  or  ab- 
sence of  his  reflex  might  have  been  expected  in  the  8  cases 
of  loc.  ataxia,  4  cases  of  spinal  muse,  atrophy,  i  case  of  cer- 
vical Pott's  (perhaps),  i  case  of  neuritis  following  thrombo- 
sis, I  case  of  traumatic  monoplegia,  i  case  of  Friedreich's 
ataxia,  2  cases  of  syringomylia ;  total  18  cases. 

Its  unexpected  absence  in  the  other  22  cases  is  probably 
accounted  for  in  the  majority  as  follows : 

By  extreme  atrophy  and  contracture  in  8  instances ;  athe- 
tosis in  2  (hardly) ;  enormous  adiposis  in  i ;  incomplete  relax- 
ation in  2  demented  patients ;  complicating  paralysis  agitans 
in   I. 

No  explanation  was  apparent  for  its  absence  in  2  cases 
of  hemiplegia,  one  of  disseminated  sclerosis,  the  3  of  lead  pal- 
sy, and  the  tw^o  of  dorsal  Pott's  disease.  On  the  other  hand, 
in  no  case  was  the  scapulo-humeral  reflex  present  when  it 
should  have  been  absent.  In  short,  its  presence  is  significant ; 
its  absence  is  an  uncertain  sign. 

Second,  as  to  the  components  of  the  scapulo-humeral  re- 
flex; that  is,  the  muscles  implicated,  and  the  motion  of  the 
arm  resulting.  These  showed  no  constancy.  In  48  cases  the 
deltoid  could  be  seen  and  felt  in  action ;  in  48  the  biceps — the 
corresponding  motions  of  abduction  of  the  upper  arm  and 
flexion  of  the  forearm  being  observed.  Adduction  of  the  up- 
per arm  occurred  only  10  times.  Rotation  of  the  forearm  oc- 
curred in  20  cases, — external  in  10  cases,  internal  in  10.  Gen- 
erally this  rotation  was  due  apparently  to  the  action  of  the 
biceps.  Rotation  of  the  upper  arm  was  seen  in  only  12  cases ; 
external  in  6  of  these,  internal  in  the  other  6.  Excitation  of 
even  such  distant  muscles  as  those  on  the  anterior  part  of  the 
thorax  often  took  place,  the  pectoralis  major  contracting 
rather  strongly  in  19  cases.  This  muscle,  indeed,  appeared  to 
be  dominant  in  8  cases,  the  motion  of  the  arm  being  adduc- 
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tion  in  4  of  them,  internal  rotation  in  the  other  4.    In  5  cases 
the  triceps  acted,  in  4  the  trapezius. 

The  most  frequent  combination  of  motions,  among  all 
cases,  was  abduction  of  the  upper — with  flexion  of  the  fore- 
arm, and  a  movement  of  the  shoulder  blade  which  I  call  "ad- 
duction of  the  scapula."  This  latter  phenomenon  occurred 
36  times.  It  consists  in  a  jerk  of  the  lower  angle  of  the  scap- 
ula in  the  direction  of  the  spinal  column,  and  is  probably  due 
to  the  action  of  the  rhomboid  muscles.  We  may  conclude, 
then,  as  Haenel  did  from  his  study  of  normal  subjects,  that 
the  motion  which  von  Bechterew  describes  as  usual,  namely, 
adduction  and  external  rotation  of  the  upper  arm,  is  not  so 
common  as  is  abduction  of  the  upper,  with  flexion  of  the 
forearm,  which  von  Bechterew  thought  to  be  only  occasion- 
al. Von  Bechterew's  statement  as  to  the  differential  value 
of  the  reflex  in  atrophies  of  various  origin,  is  rather  indefi- 
nite. Shoulder-girdle  atrophy  of  considerable  degree  was, 
present  in  36  cases  of  my  series,  and  while  in  25  of  these 
(hemiplegics),  accentuation  of  the  reflex,  which  generally  oc- 
curred, and  in  6  (4  of  progr.  muse,  atrophy,  i  of  cervical 
Pott's,  I  of  Friedreich's  ataxia)  absence  of  it — corresponded 
with  von  Bechterew's  statement;  yet  in  the  other  5  cases  of 
atrophy  (i  of  cervical  Pott's,  2  of  amyotrophic  lat.  sclerosis, 
and  2  of  cerebro-spin.  syphilis)  we  see  examples  of  atrophy 
of  cord  origin  with  an  active  scapulo-humeral  reflex.  In  a 
case  recently  exhibited  by  McCarthy  at  the  Neurological  So- 
ciety, shoulder-girdle  and  arm-atrophy,  due  unquestionably 
to  cord-disease  at  the  level  of  the  5th  or  6th  cervical  segment, 
was  accompanied  by  exaggeration  of  the  scapulo-humeral 
and  all  other  reflexes,  presumably  on  account  of  lateral- 
tract  involvement. 

The  more  precise  statement,  therefore,  would  be:  in 
lesions  of  the  upper  segment  of  the  motor  system  (pyramidal 
tracts),  the  reflex  is  increased ;  in  lesions  involving  the  reflex 
path  (peripheral  nerves  or  spinal  cord),  it  is  diminished  or  ab- 
sent. Thus  the  scapulo-humeral  reflex  is  an  analogue  of  the 
knee-jerk  (Dercum). 
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This  reflex  is  less  constant  than  those  of  the  biceps  and 
triceps.  It,  or  a  similar  reflex  may  be  obtained  about  as  well 
at  the  point  of  the  shoulder ;  it  may  be  elicited  at  the  base  of 
the  scapular  spine  as  well  as,  or  even  better  than,  at  the  lower 
angle. 

Its  muscular  components  are  so  variable  and  widespread, 
the  reflex  is  so  complicated  and  indefinite  as  compared  with 
the  others,  that  we  shall  not  feel  much  confidence  in  any  de- 
ductions drawn  from  it  until  clear  post-mortem  data  shall 
have  established  its  exact  correspondence  with  a  somewhat 
limited  portion  of  the  cervical  enlargement. 
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By  Dr.  Charles  Cary, 
professor  of  clinical  medicine,  university  of  buffalo; 

AND    Dr.  Julius  Ullman, 

INSTRUCTOR  OF  CLINICAL  MEDICINE,  UNIVERSITY  OF  BUFFALO, 
BUFFALO,   NEW   YORK. 

It  is  not  uncommon  to  note  in  the  course  of  epilepsy  of 
long  duration  that  the  convulsive  attack  is  preceded,  followed 
or  accompanied  by  psychical  disturbance.  This  may  occur 
as  mania,  dementia,  melancholia,  periodical  insanity,  or  par- 
anoia, which  in  turn  may  not  infrequently  be  associated  with 
homicidal  tendencies  or  other  impulsive  acts. 

It  is  of  the  utmost  importance  to  know  that  these  insani- 
ties occur,  for  their  recognition  and  diagnosis  in  medico-le- 
gal cases  are  of  value. 

We  recall  the  homicidal  tendencies  in  an  epileptic  patient 
at  the  Buffalo  State  Hospital  who  became  very  violent  in  one 
of  these  psychical  conditions,  and  at  one  time  made  a  hom- 
icidal attempt  on  his  attending  physician  with  a  large  bread 
knife  obtained  from  the  diet  kitchen.  This  man  had  lucid  in- 
tervals, and  having  charged  the  management  of  the  hospital 
with  confining  him,  a  sane  individual  against  his  will  and  con- 
sent, was  taken  through  habeas  corpus  proceedings  to  court, 
where  unfortunately  for  his  case,  he  was  seized  with  another 
violent  maniacal  attack  in  which  he  threatened  bodily  injury 
to  the  judge. 

So  also  the  case  of  Sadie  Mc.,^an  epileptic,  sent  to  the  hos- 
pital as  a  criminal  prisoner  by  the  court.  The  case  caused 
wide-spread  interest  by  reason  of  the  heinousness  of  her  of- 
fense. The  patient  was  a  children's  maid,  and  in  a  mental  par- 
oxysm having  a  delusion  in  regard  to  her  mistress,  she  threw 
two  children  from  a  considerable  elevation  off  a  bridge  killing 
one.  This  case  was  interpreted  from  the  evidence  as  one  of 
epileptic  insanity. 

^"The  People  vs.  Sadie  McMullen,  a  Medico-Legal  Case."  Wil- 
liam C.  Krauss;  Journal  of  Nervous  and  Mental  Disease,  July,  1891, 
p.  416. 
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In  these  cases  we  have  very  good  examples  of  a  sudden 
insanity  added  to  an  epilepsy  which  was  recognised  by  its  he- 
reditary tendencies  and  its  symptoms,  following  a  trauma  or 
occurring  idiopathically.  They  belong  to  the  group  of  post- 
epileptic insanity. 

Falret  has  described  the  intellectual  petit  mal  with 
semi-consciousness  and  confused  memory;  in  which  it  is  dif- 
ficult to  enlist  the  attention.  These  patients  leave  home  sud- 
denly and  wander  aimlessly.  During  such  attacks,  which  may 
vary  from  a  few  hours  to  a  few  days,  such  a  person  loses  his 
self-consciousness,  and  may  do  some  impulsive  act,  commit 
murder,  or  incendiarism,  steal,  expose  his  person,  or  com- 
mit other  indecent  acts. 

According  to  Fere^  the  psychical  seizures  may  replace  the 
convulsive  attack,  or  may  occur  indpendently  of  any  con- 
vulsive attack  and  are  to  be  regarded  as  psychical  equivalents. 

Robert  Louis  Stevenson  in  his  wonderful  character  study 
of  Dr.  Jeckyl  and  Mr.  Hyde  must  have  had  this  type  of  epi- 
leptic in  mind. 

Many  of  these  acts  are  complex  and  are  carried  out  with 
a  great  deal  of  reason  and  often  with  much  cunning,  as  wit- 
ness the  case  reported  by  Lesigne  and  Legrand  du  Saulle,  of 
a  patient  who  took  passage  at  Havre  and  did  not  regain  his 
normal  consciousness  until  he  arrived  at  Bombay. 

A  case  worthy  of  notice  which  from  our  observation  and 
that  of  our  colleague  Dr.  James  W.  Putnam  belongs  to  this 
class  of  psychical  equivalent  of  an  epileptic  paroxysm  is  the 
following : 

B.  C. was  found  by  the  Buffalo  police  aimlessly  wan- 
dering through  the  streets  of  Buffalo.  He  was  taken  to  the 
station  house,  but  was  unable  to  answer  any  of  the  questions 
pertaining  to  himself.  At  the  request  of  the  police  a  physi- 
cian examined  him,  and  advised  his  removal  to  the  hospital, 
suggesting  that  he  might  be  suffering  from  a  temporary  in- 
sanity following  influenza,  which  was  then  prevalent. 

He  was  taken  to  the  Buffalo  General  Hospital,  service  of 
Dr.  Gary.    He  could  not  remember  his  name  nor  that  of  his 

'"Twentieth  Century  Practice  of  Medicine."  pp.  603-606. 
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friends,  and  exhibited  a  complete  amnesia.  When  asked  his 
name  he  would  think  intently  and  answer :  "I  cannot  remem- 
ber, the  papers  in  my  pocket  will  tell  who  I  am.  I  have  such 
a  pain  in  my  head."  He  would  accompany  this  remark  by 
raising  his  hand  to  his  head. 

He  would  speak  occasionally  of  the  Senator,  but  when 
asked  the  name  of  the  Senator  would  reply  that  he  lived  but 
three  doors  from  his  home.  He  would  ask  for  his  wife,  but 
was  unable  to  give  her  name.  If  questioned,  he  apparently 
heard  the  words  but  could  not  obtain  their  meaning,  and  he 
reminded  us  much  of  a  case  of  amnesic  aphasia.  He  asked 
for  a  cigarette,  and  being  given  one  with  a  match  made  no 
effort  to  smoke  it.  His  pocket-book  contained  considerable 
money  and  a  check,  and  by  reason  of  papers  found  the  iden- 
tity of  the  patient  became  known  to  us.  He  thought  that  he 
was  in  Roosevelt's  Hospital,  New  York.  The  finding  of  the 
patient's  money  and  valuables  excluded  any  supposition  that 
he  had  been  drugged  and  robbed,  and  no  symptoms  of  drugs 
were  obtained. 

The  skull  was  examined  for  evidence  of  fracture  or  other 
violent  traumatism  with  negative  result. 

The  pupils  were  slightly  irregular  but  responded  readily 
to  light.  There  was  no  paralysis  or  paresis  of  any  muscles 
supplied  by  the  cranial  nerves,  nor  was  there  paralysis  or  pa- 
resis of  the  extremities. 

There  was  some  hyperesthesia  especially  marked  about 
the  head,  but  no  other  symptoms  were  present  suggesting 
meningitis,  brain  growth,  or  cortical  irritation.  The  knee- 
jerks  were  exaggerated.  The  bladder  and  rectum  were  nor- 
mal. Temperature,  pulse  and  respiration  were  quite  normal; 
urinalysis  was  negative.  The  thoracic  and  visceral  organs 
gave  negative  findings. 

Every  condition  was  excluded  except  either  a  possible 
epilepsy  or  cerebral  syphilis.  No  drugs  were  given  and  it 
was  anticipated  that  his  sensorium  would  eventually  become 
clear. 

He  remained  in  this  condition  from  his  admittance,  Jan- 
uary 6,  1901,  to  the  evening  of  Wednesday,  January  9.  Dur- 
ing this  time  the  patient  was  repeatedly  examined  and  ques- 
tioned as  to  his  history  but  with  no  avail.  Wednesday  even- 
ing the  patient  noticed  that  one  of  the  electric  lights  in  his 
room  had  a  shade  while  the  others  had  none.  He  then  for 
the  first  time  remarked  to  the  nurse  that  he  was  in  a  strange 
room,  and  that  he  did  not  understand  how  he  happened  there. 
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He  gradually  recovered  his  memory  to  the  preceding  Friday, 
i.e.,  there  was  total  amnesia  from  Friday  noon  until  the  fol- 
lowing Wednesday  evening.  Having  regained  his  conscious- 
ness the  following  history  was  obtained: 

B.  C,  28,  contractor,  born  in  the  United  States,  niarried. 

Family  history: — Father  died  when  56  years  old  as  a  re- 
sult of  a  paralytic  stroke.  A  grandfather  on  father's  side  was 
a  college  professor,  and  lived  to  be  102  years  of  age.  Mother 
died  when  about  34  years  old  of  what  he  termed  ''rheumatism 
of  the  heart."  She  was  14  years  old  when  she  married,  the 
father  being  42. 

Has  three  brothers  and  one  sister,  all  living  and  well.  A 
brother  when  a  child,  had  "fainting  spells,"  and  many  spe- 
ciaHsts  in  New  York  City  were  consulted.  On  the  advice  of 
a  friend  the  child  was  taken  to  a  religious  order  in  Hoboken 
and  cured. 

Present  history: — Had  all  the  diseases  of  childhood,  and 
when  9  years  old  had  typhoid  fever. 

Has  never  been  a  drinking  man  nor  has  he  any  mani- 
festations of  specific  disease. 

Last  July  while  sea-bathing,  he  dived  from  a  raft  and 
struck  his  head  on  the  sea-bottom.  He  was  taken  out  of  the 
water  in  an  unconscious  condition  and  carried  to  the  hotel.  He 
remained  in  this  state  for  two  to  three  hours.  There  was  no 
fracture  nor  any  paralysis  following,  but  the  right  side  of  the 
body  became  somewhat  edematous  and  there  was  paresthesia, 
but  he  recovered  in  a  few  days.  At  present  pressure  on  the 
vertex  causes  perceptible  pain  but  no  scar  can  be  seen  or  felt. 
He  does  not  remember  ever  having  had  any  other  injury  to 
his  head.  Since  the  injury  he  often  talks  in  his  sleep.  Being 
much  interested  in  the  successful  campaign  of  his  friend  Sen- 
ator P.,  he  worked  diligently  in  his  behalf.  He  has  also  been 
much  worried  because  of  the  ill  health  of  his  wife. 

Friday  morning,  January  4,  1901,  the  patient  after  his 
breakfast  went  from  his  home  on  52nd  St.,  New  York,  down 
town  to  transact  some  business.  He  returned  at  about  i 
P.M.  to  go  to  his  home,  and  all  that  he  can  remember  is  that 
to  save  time  he  took  an  elevated  train. 

In  the  meantime,  in  his  subconscious  state,  he  had  made 
a  railway  journey  from  New  York  City  without  bodily  harm 
to  himself  and  with  his  money  intact.  He  had  railway  passes 
on  all  roads. 

All  that  transpired  from  the  time  he  took  the  elevated 
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train  to  the  time  he  regained  his  normal  state  is  an  intellec- 
tual blank  to  him. 

He  was  quite  weak  and  lost  strength  as  the  result  of  his 
illness,  but  left  Friday  for  his  home  in  New  York,  having  re- 
gained all  his  mental  faculties. 

We  have  heard  from  the  patient  since  his  return.  He  has 
had  another  similar  attack  but  of  shorter  duration,  lasting 
some  three  and  one-half  hpurs,  and  is  going  to  submit  to  an 
operation  for  relief. 


CASES  ILLUSTRATING  THE  DIFFERENTIAL  DIAGNOSIS 
OF  CEREBRAL  AND  HYSTERICAL  HEMI- 
ANESTHESIA. 

By  Charles  K.  Mills,  M.D., 

AND 

Theodore  H.  Weisenberg,  M.D. 

The  following  cases,  three  of  which  were  exhibited  at  the 
Philadelphia  Neurological  Society,  December  17,  1900,  were 
studied  in  the  Men's  Nervous  Wards  of  the  Philadelphia  Hos- 
pital. 

Case  L — Complete  and  Persistent  Hemianesthesia  Probably 
due  to  Lesion  of  the  Thalamus.  E.  R.,  married,  white,  aged  70, 
a  painter,  was  perfectly  well  up  to  eight  years  ago,  when  he 
fell  about  thirty  feet  from  a  scaffold,  striking  on  the  right 
side.  He  was  unconscious  for  twenty-four  hours.  On  recov- 
ery he  had  paralysis  of  the  right  half  of  the  body,  with  total 
loss  of  sensation.  Since  then  he  has  regained  almost  com- 
plete use  of  the  arm  and  leg,  but  anesthesia  still  remains. 
Examination  shows  absence  of  all  forms  of  sensation  for  the 
right  half  of  the  body,  including  the  right  half  of  the  tongue, 
the  mucous  membrane  of  the  mouth  and  nose,  and  of  the 
palpebral  but  not  of  the  bulbar  conjunctiva.  The  anesthesia 
is  not  limited  to  the  median  line  of  the  body,  but  extends  in 
some  places  a  little  to  the  other  side,  as  on  the  chest.  As- 
tereognosis  is  present  as  tested  in  the  anesthetic  hand.  In 
this  case  the  anesthesia  has  remained  constant,  the  same  re- 
sults being  obtained  on  repeated  examinations. 

Taste,  smell  and  hearing  are  absent  on  the  affected  side. 

The  lesion  in  this  case  probably  involves  the  thalamus,  as 
is  shown  by  the  completeness  and  constancy  of  the  absence 
of  the  sensory  phenomena. 

Case  II. — Hemianesthesia  Most  Marked  Distally  Probably 
Due  to  Lesion  of  the  Thalamus  and  Adjacent  Capstde  and  Sub- 
cortex. W.  K.,  white,  married,  aged  66,  cement  worker,  de- 
nied syphilis,  but  was  a  moderate  drinker,  had  been  healthy 
until  fifteen  weeks  since,  when,  while  working  in  the  street 
on  a  hot  day,  he  fell  and  was  unconscious* for  about  twenty 
hours.  On  recovery  he  had  a  complete  right-sided  hemiple- 
gia.   His  speech  was  not  affected. 

He  was  admitted  to  the  Philadelphia  Hospital  five  weeks 
after  the  "stroke."    When  admitted  he  had  regained  partial 
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use  of  the  right  arm  and  leg,  the  leg  having  improved  more 
than  the  arm.    The  arm  shows  moderate  contracture. 

The  patient  was  examined  on  admission  by  Drs.  Mills  and 
Spiller.  The  examination  showed  absence  of  all  forms  of 
sensation  over  the  right  arm  to  a  point  corresponding  to  the 
insertion  of  the  deltoid  muscle.  From  here  to  the  shoulder, 
sensation  was  impaired,  and  still  higher  it  became  less 
marked.  At  this  examination  the  anesthesia  in  the  lower  ex- 
tremity was  also  more  marked  distally.  All  forms  of  sensa- 
tion were  absent  to  an  irregular  line  just  below  the  knee,  im- 
paired from  this  point  to  the  hip,  while  on  the  abdomen  and 
chest  it  was  but  slightly  diminished.  The  anesthesia  in  this 
case  was  not  limited  to  the  median  line  either  on  chest  or  face. 
In  the  latter  it  reached  to  the  side  of  the  nose  and  a  part  of 
the  cheek  of  the  other  side.  Sensation  was  dulled  on  the 
right  side  of  the  tongue  and  absent  on  the  palpebral  conjunc- 
tiva. Muscular  and  pressure  sense  were  absent,  and  asterog- 
nosis  present. 

Subsequent  examinations  have  never  given  the  exact  re- 
sult above  noted.  The  most  frequent  results  obtained  in  the 
later  examinations  have  been  entire  absence  of  tactile  and 
temperature  sense  for  the  whole  right  side,  pain  sense  how- 
ever being  retained  in  some  areas  of  the  shoulder,  chest,  ab- 
domen and  thigh. 

The  lesion  is  organic,  probably  involving  part  of  the 
thalamus  and  adjacent  internal  capsule  and  subcortex.  The 
variations  in  the  anesthesia  may  be  due  to  suggestion,  which 
probably  sometimes  acts  even  in  organic  cases. 

Case  III. — Hemianesthesia  and  Hemiplegia,  the  Anesthesia 
Decreasing  as  the  Limbs  are  Ascended;  the  Lesion  Probably  Cor- 
tical or  Subcortical  or  Both.  R.  S.,  male,  white,  aged  34,  waiter, 
was  admitted  to  the  Hospital  May  5,  1899.  For  three  of  four 
years  before  admission  he  had  had  attacks  of  headache  night 
and  morning,  with  partial  blindness  for  a  few  minutes.  He 
had  rheumatism  in  1893  and  1898.  No  heart  lesion  is  pres- 
ent. He  has  used  alcohol  and  tobacco  to  excess,  but  denies 
syphilis,  although  syphilitic  scars  are  present  on  various  parts 
of  the  body. 

On  May  i,  1899,  while  carrying  furniture,  he  noticed  a 
weakness  in  his  .left  arm  and  leg,  and  that  his  speech  was 
somewhat  afifected.  The  loss  of  power  became  gradually 
worse,  and  on  admission  he  could  lift  neither  his  upper  nor 
lower  extremity  on  the  left  side.  His  face  was  not  affected. 
Examination  at  this  time  showed  a  complete  left-sided  anes- 
thesia, and  a  right  homonymous  hemianopsia.     Since  admis- 
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sion  he  has  partially  regained  the  use  of  the  leg  and  arm,  of 
the  leg  more  than  the  arm.  The  arm  is  somewhat  contrac- 
tured,  both  limbs  are  spastic,  and  the  reflexes  are  exagger- 
ated. 

Sensation  began  to  return  about  twenty-four  days  after 
admission,  first  in  the  leg,  the  less  paralyzed  of  the  two  mem- 
bers. 

An  eye  examination  by  Dr.  de  Schweinitz  made  within  a 
week  of  this  report  showed  no  hemianopsia,  and  no  other 
facts  of  interest. 

The  present  conditions  as  to  sensation  on  the  affected 
side  are  as  follows :  Tactile  sense  is  absent  on  the  hand  and 
forearm  to  about  the  middle  of  the  arm,  and  impaired  over 
the  rest  of  the  left  half  of  the  body.  He  cannot  localize  touch 
and  pain  impressions,  but  feels  them  better  as  the  arm  and 
leg  are  ascended.  He  recognizes  the  stick  of  a  pin  as  a 
touch,  but  he  cannot  localize  it.  Heat  and  cold  are  also  re- 
cognized as  touches.  He  has  lost  muscular  and  posture 
sense,  and  astereognosis  is  pVesent  in  the  anesthetic  hand. 

This  man  has  improved  under  time  and  antisyphilitic  treat- 
ment. The  lesion  is  organic,  its  site  somewhat  uncertain.  A 
cortical  and  subcortical  lesion  involving  both  the  sensory  and 
motor  regions  might  explain  the  case,  which  is  also  expHca- 
ble  on  the  theory  of  a  capsular  and  subcortical  lesion  of  con- 
siderable size.  That  the  lesion  is  not  thalamic,  or  at  least  not 
purely  thalamic  is  indicated  by  the  existence  of  permanent 
motor  symptoms. 

Case  IV. — Hemianesthesia  of  Hysterical  Origin;  Anesthesia 
Segmental  and  Easily  Varied  by  Suggestion;  Extreme  Concentric 
Contraction  of  the  Visual  Field.  L.  F.,  aged  y6,  white,  married. 
Frenchman,  painter,  says  that  three  years  ago  he  fell  from  a 
three  story  building,  but  did  not  injure  himself  except  that  he 
was  left  with  severe  headaches,  dizziness  and  failing  vision. 
Tw^elve  weeks  ago  while  painting  he  says  that  he  had  anoth- 
er fall  of  about  ten  yards,  and  was  unconscious  for  four  hours. 
On  recovery  he  had  loss  of  power  in  the  left  leg  and  arm ;  his 
speech  also  was  lost,  but  returned  in  two  days.  At  the  end  of 
two  weeks  he  was  able  to  be  up  and  about,  and  could  use  his 
limbs  as  well  as  he  can  now. 

Examination  shows  only  a  slight  weakness  of  the  left 
limbs  as  compared  with  the  right.  Examination  for  sensa- 
tion made  November  16,  1900,  gave  the  following:  Tactile 
sense  was  present  in  the  hand  and  forearm  to  a  line  about  two 
inches  below  the  elbow.  It  was  absent  in  the  rest  of  the  arm, 
face,  chest,  and  back  to  a  line  across  the  chest  on  a  level  with 
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the  eleventh  dorsal  vertebra.  From  this  point  down,  he  could 
feel  the  impression  but  could  not  localize  it,  and  likened  it  to 
the  touch  of  a  fly.  The  stick  of  a  pin  was  recognised  as  touch 
where  the  tactile  sense  was  present ;  where  the  tactile  sense 
was  absent  pain  sense  also  was  absent.  Temperature  sense 
was  absent,  being  recognised  as  touch  where  the  tactile  sense 
was  present.  The  anesthesia  in  this  case  was  strictly  limited 
to  the  median  line.  Smell,  taste,  and  hearing  were  all  im- 
paired on  the  affected  side.  Muscular  and  pressure  sense 
were  aboHshed,  and  astereognosis  was  present. 

Since  the  initial  examination  the  results  of  different  exam- 
inations have  been  widely  different.  Segmental  anesthesias 
have  been  present,  and  have  been  modified  in  various  ways  by 
suggestion,  sometimes  largely  disappearing  for  a  time.  Oph- 
thalmological  examination  by  Dr.  G.  E.  de  Schweinitz  is  as 
follows :  . 

R.  E.  plus  ^  5-15  plus  3  0.75  at  33    cm. 

L.  E.  plus  0.75  axis  H  5-12  plus  0.75  at  33  cm. 
The  form  field  for  the  right  ey^  is  normal.  There  is  an  ex- 
treme concentric  contraction  of  the  field  of  the  left  eye.  The 
patient  distinguishes  red  centrally,  but  he  is  uncertain  as  to 
other  colors, — green  is  called  gray.  Muscle  balance  is  nor- 
mal ;  muscle  rotation  normal.  His  pupils  are  equal,  and  react 
normally;  they  also  react  normally  to  mydriatics.  No  gross 
ophthalmoscopic  changes.  The  veins  appeared  larger  on  the 
right  than  on  the  left.  Incipient  cataract  was  present  in  each 
eye.  The  left  cornea  was  anesthetic.  Dr.  de  Schweinitz  states 
that  except  in  one  case,  he  has  never  seen  such  extreme  con- 
traction of  the  field  as  present  in  this  man's  left  eye.  The  field 
was  taken  by  three  separate  observers,  and  the  same  results 
were  obtained. 

The  segmental  anesthesia,  greater  proximally  than  distal- 
ly ;  the  facility  with  which  the  anesthesia  can  be  modified  by 
suggestion ;  the  unilateral  impairment  of  the  special  senses ; 
and  the  unusual  contraction  of  the  visual  field  on  the  anesthe- 
tic side,  are  clinical  phenomena  which  point  to  grave  hys- 
teria as  the  most  probable  diagnosis  in  this  case. 

The  first  three  cases  of  this  series  are  stamped  as  organic 
by  their  history  and  by  the  peculiarities  of  the  anesthesias. 
One  of  the  most  interesting  features  is  that  to  which  especial 
attention  has  been  called  by  Dejerine,  namely,  the  tendency 
of  anesthesias  of  organic  origin  to  diminish  in  intensity  as  the 
limbs  are  ascended,  and  be  less  marked  in  the  Hmbs  which  are 
less  paralyzed,  or  which  recover  most  when  the  paralysis  has 
at  first  been  complete. 
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February  5,  1901. 
The  President,  Dr.  Joseph  Collins,  in  the  chair. 

A  CASE  OF  LOCOMOTOR  ATAXIA  TRAINED  BY  THE 
FRAENKEL  METHOD. 

Dr.  A  Wiener  presented  this  man.  He  had  been  under 
this  system  of  training  for  about  one  year,  and  while  ataxia 
was  still  present,  he  had  been  very  greatly  improved,  and 
was  now  able  to  go  about  even  at  night  unaided.  There 
had  been  no  other  treatment  for  the  tabes. 

SARCOMA  OF  THE  BRAIN. 

Dr.  A,  Wiener  also  presented  a  pathological  specimen 
from  a  person,  seventeen  years  of  age,  who  had  first  come  to 
him  about  November  i,  1898.  There  was  an  absolutely  neg- 
ative history  of  alcoholism  and  syphilis.  About  two  years 
before  this  time  the  patient  had  suffered  from  a  severe  fright, 
and  almost  immediately  thereafter  had  had  a  severe  convul- 
sion. Nothing  further  had  been  noticed  until  the  summer 
of  1898  when  she  had  suddenly  developed  a  difficulty  of 
speech,  with  right  facial  palsy.  She  had  suffered  from  bad 
headaches  frequently  for  three  months  previously.  On  com- 
ing under  observation,  there  had  been  excruciating  pain  over 
the  occipital  region,  complete  deafness  in  the  right  ear  and 
a  bulging  of  the  tympanic  membrane.  The  right  sterno-mas- 
toid  muscle  had  been  in  a  state  of  constant  contraction,  and 
there  had  been  a  double  optic  neuritis,  most  marked  on  the 
right  side.  The  voice  was  hoarse.  Neither  the  upper  nor 
the  lower  extremities  had  suffered  any  loss  of  power.  There 
was  no  swaying  when  the  eyes  were  closed,  nor  was  there 
any  bladder  trouble.  Her  temperature  was  100°  F.  The 
seventh,  eight,  ninth,  tenth,  eleventh  and  twelfth  nerves  were 
affected  on  the  right  side,  and  the  sixth  nerve  on  the  other 
side.  On  November  8,  a  slight  ptosis  had  been  noticed,  and 
the  twelfth  nerve  palsy  had  become  more  marked.  On  No- 
vember 28,  there  had  been  vomiting,  vertigo  and  an  increase 
in  the  ptosis  of  the  left  eye.  On  December  8  there  had  been 
complete  third  nerve  palsy  on  the  left  side,  and  the  headache 
had  been  very  severe.    Having  diagnosticated  a  tumor  of  the 
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the  brain,  the  patient  had  been  sent  to  the  Mt.  Sinai  Hospi- 
tal. A  mass  had  developed  behind  the  ear,  and  on  aspirating 
this  it  had  been  found  that  the  case  was  one  of  congenital 
sarcoma.  On  January  11,  1899,  the  third  nerve  palsy  had 
entirely  disappeared  on  the  left  side,  and  the  swelling  behind 
the  ear  had  grown  larger.  On  January  21,  the  patient  had 
suddenly  become  confused  and  blind  in  both  eyes.  In  April 
it  had  been  decided  to  open  the  mass  to  relieve  the  pain.  By 
June  30  the  patient  had  been  up  and  around  again.  In  Octo- 
ber there  had  been  a  complete  brachial  plexus  palsy  on  the 
right  side.  The  tumor  had  kept  on  growing  until  almost  the 
size  of  the  patient's  head.  The  patient  had  died  on  February 
2,  1901,  and  an  autopsy  had  been  performed.  The  whole 
tumor  had  been  found  below  and  outside  of  the  brain.  In 
front  was  a  large  giant-cell  sarcoma  which  had  completely 
destroyed  the  sphenoid  bone.  At  the  back  the  tumor  had 
destroyed  the  occipital  bone.  The  brain  was  exhibited,  and 
it  showed  that  only  the  pons  had  suffered  pressure.  The  tu- 
mor had  apparently  started  in  the  mastoid  portion  of  the 
temporal  bone. 

TENDON  TRANSPLANTATION  FOR  DEFORMITY  OF  THE 

HAND. 

Dr.  W.  R.  Townsend  presented  a  case  of  this  kind,  which 
had  been  exhibited  to  the  Society  about  one  year  ago.  It  was 
a  case  of  infantile  cerebral  palsy.  Instruments  had  been  used 
at  the  time  of  birth,  but  no  damage  had  apparently  been  done 
to  the  exterior  of  the  skull.  The  boy  had  never  been  able  to 
use  the  right  hand,  and  had  a  typical  "claw  hand"  when  he 
came  under  observation  at  the  age  of  fifteen  years.  On  De- 
cember 21,  1899,  an  incision  had  been  made  over  the  wrist, 
exposing  the  tendons.  The  flexor  carpi  radialis,  the  flexor 
carpi  ulnaris  and  palmaris  longus  were  divided  just  above 
the  annular  ligament.  The  hand  was  then  turned  over  and 
an  incision  made  on  the  dorsum  of  the  wrist,  and  the  exten- 
sor communis  digitorum  exposed.  A  dissection  having  been 
made  through  the  interosseous  space,  the  extensor  tendon  was 
pushed  through,  and  being  too  long,  was  doubled  upon  itself. 
It  was  then  attached  to  the  tendons  previously  mentioned. 
The  union  of  the  tendons  had  been  satisfactory  and  perma- 
nent. The  tendons  had  not  shown  any  tendency  to  unite  to 
the  surrounding  tissues.  He  was  now  able  to  write  fairly 
well,  whereas  formerly  he  could  not  even  grasp  a  pen. 

Dr.  B.  Sachs  said  that  he  had  been  deeply  interested  in  this  sub- 
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ject,  and  it  was  certainly  the  best  procedure  that  had  been  suggested 
for  these  cases  of  contracture  whether  of  spinal  or  cerebral  origin. 
The  problem  was  to  split  the  tendons  of  the  over-acting  muscles  and 
unite  them  to  the  tendons  of  the  under-acting  muscles,  and  so  re- 
store the  equilibrium  of  power.  It  had  been  found  prudent  not  to  al- 
low the  patient  to  exercise  much  or  to  use  electricity  until  the  ten- 
dinous union  had  become  very  firm.  It  was  unfortunate  that  this 
boy  was  not  able  to  extend  his  fingers,  yet  he  had  secured  good  ex- 
tension of  the  wrist.  In  spite  of  the  tendon  transplantation  the  boy 
experienced  no  difficulty  in  producing  flexion  when  he  desired  to  do 
so. 

Dr.  Schlapp  remarked  that  it  seemed  to  him  that  the  boy's  hand 
was  decidedly  larger  now  than  when  he  had  seen  the  case  a  few 
months  ago. 

CUTANEOUS  LESIONS  WITH  NEUROTIC  SYMPTOMS. 

Dr.  Creighton  presented  a  young  woman  of  neurotic 
temperament  who,  four  years  ago,  had  had  hysteria  and  typi- 
cal attacks  of  grand  mal.  One  year  ago  she  had  had  the 
grippe,  followed  by  pneumonia,  and  this  had  been  succeeded 
by  headaches,  aching  spine  and  numbness  in  the  left  side. 
There  were  severe  contractures  in  the  left  arm.  A  small 
painful  tumor  had  appeared  in  the  left  palm,  and  had  been 
removed  by  the  family  physician  under  cocain.  It  had  re- 
turned, and  had  been  again  removed.  A  galvanic  current  of 
10  milliamperes  had  brought  out  a  slight  redness  on  the 
palm.  Three  days  before  menstruation  a  large  red  spot  had 
appeared  on  the  back  of  the  forearm,  and  soon  afterward  sev- 
eral similar  spots  had  made  their  appearance  on  the  arm.  A 
few  days  before  the  next  menstruation  these  spots  had  re- 
turned, and  in  addition,  a  number  of  large  blotches  appeared 
on  the  left  shoulder,  and  left  side  of  the  neck.  The  whole  side 
was  very  hyperesthetic.  There  was  slight  narrowing  of  the 
visual  field,  and  there  was  left-sided  sweating.  The  speaker 
said  that  the  case  was  very  similar  to  one  recently  reported 
from  Erb's  clinic. 

Dr.  Joseph  Fraenkel  asked  whether  there  had  been  a  history  of 
malaria,  and  whether  the  case  might  not  be  looked  upon  as  one  of 
morphea. 

Dr.  Creighton  replied  that  there  was  no  history  of  malaria,  and 
the  family  physician  had  stated  that  the  tumor  which  he  had  re- 
moved, grew  on  the  nerve.  The  microscopical  examination  had  been 
made  at  the  laboratory  of  the  Presbyterian  Hospital,  and  the  report 
had  been  that  there  was  a  slight  round-cell  infiltration  only;  no 
nerve  degeneration  was  found.    The  thyroid  gland  was  not  enlarged. 

Dr.  C.  L.  Dana  said  that  he  had  seen  cases  presenting  just  this 
appearance,  but  entirely  free  from  hysteria. 

Dr.  W.  B.  Noyes  said  that  several  skin  lesions  were  closely  as- 
sociated  with   nervous    troubles.      Herpes    zoster,    erythema    multi- 
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forme  and  Raynaud's  disease  were  distinctly  related  to  the  nervous 
system,  yet  it  was  very  difficult  to  state  the  exact  relation.  It  had 
occurred  to  him  that  the  element  of  suggestion  regarding  the  con- 
nection with  the  nerve  might  be  responsible  for  some  of  the  phenom- 
ena present. 

Dr.  E.  D.  Fisher  said  that  this  could  not  be  properly  described 
as  simple  hysteria,  or  as  the  result  of  mere  suggestion.  The  erup- 
tion was  not  characteristic  of  an  hysterical  state. 

Dr.  M.  G.  Schlapp  said  that  these  cases  had  been  described  be- 
fore; they  had  been  brought  on  by  suggestion.  In  this  case  an  in- 
jection had  been  given  in  the  arm,  and  shortly  afterward  this  derma- 
titis had  first  appeared.  The  eruption  was  not  characteristic  of  any 
particular  skin  lesion,  but  it  closely  resembled  cases  that  had  been 
described  as  hysterical  skin  manifestations.  In  typical  zoster  there 
was  frequently  a  degeneration  of  the  nerve  fiber  itself. 

Dr.  Sachs  said  that  the  case  was  a  very  unusual  one,  and  he  did 
not  regard  it  as  belonging  to  the  class  of  hysterical  hyperemia.  It 
was  certainly  a  distinct  form  of  skin  neurosis.  The  closest  resem- 
blance in  the  anatomical  distribution  was  to  herpes. 

Dr.  Joseph  Collins  said  that  if  the  girl  should  develop  a  pneu- 
monia he  would  not  be  willing  to  call  it  a  hysterical  pneumonia; 
neither  was  he  willing  to  call  this  a  hysterical  skin  disease.  He  was 
inclined  to  think  it  was  closely  related  to  morphea. 

Dr.  Creighton  said  that  a  case  had  been  reported  very  recently 
in  which  the  gangrenous  form  had  ultimately  developed.  This  case 
had  been  described  as  hysterical.  Dr.  J.  C.  Johnston,  the  derma- 
tologist, had  seen  this  patient,  and  had  looked  upon  it  as  hysterical. 

PARALYSIS  OF  THE  SPINAL  ACCESSORY. 

Dr.  Pearce  Bailey  read  this  paper.  He  said  that  the  chief 
interest  of  this  nerve  was  surgical.  Within  the  past  year  two 
instances  had  come  to  his  notice  of  accidental  section  of  the 
nerve.  In  most  cases  the  paralysis  which  resulted  from  sec- 
tion was  not  particularly  disabling,  but  such  had  not  been 
the  case  in  the  instances  referred  to.  When  the  sterno-mas- 
toid  was  completely  paralyzed  the  freedom  of  movement  of 
the  head  was  interfered  with,  but  not  totally  abolished.  In 
the  two  cases  referred  to  the  disability  had  been  unusually 
great,  and  had  led  him  to  study  more  carefully  the  nerve  sup- 
ply. It  was  now  regarded  as  a  spinal  nerve,  pure  and  sim- 
ple. The  spinal  portion  of  the  nerve,  represented  by  the  ex- 
ternal branch,  springs  from  the  upper  five  segments  of  the 
cord.  Paralysis  of  the  nerve  presents  a  varying  symptom- 
atology according  to  the  site  of  the  lesion.  An  injury  outside 
of  the  skull  to  cause  symptoms  referable  to  both  branches 
must  be  situated  directly  at  the  base  of  the  skull.  The  extra- 
cranial lesions  of  the  spinal  accessory  nerve  are  confined  to 
the  external  branch,  and  are  nearly  always  traumatic.  Neu- 
ritis in  this  nerve  is  rare.  A  case  was  cited  to  illustrate  the 
possible  traumatic  origin  of  spinal  accessory  palsy  by  injury 
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with  a  blunt  instrument.  In  two  cases  reported  the  paraly- 
sis had  been,  directly  the  result  of  operation.  In  the  second 
case  the  resulting  incapacity  had  been  so  great  that  the  right 
arm  had  been  rendered  practically  useless  for  any  heavy 
work.  Neurorrhaphy  had  been  performed  about  six  weeks 
after  the  operation  at  which  the  nerve  had  been  injured,  and 
the  ends  of  the  divided  nerve  had  been  found  separated  over 
one  inch.  The  improvement  in  motor  power  had  been  slow. 
A  reference  to  the  literature  showed  conflicting  views  regard- 
ing the  nerve  supply.  Dr.  Bailey  said  that  the  spinal  center 
between  the  first  and  fifth  cervical  segments  of  the  cord  was 
fixed  and  constant,  but  occasionally  all  the  axones  pass  to  the 
muscle  by  the  spinal  accessory.  Under  these  circumstances 
the  motor  impulses  reach  the  trapezius  through  the  spinal 
accessory,  and  hence,  section  of  it  means  total  palsy. 

Dr.  W.  M.  Leszynsky  said  that  he  had  seen  a  patient  two  months 
ago  who  had  been  operated  upon  for  torticollis.  Over  one  inch  of 
spinal  accessory  nerve  had  been  removed  on  the  left  side  without 
relief,  and  the  function  of  the  muscle  had  remained  perfectly  nor- 
mal. He  had  seen  over  an  inch  of  the  other  spinal  accessory  nerve 
removed  subsequently,  yet  the  muscle  had  not  been  affected  at  all; 
hence  he  had  held  that  it  was  useless  in  these  cases  of  spasm  to  op- 
erate upon  the  spinal  accessory  nerve. 

Dr.  J.  Arthur  Booth  said  that  he  had  had  a  case  of  spasmodic 
torticollis  operated  upon  by  section  of  the  spinal  accessory  nerve.  A 
little  more  than  one  inch  had  been  excised,  and  the  sterno-mastoid 
and  part  of  the  trapezius  had  been  paralyzed  as  a  result. 
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January  28,  1901. 

The  President,  Dr.  Wm.  G.   Spiller,  in  the  chair. 

PARESIS  SIMULATING  BRAIN  TUMOR. 

Dr.  Wharton  Sinkler  called  attention  to  the  fact  that  it 
is  the  experience  of  every  neurologist  that  cases  of  paresis 
come  under  observation  with  symptoms  which  so  closely  re- 
semble focal  brain  lesions  that  it  is  often  difficult  to  believe 
that  there  is  no  gross  lesion  present.  The  convulsive  seizures 
which  occur  as  late  symptoms  of  paresis  are  frequently  Jack- 
sonian  in  type.  As  the  disease  progresses  the  convulsions 
may  be  followed  by  transient  hemiplegia  and  there  may  be 
aphasia.  When  these  symptoms  occur  before  the  peculiar 
mental  features  of  paresis  are  conspicuous,  the  diagnosis  is 
difficult.  Illustrative  of  these  facts,  the  two  following  cases 
were  reported : — 

Case  I. — A  man  35  years  of  age  with  a  history  of  syphilis. 
The  patient  had  a  very  bad  family  history,  as  there  were  three 
brothers  who  were  or  had  been  insane,  and  an  uncle  had  sof- 
tening of  the  brain.  The  first  symptom  was  a  sudden  attack 
of  violent  pain  in  the  left  eye.  This  was  followed  by  double 
vision,  and  the  patient  consulted  Dr.  Oliver,  who  referred 
him  to  the  writer.  Under  the  use  of  potassium  iodide  and 
faradism  the  pain  and  double  vision  disappeared.  Two  years 
later  the  patient  had  convulsions  of  an  epileptiform  charac- 
ter. They  were  followed  by  severe  headache,  but  there  was 
no  paresis.  A  little  later  the  patient  had  an  attack  of  ex- 
citement, and  delusions  of  persecution  with  some  grandiose 
ideas  developed.  On  January  7,  1888,  he  had  three  or  four 
convulsions.  These  were  followed  by  aphasia  and  ptosis. 
Later  another  convulsion  occurred  which  was  followed  by 
aphasia  and  loss  of  power  in  the  right  arm,  which  lasted  for 
a  few  days.  After  this  time  the  patient's  mental  symptoms 
became  more  prominent.  There  were  periods  of  excitement 
and  marked  delusions  of  grandeur.  The  patient  died  about 
four  years  after  the  first  convulsion.  An  autopsy  revealed 
no  gross  lesions  of  the  brain,  but  there  was  opacity  of  the 
membranes  and  an  unusual  amount  of  subarachnoid  serum. 

Case  II. — A  man  of  32  years  of  age.  He  never  had  sy- 
philis and  had  always  been  temperate  and  correct  in  his  hab- 
its. Four  years  before  he  was  seen  by  Dr.  Sinkler,  in  alterca- 
tion with  a  man  he  was  struck  a  violent  blow  on  the  head, 
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which  knocked  him  down,  and  in  falHng  he  struck  his  head 
against  a  bulk-window.  When  he  got  on  his  feet  he  was 
again  knocked  down  by  a  blow  on  the  side  of  his  head,  by 
his  assailant.  He  walked  home  and  was  stunned  and  dazed 
for  a  short  time,  but  there  was  no  evidence  of  external  in- 
jury. About  two  months  later  he  began  to  have  noises  in 
the  right  ear  and  some  impairment  of  hearing.  About  three 
years  after  the  injury  he  began  to  have  tremor  of  the  hand, 
hesitation  in  speech,  and  some  loss  of  memory.  Soon  after 
this  time  he  had  a  seizure^  in  which  there  was  a  sense  of 
numbness,  which  began  in  the  right  leg  and  extended  to  the 
arm  and  head.  Two  months  later  he  had  a  similar  attack 
and  afterwards  a  third.  He  had  drooping  of  the  lid ;  numb- 
ness of  the  arm  and  leg  and  thickening  of  speech  after  these 
attacks.  After  a  few  hours  the  sensory  disturbance  passed 
ofif,  but  there  was  inclination  to  drag  the  leg.  The  patient's 
mental  condition  began  to  deteriorate ;  he  became  delusion- 
al and  at  times  had  periods  of  excitement.  Eventually  he  fell 
into  a  state  of  dementia  and  died  about  two  years  after  the 
onset  of  his  symptoms.  A  careful  examination  of  the  brain 
by  Dr.  W.  G.  Spiller  revealed  lesions  characteristic  of  pare- 
sis. 

Dr.  F.  X.  Dercum  showed  a  large  subcortical  tumor  of 
the  occipital  lobe  that  had  caused  right-sided  hemiparesis 
and  right  homonymous  hemianopsia,  together  with  Wer- 
nicke's pupillary  inaction  sign  as  a  distance  symptom. 

Dr.  D.  J.  McCarthy  said  that  in  making  the  autopsy  he  had 
found  the  skull  exceedingly  thin,  and  over  the  tumor  it  was  paper- 
like. The  dura  was  very  tense,  especially  on  the  affected  side,  and 
the  cortex  over  the  tumor  was  very  soft.  The  growth  showed  the 
structure  of  a  tuberculoma.  The  tubercle  bacilli  were  not  found,  but 
in  many  tuberculomata  it  is  difficult  to  find  the  bacilli  on  account  of 
their  scarcity. 

Dr.  Chas.  K.  Mills  made  some  remarks  on  the  locaHza- 
tion  of  brain-tumors,  especially  with  reference  to  the  parie- 
tal and  prefrontal  regions,  based  on  five  cases  in  which  the 
sites  of  tumors  were  located  for  the  purpose  of  operation. 

Dr.  Mills  also  exhibited  a 'Subcortical  tumor. 

Dr.  John  K.  Mitchell  reported  a  case  of  endothelioma  of 
the  brain. 

A  CASE  OF  COMPLETE  UNILATERAL  OCULOMOTOR 

PALSY. 

Dr.  Riesman,  after  discussing  the  etiology  and  pathology 
of  oculomotor  palsies,  presented  a  patient — a  man  thirty- 
nine  years  of  age,  with  complete  paralysis  of  the  left  oculo- 
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motor  nerve.  There  was  ptosis,  and  the  internal  superior 
and  inferior  recti  and  the  inferior  obHque  muscles  were  par- 
alyzed. The  pupil  was  dilated  ad  maximum,  and  there  was 
no  reaction  to  light  or  in  accommodation.  The  eyebrow  on 
the  left  side  was  raised  very  high,  owing  to  a  tonic  contrac- 
tion of  the  occipito-frontalis.  The  visual  fields  were  contract- 
ed, especially  that  of  the  left  eye,  and  there  was  a  mild  neuro- 
retinitis.  Diplopia  had  existed  for  two  days  in  the  beginning 
of  the  eye  trouble.  There  was  no  headache — only  a  sense 
of  oppression  and  some  dizziness.  The  patient  had  had  a 
chancre  six  years  previously,  and  had  been  treated,  apparent- 
ly with  mercury,  during  a  period  of  three  months.  Dr.  Ries- 
man  placed  the  lesion  in  the  trunk  of  the  nerve,  in  front  of 
its  superficial  origin  on  the  inside  of  the  crus,  and  believed 
that  it  was  syphilitic  in  nature.^ 

Dr.  W.  W.  Keen  said  that  he  had  been  fortunate  enough  to  see 
all  of  the  five  cases  reported  by  Dr.  Mills.  One  was  an  endothelioma, 
three  of  them  were  sarcomata  beginning  usually  subcortically  and 
bursting  through  the  cortex.  The  fifth  case  presented  a  very  pe- 
culiar condition;  it  seemed  to  be  the  result  of  a  thrombosis  of  the 
middle  cerebral  artery  producing  degenerative  changes  in  the  area 
indicated.  He  at  first  began  to  remove  the  mass,  but  subsequently 
desisted  when  he  found  how  large  an  opening  in  the  skull  would  be 
required  and  how  large  an  area  of  the  brain  was  involved. 

He  dwelt  upon  the  advantages  of  the  modern  method  of  making 
a  large  osteo-plastic  flap.  In  the  case  of  the  boy  he  was  in  this  way 
able  to  uncover  a  large  area  of  the  brain  and  expose  the 
tumor.  There  was  one  symptom  in  this  case  which  had  not  been  al- 
luded to  and  that  was  the  presence  of  a  distinct  cracked-pot  sound  on 
percussing  the  skull.  This  he  attributed  to  the  separation  between 
the  edges  of  the  bone  caused  by  the  large  tumor,  allowing  vibration 
between  their  edges. 

A  serious  question  with  reference  to  operation  in  these  cases 
is  the  amount  of  injury  done  to  the  brain.  In  several  of  these  cases 
the  tumors  were  very  large  and  the  amount  of  injury  done  was 
considerable.  In  the  case  of  the  boy,  the  lateral  ventricle  was  op- 
ened. This  was  shown  by  the  change  in  the  color  of  the  blood  due 
to  the  admixture  of  the  cerebro-spinal  fluid.  No  harm  resulted  and 
the  boy  recovered, 

One  feature  in  this  case  as  in  some  of  the  others  was  the  early 
recovery  of  the  motor  function.  JMithin  forty-eight  hours  the  pa- 
tient had  recovered  the  ability  to  move  the  arm  and  the  leg. 

Two  of  the  cases  referred  to  died.  Dr.  Mitchell's  case  -died  as  the 
result  of  the  shock.  The  other  case  died  as  the  result  of  hemor- 
rhage into  the  brain.     If  he  had  drained,  Dr.  Keen  thought  that  the 

^Since  the  presentation  of  the  patient,  there  has  been  a  marked 
improvement  under  anti-syphilitic  medication.  The  ptosis  has  al- 
most entirely  disappeared,  and  there  is  considerable  movement  in 
the  ocular  muscles.  Reaction  to  light  and  in  accommodation  can 
be  sometimes  obtained,  but  not  always. 
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hemorrhage  would  not  have  caused  death,  but  the  opening  was  so 
large  and  the  amount  of  tissue  lost  so  great  that  if  the  cavity  had 
been  drained  fungus  cerebri  would  certainly  have  developed. 
The  man  did  well  for  twenty-four  or  thirty  hours,  when  symptoms  of 
pressure  developed  and  increased  steadily  until  the  time  of  his 
death.  In  the  case  of  the  boy  Dr.  Keen  did  not  entirely  close  the 
wound,  but  packed  il  with  iodoform  gauze  which  was  removed  at  the 
end  of  twenty-four  hours.  The  opening  was  then  closed  by  a  suture 
introduced  at  the  time  of  operation.  In  spite  of  the  early  closure, 
there  is  evidence  of  beginning  fungus  cerebri.  In  this  case  he  pro- 
posed to  do  nothing  beyond  dressing  the  wound  every  day  and  cut- 
ting away  the  fungus  if  it  protrudes  beyond  the  scalp. 

In  the  case  of  large  tumors  he  thought  that  it  was  often  desir- 
able to  do  the  operation  in  two  stages.  In  the  two  fatal  cases  the 
result  had  not  been  due  to  doing  the  operation  in  one  stage.  In 
cases  where  the  operation  would  be  a  prolonged  one,  or  where  the 
hemorrhage  was  great,  he  would  prefer  to  do  the  operation  in  two 
stages  instead  of  one. 

He  dwelt  upon  the  importance  of  early  operation  in  these  cases. 
The  rule  laid  dovm  by  Victor  Horsley  he  considered  a  good  one,  that 
after  treatment,  especially  by  the  iodides,  has  been  continued  for  six 
weeks  without  beneficial  results,  operation  if  it  is  deemed  at  all  pos- 
sible should  be  done  at  once. 

Dr.  William  J.  Taylor  referred  to  the  occurrence  of  hemorrhage 
in  some  of  these  cases.  In  Dr.  Mitchell's  case  the  bleeding  was  gen- 
eral. There  had  been  a  large  amount  of  blood  from  the  scalp  and  a 
large  flow  of  venous  blood  from  the  dura.  In  these  cases  he  was 
more  afraid  of  venous  bleeding  than  of  any  other  kind.  He  had  seen 
cases  die  unquestionably  from  venous  bleeding,  but  he  had  never 
seen  one  die  from  arterial  bleeding.  In  one  case  of  sarcoma  in 
which  the  tumor  had  penetrated  the  skull,  the  operation  had  to  be 
stopped  on  account  of  the  hemorrhage  from  the  scalp.  The  bleeding 
was  with  diflficulty  controlled  by  a  continuous  ligature  around  the 
edge  of  the  flap.  After  two  or  three  days  the  skull  was  opened  and 
a  portion  of  the  sarcoma  removed.  Of  late  he  had  been  in  the  habit 
of  making  a  small  trephine  opening  in  order  to  guage  the  thickness 
of  the  skull.  In  one  of  the  cases  the  skull  in  some  places  was  not 
over  one-tenth  of  an  inch  in  thickness. 

Dr.  George  E.  de  Schweinitz,  referring  to  the  occurrence  of  op- 
tic neuritis  as  a  symptom  of  intracranial  growth,  said  that  papillitis, 
which  is  synonymous  with  optic  neuritis,  may  be  designated  choked 
disc  when  the  elevation  has  reached  two-thirds  of  a  millimeter,  or 
about  2.5  to  3  diopters,  and  is  then  one  of  the  most  important,  if  not 
the  most  important,  general  sym-ptom  of  brain  tumor.  As  there  is 
still  much  dispute  in  regard  to  the  pathology  of  this  condition,  it 
did  not  seem  profitable  to  enter  into  the  discussion  further  than  to 
say  that  it  must  be  conceded  that  two  varieties  of  papillitis  accom- 
panying brain  tumor  are  evident,  one  an  edema  of  the  disc  and 
the  other  an  inflarnmatory  afifection  of  the  nerve  and  the  nerve-head 
sometimes  extending  outward  into  the  retina.  Finally,  there  may 
be  a  commingling  of  these  two  conditions.  All  varieties  are  likely 
to  be  accompanied  by  a  distension  of  the  intervaginal  sheath.  Of 
more  importance  from  the  neurological  standpoint  is  to  determine 
the  frequency  with  which  choked  disc  accompanies  brain  tumor. 
Much  statistical  information  on  this  point  has  been  published,  and 


298 


PHILADELPHIA  NEUROLOGICAL  SOCIETY. 


if  an  average  of  the  observations  is  taken,  it  may  be  safely  stated 
that  fully  80  per  cent,  of  brain  tumors  will  some  time  or  other  in  the 
course  of  their  development  originate  this  symptom.  The  speaker 
was  of  the  opinion  that  the  percentage  was  even  higher,  because  it 
must  be  remembered  that  not  infrequently  papillitis  was  late  in  ap- 
pearing, as,  for  example,  in  the  case  detailed  by  Dr.  John  K.  Mitch- 
ell, Very  important  is  the  determination  of  the  relative  frequency 
of  papillitis  according  to  the  situation  of  the  tumor,  and  in  this  con- 
nection the  following  table  compiled  by  Edmunds  and  Lawford  was 
quoted: 


LOCALITY  OF  TUMOR 


1.  Anterior  frontal   convolutions.. 

2.  Motor  convolutions  

3.  Occipital  lobes   

4.  In  hemispheres  

5.  Ganglia  at  base 

6.  Tempero-sphenoidal  lobes 

7.  Cerebellum  

8.  Medulla  and  pons 

9.  Meningeal     growths    at    motor 

convolutions   

10.  Meningeal  growths  elsewhere.. 

Total 


1 

1 

• 

§1 

p 

g 

i 

g 

gg 

i 

0 

0 

a  s 

1 

g 

gs 

0 

° 

8 

2 

10 

80 

12 

12 

5 

4 

9 

55.5 

6 

4 

10 

60 

17 

3 

20 

8s 

I 

2 

3 

33.3 

20 

3 

23 

86.9 

3 

6 

9 

33.3 

4 

I 

65 

80 

4 

2 

6 

66.6 

68 

39 

107 

11 


H  o  t= 


20 

100 

44-5 
40 

15 
66.6 

13. 1 
66.6 

20 
33-3 


From  this  analysis  it  was  seen  that  there  was  a  comparative  im- 
munity from  optic  neuritis  of  cases  of  tumor  in  the  cortical  motor 
area,  while  there  was  an  increased  frequency  and  severity  of  papilli- 
tis in  cerebellar  tumors.  If  all  cases  of  tumor  towards  the  convexity 
of  the  brain  be  added  together  there  is  a  yield  of  50  per  cent,  of  op- 
tic neuritis,  while  those  toward  the  base  constitute  61  cases,  with  a 
percentage  of  74  of  optic  neuritis. 

Growths  in  two  regions  of  the  brain  seldom,  if  ever,  produce  pa- 
pillitis, namely,  the  medulla,  and  according  to  Rath,  the  hypophysis. 
In  the  latter  situation  there  is  some  doubt  as  to  the  accuracy  of  this 
statement,  but  although  tumors  which  involve  both  the  medulla  and 
the  pons  may  be  associated  with  optic  neuritis,  when  the  growth  is 
strictly  localized  in  the  medulla,  papillitis,  if  it  ever  occurs,  must  be 
extremely  uncommon.  A  case  in  point  was  quoted  by  Dr.  de  Schwein- 
itz  in  which  a  growth  the  size  of  a  marble  in  the  medulla  had  failed 
to  produce  the  slightest  sign  of  inflammation  or  edema  of  the  nerve- 
head.  Pursuing  this  subject  of  the  relative  frequency  of  optic  neuri- 
tis, a  second  table  was  quoted,  more  extensive  than  the  one  of  Ed- 
munds and  Lawford,  and  showed  in  some  respects  decidedly  different 
results.  This  had  been  compiled  by  Dr.  John  Weeks  of  New  York, 
and  was  as  follows: 
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LOCATION 


Frontal  lobes  

Tempero-sphenoidal  .  . 

Motor  area  

Parieto-occipital 

Brain   surface    

Centrum  ovale  

Corpora    quadrigemina 

Basal   ganglia    

Multiple 

Corpus  callosum  

Pituitary  body  

Pineal   gland    

.Crura 

Pons 

Cerebellum   

Base  of  cranium   

General   


Total 


64 
24 

113 
33 
13 
S8 
19 
36 
39 
12 
18 
I 
5 
50 

164 

ID 
10 

677 


12 

9 

46 
4 
4 

17 
o 

15 

II 

7 
9 

I 
I 
20 
21 
I 
3 


180 


27 


11 


48 

15 

64 

26 

9 

39 

19 

22 

26 

5 

9 

o 

4 

25 

139 

9 

II 


470 


80.3 
62.5 
59.2 
87.8 
6q.2 

70.7 

100 

61. 1 
46.6 
41.7 
50 

o 

80 

60 

87.2 

90 

83.3 


69.4 


This  indicates  that  papillitis  is  most  frequently  found  accom- 
panying tumors  of  the  corpora  quadrigemina,  and  next  those  of  the 
parieto-occipital  lobe  and  cerebellum.  More  exceptional  ophthal- 
moscopic appearances  occurring  in  place  of  typical  choked  disc  are 
unilateral  optic  neuritis  and  papillo-retinitis  with  star-shaped  figure 
in  the  macula,  exactly  repeating  the  appearances  seen  in  albuminuric 
retinitis.  The  significance  of  unilateral  papillitis  is  given  in  the  fol- 
lowing table;  compiled  by  Martin  and  Weeks:  (See  page  300.) 

From  this  it  is  seen,  as  Dr.  Weeks  has  pointed  out,  that  the 
greater  frequency  of  the  occurrence  of  unilateral  optic  neuritis  on 
the  side  of  the  tumor  in  so  far  as  the  frontal,  tempero-sphenoidal  and 
motor  portion  of  the  cerebrum  is  concerned,  is  as  4  to  i.  A  star- 
shaped  figure  in  the  macula  due  to  infiltration  and  fatty  change  in 
the  cone  fibers  may  be  seen  in  brain  tumor,  in  albuminuric  retin- 
itis, in  retinal  hemorrhages  occurring  in  young  people  and  in  some 
varieties  of  syphilitic  neuro-retinitis.  Therefore  the  idea  that  this 
appearance  is  diagnostic  of  Bright's  disease  must  be  set  aside.  Again, 
double  papillitis,  although  highly  significant  of  intracranial  disease, 
especially  of  tumor  or  basilar  meningitis,  is  not  a  pathognomonic 
sign,  as  it  may  be  associated  with  Bright's  disease,  gout,  and  certain 
poisons  which  may  or  may  not  in  their  turn  be  connected  with  the 
intracranial  lesion.  Optic  neuritis  does  not  give  information  of  the 
nature  of  the  tumor  which  may  cause  it,  although  it  may  be  the  only 
sign  of  its  presence.  It  occurs  in  all  forms  of  neoplasm,  although  it 
is  most  frequently  absent  in  tubercular  tumors.  Neither  does  neuri- 
tis aflford  evidence  of  the  size  of  the  growth,  as  it  may  be  intense 
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LOCATION 

ON  SIDE  OF 
LESION 

ON  OPPOS  TB 
SIDE 

Frontal   

10 

5 

14 
2 
2 
I 
I 
I 
0 
4 
I 

2 
0 

3 
4 

0 
0 
2 
0 

I 
2 

3 
I 

12 

Tempero-sphenoidal   

Motor  

S 
17 

Parieto-occipital    

6 

Multiple   

2 

Basal   ganglia    

I 

Centrum  ovale  

3 

Corpora    quadrigemina    

I 

Pituitary  body 

I 

Pons  and  medulla 

6 

Cerebellum 

3 

General   

I 

Total 
Per  cent. 

41 
70.7 

17 
29.3 

58    ■ 

with  a  small  lesion,  and  slight  or  absent  with  a  great  one.  But  de- 
cided choked  disc  is  more  significant  of  tumor  than  slight  papillitis. 
By  itself  choked  disc,  although  highly  significant  of  brain  tumor,  is 
of  no  localizing  value,  and  must  be  associated  with  other  confirma- 
tory symptoms  to  be  of  absolute  pathognomonic  significance.  Sub- 
sidence of  a  neuritis  which  has » not  greatly  developed  points  to  a 
certain  extent  to  a  subsidence  of  its  intracranial  cause,  while  sudden 
increase  in  papillitis,  producing  the  variety  which  is  known  as  choked 
disc,  may  indicate  increase,  if  not  of  the  size,  at  least  of  the  irritative 
quality  of  the  intracranial  lesion.  A  very  important  matter  is  the 
vision  in  choked  disc.  As  is  well  known,  this  may  remain  perfect 
for  a  long  period  of  time.  Therefore  the  testing  of  vision  without 
ophthalmoscopic  examination  is  valueless.  In  certain  regions,  for 
example,  in  the  cerebellum,  the  growth  is  apt  to  be  associated  with 
early  blindness,  a  fact  of  some  significance.  A  very  important  matter 
not  yet  sufficiently  studied,  and  particularly  pointed  out  by  Dr. 
Weeks  in  his  investigations,  is  that  defects  of  vision,  and  particu- 
larly defects  in  the  visual  field,  are  often  due  to  a  degeneration  of  the 
ganglion  cells  of  the  retina  which  is  found  in  association  with  the 
optic  neuritis.  Such  degenerations  might  readily  produce  symmetri- 
cal defects  in  the  visual  field,  and  therefore  this  pathological  fact 
should  be  taken  into  account  when  the  visual  field  is  mapped  for  the 
purpose  of  attempting  to  localize  an  intracranial  growth.  There  is 
a  good  deal  of  evidence  to  show  that  operations  for  the  removal 
of  intracranial  tumors  are  frequently  followed  by  a  subsidence  of  the 
optic  neuritis,  although  it  sometimes  happens  that  instead  of  a  sub- 
sidence there  is  a  marked  increase  in  the  papillitis,  and  in  very  rare 
cases,  one  of  which  has  been  reported  by  Dr.  de  Schweinitz  and  Dr. 
Thomson,  a  second  attack  of  optic  neuritis  follows  the  trephining. 

Although  not  strictly  germane  to  the  subject  under  discussion, 
as  the  symptom  had  been  referred  to.  Dr.  de  Schweinitz  desired  to 
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say  that  Wernicke's  symptom,  or  the  hemiopic  pupillary  inaction, 
while  exceedingly  significant  and  of  great  value  if  present,  was  very 
difficult  to  demonstrate,  so  difficult,  in  fact,  that  some  very  accom- 
plished observers  have  doubted  its  value.  His  own  experience  was 
that  the  ordinary  crude  methods  employed,  of  simply  throwing  a 
beam  of  light  in  the  eye  with  a  magnifying  glass  were  valueless. 
The  best  plan  was  to  place  the  patient  with  his  back  to  the  source  of 
light,  illumine  the  face  and  the  pupillary  area  with  a  large  plane  mir- 
ror, and  while  the  patient's  attention  was  steadily  fixed  on  one 
point,  to  take  a  second  mirror  of  stronger  focus,  as,  for  example, 
such  a  one  as  is  attached  to  the  ophthalmoscope,  and  cast  a  beam  of 
light  at  diflFerent  angles  into  the  pupillary  space.  In  all  his  exper- 
ience he  v^as  not  sure  that  he  had  seen  this  symptom  incontroverti- 
bly  established  except  twice,  one  of  these  cases  coming  to  autopsy 
and  proving  the  correctness  of  the  observation. 

Dr.  Spiller  asked  Dr.  de  Schweinitz  whether  he  considered  it 
justifiable  to  trephine  when  choked  disc  and  certain  symptoms  sug- 
gesting brain  tumor  existed,  although  the  growth  could  not  be  local- 
ized, i.e.,  whether  he  considered  it  justifiable  to  trephine  in  the 
hope  of  preserving  vision  and  modifying  some  of  the  symptoms  of 
brain  tumor.  In  some  cases  the  mere  opening  of  the  skull  seemed  to 
have  been  of  benefit. 

Dr.  de  Schweinitz  said  he  had  no  personal  experience  in  this 
matter,  although  he  was  aware  of  the  fact  that  one  observer,  Grosz, 
had  quoted  a  number  of  instances  in  which  simple  trephining  had 
been  followed  by  "a  subsidence  of  the  choked  disc.  On  the  other 
hand,  as  he  had  stated,  trephining  may  be  followed  by  an  increase  of 
the  papillitis.  On  general  principles  he  would  not  consider  it  justi- 
fiable to  advocate  trephining  for  the  cure  of  optic  neuritis. 

Dr.  E.  A.  Shumway  referred  to  a  case  of  Dr.  Spiller's  in  which 
on  making  a  microscopic  examination,  a  minute  sarcoma  was  found 
in  the  choroid,  which  was  associated  with  an  endothelioma  of  the 
brain.  If  this  sarcoma  had  been  found  at  the  ophthalmoscopic  exam- 
ination, it  probably  would  have  been  accepted  as  an  indication  that 
the  brain  tumor  was  a  sarcoma. 

Dr.  F.  X.  Dercum  said  that  in  order  that  the  symptoms  of  as- 
tereognosis  should  have  a  localizing  value,  it  must  be  distinguished 
by  certain  features.  As  he  had  already  shown,  astereognosis  may  be 
present  in  disease  of  the  peripheral  nerves,  of  the  spinal  cord,  of  the 
medulla  and  of  the  brain.  In  astereognosis,  due  to  disease  of  the 
peripheral  nerves  or  of  the  tracts  within  the  cord,  the  symptom  has 
its  origin  in  the  fact  that  one  or  more  of  the  impressions  necessary 
to  the  forming  of  the  mental  image,  does  not  reach  the  cortex  by 
reason  of  the  defect  in  the  afferent  pathways.  If  in  a  given  case, 
on  the  other  hand,  all  of  the  various  cutaneous  and  other  sensa- 
tions, which  are  necessary  to  normal  stereognosis,  be  preserved,  and 
notwithstanding  this  astereognosis  be  present,  we  have  a  right  to  in- 
fer disease  of  the  cortex,  that  is,  all  of  the  factors  essential  to  ster- 
eognosis perception  are  being  transmitted  along  the  proper  path- 
ways and  yet  due  to  a  want  of  proper  combining  power  in  the  cor- 
tex, astereognosis   is  present. 

In  order  that  astereognosis  should  have  a  definite  cortical  local- 
izing value,  it  must  be  associated  with  one  or  other  of  the  following 
symptoms.  Ihere  must  either  be  present  some  sensory  loss  or  some 
motor  loss;  there  is  present  either  paralysis  or  paresis  or  some  de- 
fect of  sensation,  possibly  a  mere  hypesthesia.     At  times   a  slight 


302  PHILADELPHIA  NEUROLOGICAL  SOCIETY. 

ataxia  may  be  the  only  motor  symptom  present  with  stereognostic 
loss.  If  any  or  all  of  these  symptoms  l>e  present  in  a  case  of  aster- 
eognosis.  they  justify  the  inference,  other  things  equal,  that  we 
have  a  lesion  in  the  posterior  portion  of  the  superior  parietal  lobule 
on  the  opposite  side. 

With  regard  to  Wernicke's  symptom,  Dr.  Dercum  stated  that  he 
had  observed  it  in  one  patient  in  whom  he  had  been  able  to  verify 
the  symptom  by  post-mortem  examination.  This  case  has  been  pub- 
lished. In  this  patient  the  experiment  was  made  in  a  very  simple 
manner  with  p.  candle  in  a  darkened  room  and  the  difference  in  the 
reaction  of  the  iris  to  the  candle  with  respect  to  the  blind  and  nor- 
mal halves  of  the  retina  was  so  decided  that  a  tyro  would  have  recog- 
nised it.  As  long  as  the  candle  was  held  in  such  a  position  that  the 
rays  fell  upon  the  blind  half  of  the  retina  the  pupil  remained  di- 
lated: the  moment  the  candle  was  brought  across  the  middle  line 
and  the  rays  fell  upon  the  sound  half  of  the  retina,  the  iris  promptly 
contracted.  Dr.  Dercum  also  said  that  he  had  observed  this  symp- 
tom in  a  patient  still  living  in  the  Nervous  Wards  of  the  Philadel- 
phia Hospital.  In  the  case  of  the  tumor  presented  by  himself  the 
Wernicke  reaction  was  unmistakably  present  though  the  difference 
in  the  two  responses  of  the  iris  was  not  as  marked  as  that  observed 
by  him  in  the  case  which  had  been  verified  by  autopsy.  Dr.  Dercum 
considered  the  symptom  in  the  present  case  as  due  merely  to  pres- 
sure. In  other  words,  it  was  a  distance  symptom.  This  is  further 
rendered  probable  by  the  fact  that  the  symptom  had  not  been  ob- 
served by  a  competent  ophthalmologist  some  days  before. 

Dr.  Charles  K.  Mills  said  that  when  astereognosis  is  of  decided 
value  in  cerebral  diagnosis,  other  symptoms  are  usually  present; 
nevertheless  he  believed  that  astereognosis  with  disorders  of  sensi- 
bility and  with  ataxia  may  be  present  without  motor  paresis,  in  le- 
sion of  the  superior  parietal  convolution. 

Dr.  W.  G.  Spiller  referred  to  a  case  similar  to  that  reported  by 
Dr.  Mitchell.  The  man  had  been  struck  on  the  forehead  many  years 
ago.  Some  years  after  the  blow  had  been  received  he  noticed  that 
his  head  was  enlarging,  and  still  later  he  had  paresis  on  the  opposite 
side  of  his  body.  He  had  also  optic  neuritis  and  some  difficulty  in 
finding  certain  words  although  the  tumor  was  not  in  the  speech  area. 
He  was  operated  on  but  died  from  shock  and  hemorrhage.  The  tu- 
mor was  of  the  same  character  as  in  Dr.  Mitchell's  case  and  in  al- 
most the  same  position.  It  grew  from  the  dura  and  caused  a  large 
depression  in  the  brain  without  infiltrating  the  brain. 

Dr.  Spiller  also  referred  to  the  peculiar  appearance  presented  by 
softening  of  the  brain  as  seen  in  the  living  subject,  as  he  had  had  an 
opportunity  of  seeing  it  at  operation  in  one  of  the  cases  referred  to 
by  Dr.  Keen.  The  comparison  to  baked  custard  made  by  Dr.  W.  J. 
Taylor  Dr.  Spiller  considered  very  descriptive.  On  microscopical 
examination  of  the  tissue  removed,  Dr.  Spiller  found  a  condition 
which  might  have  been  produced  by  syphilis,  but  might  have  been 
from  other  causes.  The  vessels  were  thickened,  round-cell  infiltra- 
tion was  intense,  and  numerous  fatty  granular  cells  were  found  in 
the  cerebral  tissues. 
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December  20,  1900. 

The  Vice-President,  Dr.  Hugh  T.  Patrick,  in  the  chair. 

POLIOENCEPHALITIS  SUPERIOR   IN  A  MAN  THIRTY- 
ONE  YEARS  OF  AGE. 

This  case  was  reported  by  Dr.  Church.  The  patient  had 
been  married  five  years,  but  had  no  children.  Cashier  by  oc- 
cupation. Family  history  presented  several  cases  of  tubercu- 
losis, otherwise  it  was  negative.  The  personal  history  of  the 
patient  was  also  without  notable  incident  and  venereal  his- 
tory was  denied.  For  several  years,  however,  he  had  used 
alcohol  and  tobacco  freely,  working  very  hard,  with  short 
hours  of  sleep  but  considerable  outdoor  athletic  exercise. 

August  19,  1899,  in  a  very  hot  sun,  he  played  golf  all  day 
without  head  covering.  Forehead,  face  and  scalp  severely 
burned  and  the  hair  bleached  by  the  sun.  On  the  second  day 
thereafter  he  noticed  dimness  of  vision  in  both  eyes,  was 
compelled  to  hold  the  book  at  a  distance,  and  there  was  also 
a  little  double  vision.  Examination  of  the  eyes  by  compe- 
tent oculists  failed  to  detect  any  trouble  in  the  fundus.  There 
was,  however,  a  tendency  to  outward  squint  and  some  rigid- 
ity of  the  pupils.    He  was  given  mercury  by  inunctions. 

Two  weeks  later  he  came  under  observation,  showing  a 
slight  ptosis  on  the  left  side,  outward  deviation  of  both  eyes, 
pupils  rigid  to  light  and  accommodation.  Headache,  vomiting, 
dizziness  and  other  subjective  disturbances  absent.  Tempera- 
ture, pulse,  respiration,  urine  and  blood  normal.  He  showed  a 
little  tendency  to  oversleep  and  during  the  day  would  drop 
asleep  while  driving.  He  seemed  to  be  indififerent  to  sub- 
jects of  ordinary  interests  and  to  the  gravity  of  his  condition. 
After  20  daily  inunctions  the  gums  were  slightly  affected  and 
the  mercury  discontinued. 

On  the  30th  day  after  the  onset  of  symptoms  his  speech 
was  a  little  muffled  and  there  was  some  inco-ordination  when 
walking  with  the  eyes  closed.  The  tendon  reflexes  which 
previously  had  been  normal,  became  increased  and  there  was 
a  slight  ankle-clonus  on  each  side.  During  the  night  he  had 
had  involuntary  urination. 

On  the  31st  day  the  divergent  squint  subsided,  apparent- 
ly through  paresis  of  the  external  rectus  or  involvement  of 
the  nuclei  of  the  6th  nerve,  and  the  pupils  commenced  to  di- 
late. Vision  for  distance  was  still  normal  but  there  was  no  ac- 
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commodative  action  and  the  pupils  responded  neither  to  light 
nor  accommodation.  Static  ataxia  was  decidedly  pronounced. 
The  temperature  had  a  slight  subnormal  tendency.  There 
was  mental  hebetude. 

On  the  32nd  day  he  was  unable  to  stand,  pupils  were  di- 
lated ad  maximum,  the  eyes  perfectly  immobile,  ptosis  on 
both  sides  partially  developed.  Temperature  commencing 
to  ascend,  reached  100.2.  The  next  day  double  ptosis  was 
complete,  reflex  excitability  was  greatly  increased  so  that 
the  patient  was  almost  tetanized  as  he  lay  apathetically  in 
bed.  Babinski's  reflex  was  present  on  each  side.  Tempera- 
ture 101.2,  pulse  120.  Next  day  his  condition  was  worse;  he 
had  some  difficulty  in  swallowing.  Coma  existed  most  of  the 
day.  The  following  day  temperature  rapidly  ascended  to 
108,  with  a  falling  pulse  at  the  same  time  and  he  died  after 
twenty-four  hours  of  absolute  coma. 

Post-mortem  examination  was  absolutely  negative,  except 
healed  foci  of  tuberculosis  in  each  apex  about  as  large  as  a 
walnut. 

Examination  of  specimens  and  serial  sections  made  by 
Dr.  Futterer  show  areas  of  more  or  less  well-outlined  soften- 
ing in  the  corpora  quadrigemina,  pons,  peduncles,  internal 
and  external  capsule,  principally  upon  the  right  side.  The  area 
in  the  external  caps.ule  involves  the  claustrum  in  its  anterior 
portion  with  an  upward  extension  to  the  lower  level  of  the 
cortex.  The  lesions  in  the  peduncles  are  confined  to  their 
lower  parts  and  are  small,  while  others  involve  the  nuclei  of 
the  oculomotorius,  trochlearis  and  abducens.  Changes  are 
decidedly  inflammatory  and  blood  vessels  thickly  surrounded 
by  masses  of  leucocytes  appear  in  the  midst  of  areas  of  de- 
generation. Here  and  there  is  also  well  developed  hyaline 
degeneration  of  the  walls  of  the  blood  vessels. 

Dr.  Church  called  attention  to  the  fact  that  a  series  of 
cases  showing  gradations  between  acute  polioencephalitis 
and  asthenic  bulbar  paralysis  or  myasthenia  gravis  could  be 
found  in  the  literature,  and  that  in  this  case  the  sequence  of 
events  might  perhaps  be  considered  as  follows :  A  tubercu- 
lar lesion  inducing  some  hyaline  degeneration  in  the  vessels, 
subsequently  traumatism  in  the  shape  of  sunburn,  the  action 
of  toxic  or  infectious  agencies  producing  inflammatory 
changes  in  the  area  of  lowered  resistance,  and  polioencepha- 
litis with  additional  foci  of  inflammatory  disturbance. 

Dr.  Church  suggested  the  possibility  of  a  series  of  pathological 
conditions  in  which  polioencephalitis  formed  one  end  and  myasthe- 
nia gravis  the  other.     Dr.   Sanger   Brown  thought  that  this  could 
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hardly  be  the  case  as  the  tendency  of  myasthenia  gravis  is  to- 
wards recovery.  Dr.  Patrick  agreed  with  Dr.  Church  and  showed 
sections  from  a  case  which  apparently  occupied  middle  ground  be- 
tween the  two  conditions  mentioned.  Dr.  Patrick's  sections  through 
various  areas  of  the  cerebro-spinal  axis  showed  everywhere  vast  en- 
gorgement of  the  capillaries  and  possibly  some  early  degeneration 
of  cells,  the  patient  having  died  before  further  destruction  had  tak- 
en place. 

A  SlUDY  IN  THE  HEMATOLOGY  OF  NEURASTHENIA. 

Dr.  Lodor  said  that  the  title  neurasthenia  would  seem  to 
cover  a  pathological  condition  far  more  widespread  than  the 
term  itself  might  indicate.  There  is  scarcely  an  organ  or  tis- 
sue in  the  body  which  does  not  show  more  or  less  deviation 
from  the  normal. 

In  taking  up  its  hematology,  facts  appear  which  of  them- 
selves are  confusing  and  contradictory.  One  of  the  first 
symptoms  noticeable  in  neurasthenia  is  the  evident  anemia, 
or  if  not  anemia,  hemic  change.  In  an  able  and  suggestive 
article  published  in  the  Medical  Record,  June  25,  1898,  Mary 
Putnam  Jacobi  points  out  that  many  neurasthenics  and  also 
patients  evidently  anemic,  have  a  very  high  blood  count,  and 
gives  the  history  and  count  of  several  patients  where  the  reds 
were  over  5,500,000.  One  patient,  a  palid  neurasthenic,  had  a 
red  count  of  6,660,000;  whites,  ^7^777-  Following  sugges- 
tions of  S.  Weir  Mitchell,  Dr.  J.  K.  Mitchell  has  made  a  very 
careful  and  exhaustive  study  of  many  neurasthenics,  finding 
a  large  per  cent,  of  them  evidently  anemic  and  yet  with  a 
blood  count  either  normal  or  supranormal.  Such  observers 
as  Mitchell,  Oliver,  Cabot,  Cheron  Vigoroux,  have  noticed 
and  noted  the  changeableness  of  the  red  count  owing  to  var- 
iation in  the  condition  of  the  blood-drop  after  massage,  sta- 
tic electricity,  etc. 

It  is  curious  that  it  never  occurred  to  these  careful  ob- 
servers to  put  together  the  results  obtained  by  the  various 
means  of  blood  examination.  No  tissue  of  the  body  is  so 
changeable  or  so  changing,  as  the  blood,  and  before  any  fair 
conclusions  can  be  drawn  certain  facts  of  its  condition  must 
be  obtained,  as : 

(i)  Its  specific  gravity. 

(2)  Chemical  composition. 

(3)  Rate  of  flow  and  caliber  of  vessels,  including  vaso- 
motor control,  as  the  red  and  white  corpuscles  do  not  move 
with  the  same  velocity,  the  white  tending  to  lag  and  stick 
against*the  blood  vessel  wall. 
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(4)  Temperature  of  the  part  furnishing  blood  for  examin- 
ation. 

(5)  Number  of  reds  and  number  of  whites. 

(6)  Hemoglobin  value  in  color. 

(7)  Bulk  value  of  corpuscular  elements  as  determined  by 
the  hematokrit. 

(8)  Biochemical  activity  of  cell  as  manifested  by  its  ability 
to  take  up  acid  or  alkaline  staining  reagents. 

(9)  The  age  of  the  corpuscular  elements, a  point  not  prac- 
tically discoverable  clinically,  but  bearing  largely  upon  the 
condition  of  the  patient,  and  possibly  discoverable  by  a  priori 
reasoning. 

(10)  Its  bacteriology. 

In  experimental  work  done  by  Drs.  John  Holdan  and  J. 
Lorrain  Smith,  Jour,  of  Phys.,  1894,  p.  465,  to  determine  the 
different  oxygen  capacities  of  red  blood  corpucles,  several 
data  were  obtained  which  aid  in  discovering  the  age  of  cor- 
puscles. When  blood  is  centrifugated,  the  heaviest  corpus- 
cles naturally  are  thrown  to  the  periphery.  These  observers 
took  specimens  from  this  heavy  outer  layer  of  corpuscles  and 
found  that  they  had  an  increase  of  20  per  cent,  of  oxygen  car- 
rying capacity  over  the  layer  near  the  center  of  centrifuga- 
tion.  Size  of  corpuscles,  according  to  their  statements,  in  no 
way  influenced  oxygen  carrying  capacity.  A  still  more  inter- 
esting point  was  the  fact  that  blood  drawn  from  animals  prev- 
iously bled,  had  a  higher  oxygen  capacity  than  that  obtained 
before  such  bleeding.  While  such  facts  were  noted,  the  evi- 
dent conclusion  was  not  drawn,  namely,  that  the  heavy  cor- 
puscles were  the  new  ones  and  the  light  corpuscles  with  en- 
feebled oxygen  carrying  capacity,  were  old. 

Premising  so  much.  Dr.  Lodor  spoke  of  observations 
made  first,  in  the  examination  of  choreics  and  afterward  car- 
ried on  in  neurasthenics.  Patients  coming  into  the  examining 
room  from  an  outside  temperature  below  freezing,  showed 
for  some  time  a  marked  decrease  in  the  solid  constituents  of 
the  blood  amounting  not  infrequently,  to  10  per  cent,  by  bulk 
as  shown  by  the  hematokrit  over  readings  obtained  in  former 
examination,  not  only  this  but  apparently  an  increase  in  the 
proportion  of  reds  over  whites.  When  the  patient  was  thor- 
oughly warmed  this  discrepancy  disappeared.  Patients  ex- 
amined after  Franklinization  showed  a  decided  increase  in 
bulk  of  solids  and  number  of  reds  over  readings  obtained  be- 
fore the  electricity  was  used.  Immersing  the  hand  of  a  well 
warmed  patient  into  cold  water  rapidly  lowered  th&  bulk  of 
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reds  in  circulation.  From  many  examinations  made,  both  in 
health  and  disease,  it  was  found  that  cold  uniformly  lowered 
the  bulk  of  solids  in  peripheral  blood  and  increased  the  appar- 
ent quantity  of  reds  over  whites.  On  the  other  hand,  warmth 
restored  the  balance  and  massage  and  electricity  uniformly 
raised  the  bulk  of  solids  above  normal  for  the  individual, 
thus  giving  a  sway  from  the  abscissa  line  of  normal,  to  from 
2  to  10  per  cent,  below  to  2  to  10  per  cent,  above.  A  natural 
deduction  would  be  that  some  attention  should  be  given  and 
allowance  made  in  the  blood  count  in  patients  with  cold, 
clammy  hands  and  extremities.  The  small  size  of  blood  ves- 
sels and  the  vaso-motor  constriction  seen  in  some  neurasthe- 
nics may  account  for  part  of  the  apparent  hemic  disturbance. 
Furthermore,  change  of  atmospheric  pressure  materially 
changes  the  number  of  reds  as  might  be  expected.  A  marked 
increase  in  the  quantity  of  solids  in  the  blood  from  a  finger 
was  always  obtained  by  rotating  the  arm  rapidly.  Removal 
of  a  patient  to  an  altitude  causes  reds  to  appear  in  greater 
number  in  peripheral  vessels,  so  that  the  remarkable  gain 
noted  at  times  in  the  hemic  condition  of  patients  taken  to 
altitudes  may  be,  and  probably  is,  factitious,  due  to  the  alti- 
tude and  not  to  an  actual  increase  in  the  number  of  reds  in 
the  general  circuit. 

Going  back  to  the  study  of  the  red  blood  column  as 
shown  in  the  hematokrit  and  studying  it  more  in  detail,  there 
seem  to  be  three  areas  in  it,  in  normal  blood :  a  heavy  area 
found  at  the  periphery,  a  middle  weight  area  in  the  center, 
and  a  lighter  weight  area  at  the  proximal  end  of  the  clot. 

Dr.  Lodor  found  that  blood  taken  from  these  three  areas 
varies  much  in  its  capacity  to  take  up  acid  stains.  The  heavy 
blood  from  the  periphery  stains  deeply  and  quickly  and  even- 
ly with  the  acid  stains :  The  middle  area  stains  fairly  well  with 
acid  stains,  and  blood  from  the  proximal  end  of  the  tube  but 
slightly.  There  are  certain  other  features  of  the  blood  from 
this  last  area  which  attract  attention.  The  corpuscle  itself 
is  exceedingly  lean,  oftentimes  almost  dumb-bell  shaped  when 
on  edge,  and  does  not  stain  evenly.  The  cytoplasm  is  appar- 
ently pushed  to  an  outside  rim  with  cell  wall  collapsed  and 
touching  in  the  center,  the  cell  contents  having  lost  almost 
all  biochemic  activity. 

Putting  the  findings  together,  namely,  that  in  normal 
blood  we  have  circulating  red  cells  of  very  uneven  value,  and 
that  some  of  them  are  heavy  and  stain  well,  that  in  an  ani- 
mal bled  and  allowed  to  recuperate  we  have  a  great  prepon- 
derance of  heavy  red  cells  staining  deeply,  and  that  in  both 
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instances  the  heavy  cells  have  a  greater  oxygen  carrying  ca- 
pacity, the  conclusion  would  seem  inevitable  that  these  heavy 
cells  are  new  or  recently  formed. 

Applying  these  facts,  and  conclusions  legitimately  drawn 
from  these  facts,  to  findings  in  the  examination  of  the  blood 
of  neurasthenics,  it  would  appear  possible  to  reconcile  many 
statements  apparently  diametrically  opposed.  In  all  cases 
coming  under  Dr.  Lodor's  observation,  there  seems  to  be 
some  hemic  disturbance,  no  matter  whether  the  case  has  as  a 
basis,  an  auto-toxemia,  a  toxemia  as  a  sequel  of  preceding  di- 
sease, or  is  apparently  purely  acquired  or  is  of  distinctly  he- 
reditary type.  Each  type  may  have  some  particularly  promi- 
nent symptom,  a  sexual  one,  or  gastric  one,  but  be  the  type 
or  special  symptom  what  it  may,  if  the  disease  persists  any 
length  of  time  there  presently  appears  a  condition  of  blood 
fairly  constant  and  typical  of  the  disease.  The  reds  may  or 
may  not  be  .reduced  in  count,  at  times  may  be  even  above 
count,  but  the  individual  erythrocyte  has  undergone  a  change 
so  that  it  resembles  the  cells  in  normal  blood,  which  Dr.  Lo- 
dor  has  called  for  want  of  a  better  name — old  cells.  In  many 
cells  the  cytoplasm  in  stained  specimens  seems  pushed  out 
to  the  periphery  to  such  an  extent  that  the  cell  becomes 
dumb-bell  shaped  instead  of  the  normal  lenticular  or  biscuit 
shape.  As  a  result  the  cells  pack  together  closely  and  show 
a  marked  diminution  in  volume  by  the  hematokrit.  The  oxy- 
gen carrying  capacity  is  lowered  and  in  consequence  the 
hemoglobin  is  deficient  in  color  test.  The  blood  in  neuras- 
thenia would  seem  to  be  poor  in  oxygen  carrying  capacity, 
and  not  only  this  but  owing  to  the  poor  vaso-motor  control 
the  peripheral  blood  at  least  varies  much  in  its  character. 
Time  and  again  Dr.  Lodor  has  noticed  the  blood  issuing 
from  a  puncture  not  well  mixed,  so  that  serum  came  first  and 
then,  apparently,  a  mass  of  corpuscles.  Such  findings  lead  at 
once  to  speculation.  Certainly  many  cases  of  neurasthenia 
have  some  form  of  toxemia  as  an  underlying  cause.  The  val- 
ue of  all  means  of  hemogenesis  is  at  once  apparent  and  if 
it  were  necessary,  further  proof  is  furnished  for  the  value  of 
massage,  electricity  and  over-feeding. 

Dr.  Patrick  wished  to  know  what  form  of  static  current  was 
used  in  the  experimentation,  the  reply  indicating  that  any  form  which 
produced  skin  irrirtation,  but  particularly  the  short  spark,  would  pro- 
duce the  conditions  as  indicated.  Dr.  Dewey  thought  that  any  form 
of  rubefaction  would  cause  similar  conditions  to  those  mentioned  in 
the  paper.  Dr.  Sanger  Brown  extended  the  thanks  of  the  society 
to  the  writer  for  original  work  done  and  said  that  while  nothing 
new  in  the  way  of  treatment  was  claimed,  certain  pathological  con- 
ditions were  happily  explained. 
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CLINICAL  NEUROLOGY. 

Ueber  die  Beziehungen  zwischen  Eclampsia  infantum  und  Epi- 
LEPSiE  DES  Kindesalters  (Relations  between  Infantile  Eclamp- 
sia and  Epilepsy  of  Childhood).  Lewinsky  (Die  arztliche  Prax- 
is, Dec.  I,  1900). 

If  it  is  assumed  that  all  attacks  of  infantile  convulsions  have 
the  same  pathogeny,  no  distinction  between  transient  and  non-recur- 
ring eclamptic,  hysterical,  and  tetanoid  attacks  on  the  one  hand,  and 
true  epilepsy  on  the  other,  can  be  made.  Some  authorities  have  as- 
sumed that  these  two  groups  of  affections  are  identical,  others  that 
they  are  similar  but  not  identical,  others  again  that  they  are  wholly 
dissimilar.  The  causes  of  eclampsia  often  lie  unmistakably  in  such 
irritants  as  worms,  or  in  the  poison  of  acute  infectious  diseases.  Nev- 
ertheless, eclampsia  may  occur  without  any  of  these  causes,  and  here 
epilepsy  is  suggested.  Some  authors  regard  all  eclampsia  without 
adequate  cause  as  epileptic.  There  is  one  causal  element  however, 
connected  with  true  epilepsy,  and  this  is  psychical  fright,  etc.  As 
genuine  epilepsy  in  much  older  individuals  may  follow  a  mental 
shock;  i.e.,  may  first  appear  after  such  an  experience,  so  may  true 
epilepsy  first  appear  in  infancy.  Yet  eclampsia  at  the  same  age  may 
also  be  called  forth  by  fright,  therefore  we  cannot  tell  in  a  case  of 
infantile  convulsions  supervening  after  fright,  whether  we  have  to 
do  with  epilepsy  or  with  eclampsia.  As  far  as  the  symptoms  are  con- 
cerned there  is  absolutely  no  difference.  All  typical  symptoms  are 
present  in  each  case.  Further,  while  simple  eclamptic  convulsions 
are  usually  well-defined,  we  see  cases  which  run  parallel  with  the 
lighter  attacks  of  epilepsy,  i.e.,  with  petit  mal.  Weiss  uses  the  term 
eclampsia  mitior  to  describe  these  cases.  The  non-epileptic  character 
of  these  seizures  is  shown  by  the  occurrence  of  spontaneous  recov- 
ery at  puberty.  Some  authors  attempt  to  show  that  in  these  eclamp- 
tic cases  some  consciousness  is  always  retained,  and  that  while  the 
seizures  succeed  one  another  more  rapidly  than  epileptic  attacks,  the 
consciousness  between  the  paroxysms  is  not  any  way  affected.  Such 
cases  injure  themselves  less  than  epileptics.  In  adults  the  distinc- 
tions between  epilepsy  and  simple  eclamptic  or  epileptiform  convul- 
sions are  much  more  readily  made.  Soltmann  has  demonstrated  the 
existence  of  all  the  various  forms  of  aura  in  childhood,  not  only  in 
epilepsy,  but  in  eclampsia  as  well.  Demme  claims  that  the  aura  of 
eclampsia  is  seldom  or  never  subjective.  Eclampsia  in  childhood  is 
more  serious  than  epilepsy  in  one  way,  which  serves  as  a  point  for 
differentiation.  Not  infrequently  the  eclamptic  child  may  die  of  as- 
phyxia. Soltmann  even  gives  eclampsia  a  death  rate  from  7%  to  10%. 
It  is  very  doubtful  if  true  epilepsy  of  childhood  has  any  mortality 
whatever. 

An  attempt  at  differentiation  is  of  the  utmost  importance,  since 
the  management  of  infantile  eclampsia  and  that  of  infantile  epilepsy 
would  differ  radically  Most  authorities  differ  with  the  author  and 
hold  that  all  convulsive  seizures  in  infancy  or  old  age  without  ade- 
quate cause,  are  essentially  epileptic,  depending  upon  the  degree  of 
predisposition  for  their  continuance  in  the  patient's  after-life.  (Bins- 
wan  ger,  Freud,  Fere,  Voisin).  Clark. 
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Ueber  Alkoholwirkungen   bei   Epileptischen  und  Schwachsin- 

NiGEN  (The  Effect  of  Alcohol  on  Epileptics  and  Feeble-minded). 

Kolle  (Zeitschrift  fiir  die  Behandlung  Schwachsinniger  und  Epi- 

leptischer,  November,  1900). 

Kolle  states  that  it  is  well  known  that  epileptics  are  intolerant 
towards  alcohol  and  are  especially  prone  to  develop  the  acute  alco- 
holic psychoses.  Moderate  quantities  of  alcohol  have  been  known  to 
produce  the  status  epilepticus,  mania,  etc.  Alcohol  used  immoder- 
ately often  determines  the  first  appearance  of  epilepsy. 

Case  I. — An  epileptic  indulged  in  beer  and  fell  asleep.  A  comrade 
tweaked  his  nose,  telling  him  to  wake  up.  The  epileptic  without  any 
interval  whatever,  drew  his  knife  and  stabbed  his  friend.  Afterwards 
he  had  no  recollection  of  it.  Kolle  relates  half  a  dozen  histories  of 
sim.ilar  experiences,  some  being  in  indiots. 

Case  II. — An  epileptic  entered  a  drinking  place  and  after  taking 
some  wine  got  into  a  dispute  in  the  course  of  which  he  drew  a  re- 
volver and  shot  at  his  companions.  He  had  no  recollection  of  the 
deed  afterward. 

Case  III. — An  epileptic  got  drunk  and  finding  his  wife  absent 
from  home,  poured  petroleum  over  the  floor  of  the  room,  lighted  it, 
then  went  out  and  gave  an  alarm  of  fire,  and  the  latter  was  extin- 
guished. The  epileptic  remembered  nothing  of  these  events  in  an 
after  examination,  but  the  author  fails  to  make  clear  whether  the 
amnesia  of  these  cases  is  false  or  genuine.  Clark. 

Beitrage  zur  Thomsen'  schen  Krankheit  (Contribution  to  Thom- 
sen's  Disease).  Julius  Mahler  (Wiener  klin.  Wochenschrift,  No. 
52,  Dec.  27,  1900,  p.  1219). 

In  the  case  reported  by  Mahler  energetic  movements  after  rest 
caused  rigidity  and  hardness  of  the  muscles  concerned.  The  con- 
tractions in  these  muscles  persisted  several  seconds  after  cessation 
of  voluntary  movement.  In  continued  movements  of  the  same  char- 
acter the  muscular  rigidity  gradually  disappeared  and  the  move- 
ments were  performed  normally.  The  voluntary  muscles  were  ex- 
ceedingly well  developed  but  the  motor  power  was  slight  in  propor- 
tion to  the  size  of  the  muscles.  The  condition  was  that  known  as 
Thomsen's  disease.  In  passive  motion  the  rigidity  was  absent  and 
the  muscles  were  not  abnormally  hard.  In  addition  to  these  symp- 
toms there  were  others  not  usually  seen  in  Thomsen's  disease.  If 
the  voluntary  motions  were  not  very  energetic,  subjective  and  ob- 
jective weakness  of  the  muscles  concerned  in  the  movements  oc- 
curred and  these  muscles  were  very  soft,  but  this  weakness  was  not 
dependent  upon  cold  as  in  Eulenberg's  paramyotonia.  The  weakness 
was  manifested  in  the  commencement  of  slow  movements,  indiffer- 
ently whether  the  room  was  warm  or  cold,  and  disappeared  if  move- 
ments of  the  same  character  were  continued.  Spiller. 

Le  diagnose  histologique  de  rabes  (Histological  Diagnosis  of  Hy- 
drophobia). C.  Franca  (Comptes  rend,  de  la  soc.  de  biologic, 
Nov.  30,  1900). 

The  great  practical  importance  of  the  histological  method  of  di- 
agnosing hydrophobia  introduced,  led  the  author  to  further  investi- 
gate it.  The  animals  used  by  Van  Gehuchten  and  Nelis  died  as  the 
result  of  the  disease;  most  of  the  material  sent  to  laboratories  for 
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examination  consists  of  tissue  from  animals  killed  before  the  disease 
has  killed  them.  To  find  out  in  how  far  the  histological  method 
could  be  relied  on  with  such  tissues  was  the  main  object  of  the  pres- 
ent study.  His  conclusions  were:  In  rabid  animals  which  died  pre- 
maturely the  ganglionic  cell  changes  described  by  Van  Gehuchten 
and  Nelis  were  sometimes  absent.  In  these  animals  it  is  the  rule  to 
find  round  extracapsular  elements  in  greater  or  less  numbers.  The 
bulbar  lesions  appeared  on  the  whole  more  intense  than  those  of  the 
ganglion  cells.  It  is  impossible  to  rely  wholly  on  the  microscopic 
findings  in  the  nervous  symptom.s  of  prematurely-dead  rabid  animals 
in  establishing  the  diagnosis  of  hydrophobia.  Jelliffe. 

Die  subjectiven  Beschwerden  der  Neurastheniker  (Subjective 
Symptoms  of  Neurasthenia).  L.  Hoeflmayr  (Miinch.  med. 
Woch.  47,  1900,  Nov.  13,  p.  1594). 

The  author  says  that  the  most  disagreeable  and  alarming  symp- 
toms of  neurasthenia,  are  those  due  to  irritation  of  the  vagus.  The 
patient  is  usually  taken  at  night  and  is  seen  struggling  with  extreme 
dyspnea  and  cardiac  pain,  and  seems  to  be  in  the  last  stages  of  or- 
ganic heart  lesion.  Cold  perspiration  usually  covers  the  entire  body; 
the  lower  extremities  feel  cold,  and  the  pulse  is  increased  in  frequen- 
cy and  often  arhythmic.  though  not  weak.  A  history  of  constipa- 
tion can  usually  be  elicited  and  a  large  dose  of  castor  oil  generally 
brings  relief,  so  that  it  is  probable  that  the  symptoms  are  due  to  ir- 
ritation of  the  end-filaments  of  the  vagus  in  the  intestines  through 
gases  of  putrefaction.  Headache  is  another  very  common  and  dis- 
agreeable symptom  of  nervous  exhaustion  which  may  also  find  an 
explanation  in  auto-intoxication.  Jelliffe. 

Optische   Neurite  im   Chlorose   (Optical   Neuritis  in    Chlorosis). 

A.  Englehardt  (Miinch.  med.  Woch.,  Sept.  4,  1900). 

This  condition  is  occasionally  seen  in  chlorosis,  but  cases  are 
rare  in  which  it  constitutes  the  whole  clinical  picture.  The  patient 
had  a  moderate  diminution  of  the  amount  of  hemoglobin  and  in  the 
number  of  red  cells.  There  was  complete  blindness,  headache,  anes- 
thesia, paralysis  and  other  nervous  symptoms,  and  the  diagnosis  of 
brain  tumor  was  very  suggestive,  especially  when  later  in  the  disease 
localizing  symptoms  in  the  form  of  epileptic  convulsions  appeared. 
The  autopsy  revealed  nothing  but  extreme  dryness  and  anemia  of  the 
brain  tissues,  and  left  only  anemia  to  explain  the  symptoms. 

Jelliffe. 

Ueber  die  Storungen  der  Geberdensprache  (On  Disturbances  of 
Pantomime  Speech  [Amimia]).    J.  Mazurkiewicz  (Jahrbucher  fiir 
Psychiatric  und  Neurologic,  Vol.  19,  1900,  p.  514). 
This  condition  is  comparatively  rare.    In  75  cases  of  aphasia  col- 
lected by  Naunyn  there  were  four  in  which  this  speech  disturbance 
was  noticed.    The  author  is  able  to  add  three  cases  of  his  own  from 
Anton's  clinic. 

Case  I. — Man  25  years  old,  with  previous  history  of  articular 
rheumatism.  Apoplectic  stroke  which  resulted  in  right-sided  hemi- 
plegia with  aphasia.  Stenosis  and  insufficiency  of  aortic  valve  with 
good  compensation.  Two  other  attacks  similar  in  nature  to  the 
first  further  influenced  the  patient's  condition.  The  diagnosis  of 
embolus  of  the  second  branch  of  the  arter^a  fossae  Sylvian  was  made. 
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The  aphasic  state  was  as  follows:  The  patient  had  formerly  been 
master  of  two  languages.  The  comprehension  of  these  remained 
but  the  articulation,  with  the  exception  of  a  few  syllabels,  disap- 
peared. The  clinical  picture  was  that  of  a  typical  motor  aphasia,  ty- 
pus  Broca  or  Lichtheim's  cortical  aphasia.  In  the  further  examina- 
tion of  the  patient's  intelligence,  it  was  found  that  he  could  not  ex- 
press the  results  of  the  simplest  mathematical  calculation.  When 
he  was  told  to  use  his  fingers  in  counting,  he  was  unable  to  do  so. 
The  attempt  to  trace  out  geometrical  figures  by  means  of  gestures 
was  a  failure.  If  an  object  was  placed  before  him  he  succeeded  af- 
ter a  fashion  in  tracing  out  its  general  form.  When  the  object  was 
removed,  it  was  impossible  for  him  to  do  this.  In  addition  he  was 
unable  to  pantomime  any  common  action,  such  as  praying,  eating, 
etc.  For  example,  when  asked  to  show  by  gestures  the  use  of  a 
pen,  it  was  impossible  for  him  to  go  through  the  movements  of 
writing  with  one.  The  understanding  of  pantomime  speech  re- 
mained perfectly  normal.  Imitation  of  pantomime  movements  was 
accomplished  almost  always  with  skill  and  confidence.  It  is  interest- 
ing to  note  in  this  case  that  improvement  in  the  mimic  speech  kept 
pace  with  the  improvement  in  the  aphasia. 

Case  II. — As  a  result  of  a  blow  on  the  head  in  the  temporal  re- 
gion, temporary  unconsciousness.  A  difficulty  in  understanding 
spoken  words  followed.  No  paresis.  General  arterio-sclerosis  of  a  high 
grade.  Voluntary  speech  retained  butsomewhatconfused,  and  at  times 
paraphasic  in  character.  The  clinical  picture  was  that  of  Lichtheim's 
cortical  sensory  aphasia,  with  the  difference  that  copying  was  impos- 
sible. He  used  spontaneously  only  the  most  primitive  gestures,  such 
signs  as  yes  and  no,  and  had  inability  to  do  things.  Other  panto- 
mime gestures  were  not  employed  at  all,  although  they  could  have 
aided  him  in  expressing  things,  the  proper  words  of  which  were 
not  at  his  command.  His  understanding  of  pantomime  movements 
was  very  slight.  He  did  not  recognize  the  simplest  geometrical 
figures  when  traced  out  by  gestures.  The  patient  died  with  symp- 
toms pointing  to  increased  intracerebral  pressure.  Anatomical  diag- 
nosis, tumor  of  the  occipital  lobes  of  the  left  side  growing  towards 
the  internal  capsule. 

Case  III. — Patient  sent  to  the  hospital  with  the  history  of  men- 
tal disturbance  of  a  vague  nature.  Understands  the  nature  of  ques- 
tions asked  him.  Speaks  spontaneously  freely  enough,  but  uses  in- 
complete sentences  and  at  times  paraphasic.  The  diagnosis  of 
Lichtheim's  cortical  aphasia  best  describes  his  condition.  He  cannot 
comprehend  pantomime  speech  and  makes  no  use  of  gestures  at  all 
in  attempting  to  express  himself.  Geometrical  figures  not  recog- 
nized. The  origin  and  significance  of  pantomime  speech  from  a  psy- 
chological point  of  view  is  analysed  by  the  author  as  well  as  the  con- 
sideration of  the  various  theories  advanced  by  Wundt,  Anton,  Mey- 
nert,  and  others.  The  position  of  this  form  of  speech  is  thus  stat- 
ed: Mimic  speech  plays  the  role  of  a  connecting  link  between  sensory 
stimuli  and  an  individual's  reaction  to  the  same  (expression  of  feel- 
ing), on  the  one  hand,  and  the  spoken  or  written  word  on  the  oth- 
er. For  a  clearer  understanding  of  the  nature  of  pantomime  speech 
a  more  careful  clinical  study  of  aphasics  is  necessary  in  order  to  de- 
termine the  failure  or  retention  of  a  conception  of  gestures  in  these 
cases.  Schwab. 

Ueber  die   hereditare   progressive   spinal   Muskelatrophie   im 
Ktndesai.ter   (Hereditary  Muscular   Atrophy  in   Children).     J. 
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HoflFmann    (Miinch.    med.   Wochenschrift,  47,    1900,    Nov.  27,  p. 

1649). 

Hoffmann  divides  the  muscular  atrophies  into  muscular,  neural 
and  spinal.  The  latter,  of  distinct  familial  and  hereditary  type,  though 
rare,  especially  claims  the  author's  attention  on  account  of  the  ease 
with  which  it  can  often  be  diagnosed  during  life.  The  fol- 
lowing peculiarities  are  noted:  Children,  who  are  born  of 
healthy  parents  and  without  the  aid  of  forceps,  and  whose 
first  months  of  life  have  been  normal,  are  attacked  by 
the  disease  between  their  fifth  and  ninth  months.  In  the 
course  of  weeks  or  months  the  motions  in  the  hips  become  more 
and  more  weak,  and  this  without  the  appearance  of  any  acute  symp- 
toms of  infection,  such  as  vomiting,  diarrhea,  or  convulsions.  Walk- 
ing, if  it  has  already  been  begun,  will  become  impossible.  Weak- 
ness of  the  dorsal  and  abdominal  musculature  soon  manifests  itself. 
The  disease  progresses  to  the  upper  extremities  and  neck,  so  that 
eventually  the  entire  system  of  muscles  is  more  or  less  paralyzed. 
The  cranial  nerves,  wuth  the  sole  exception  of  the  spinal  part  of  the 
accessorius,  are  not  involved.  Atrophy  of  the  muscles,  which  may 
be  hidden  by  a  well-developed  fatty  deposit  in  the  subcutaneous  tis- 
sues, reaction  of  degeneration,  loss  of  patellar  reflex,  contracture  and 
a  kyphoscoliotic  curvature  of  the  spine  are  found.  On  the  other 
hand,  the  mental  faculties  and  sensation  are  rarely  affected  except 
for  occasional  transient  pains.  A  cure  is  impossible  despite  the  free 
use  of  saline  baths,  strychnine,  phosphorus,  the  iodides,  electricity 
and  quinine;  death,  from  pulmonary  complications,  invariably  occurs 
from  I  to  4  years.  Bulbar  symptoms  or  muscular  hypertrophy  or 
pseudohypertrophy  have  not  been  observed.  Pathologically  there  is 
a  symmetrical  degeneration  of  the  neurones  of  all  nerves  below  the 
hypoglossal,  of  the  multipolar  ganglion  cells  of  the  anterior  horns 
and  of  the  intra-  and  extramedullary  portions  of  the  anterior  roots. 
The  brain  and  the  white  columns  of  the  cord  are  unchanged.  The 
cause  of  the  disease  is  unknown,  but  is  probably  due  to  an  inherited 
weakness  of  the  parts  involved.  Jelliffe. 

MiTTHEILUNG    UBER    EINEN    FaLL    VON    TeTANIE    NACH    INTOXICATION 

(Tetany   following    Intoxication).      F.    Dammer    (Miinch.    med. 

Woch.  47,  1900.     Nov.  13,  p.  1587). 

The  author  relates  the  symptoms  of  a  patient  who  was  treated 
with  male  fern  and  calomel  for  tapeworm  and  who,  soon  after  the 
expulsion  of  the  head,  developed  typical  symptoms  of  tetany  with 
both  Trousseau's  and  Chovostek's  symptoms  present.  Since  the  or- 
dinary causes  of  tetany  were  absent  and  since  calomel  is  not  known 
to  cause  tetany,  the  intoxication  was*  ascribed  to  the  male  fern,  which 
is  known  to  cause  nervous  symptoms  of  a  less-pronounced  character. 

Jelliffe. 

Ueber  einen  Fall  von  Myelitis  apoplecttca  (Concerning  a  Case 
of  Myelitis  Apoplectica).     George  Flatau  (Centralblatt  fiir  Ner- 
venheilkunde  und  Psychiatric,  Jan.  1901,  p.  18). 
A  boy  of  sixteen  years  had  an  abscess  of  the  tooth  and  probably 
also  one  of  the  antrum  of  Highmore.  He  awoke  one  morning  twenty 
years  before  he  came  under  Flatau's  observation,  with  paresthesia 
of  the  right  lower  limb  and  paralysis  of  the  left  upper  and  left  low- 
er  limbs.     Retention    of   urine   persisted   fourteen   days,    and   there 
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was  also  obstinate  constipation.  At  the  time  Flatau's  report  was 
written  no  paralysis  was  found  in  the  left  lower  limb,  but  both  limbs 
of  the  left  side  were  less  well  developed  than  those  of  the  right  side, 
and  some  of  the  muscles  of  the  left  upper  limb  were  paralyzed  and 
exhibited  reaction  of  degeneration.  Flatau  believed  the  case  was 
one  of  myelitis  apopletica  following  the  abscesses  mentioned. 

Spiller. 

PATHOLOGY. 

Le  phenomene  de  la  chromatolyse  apres  le  resection  du  nerf 
PNEUMOGASTRiQUE  (The  Phenomena  of  Chromatolysis,  following 
the  Resection  of  the  Pneumogastric  Nerve).  C.  Ladame  (Nou- 
velle  Iconographie  de  la  Salpetriere,  13th  year,  1900,  Nos.  4,  5 
and  6,  p.  301). 

This  is  a  very  thorough  study  of  the  subject,  extending  through 
three  numbers  of  the  journal.  The  paper  is  divided  into  six  main 
divisions,  (i)  A  consideration  of  the  numerous  and  varied  results 
obtained  by  the  Nissl  method  in  regard  to  the  finer  anatomical 
structure  of  the  nerve  cell  and  its  lesion.  Some  special  modifications 
of  this  method,  especially  the  procedure  of  Van  Gehuchten.  The  spe- 
cial technic  employed  in  this  research.  (2)  A  resume  of  our  know- 
ledge of  the  finer  anatomy  of  the  nervous  elements.  (3)  The  study 
of  chromatolysis  in  general.  (4)  A  critical  analysis  and  a  description 
of  the  sections  of  the  ganglionic  plexus  of  the  bulbar  region  in  con- 
nection with  the  resected  pneumogastric.  (5)  The  interpretation  of 
the  phenomena  observed,  and  lastly  the  conclusions  derived  from  the 
study.  The  animals  used  in  the  experiments  were  rabbits,  dogs,  and 
cats,  two  of  each.  All  were  operated  on  in  the  same  way.  The  ani- 
mals were  chloroformed  and  the  pneumogastric  nerve  was  resected 
in  the  cervical  region  for  a  distance  of  i  to  2  cm.  After  an  inter- 
val varying  from  7  to  195  days,  the  animals  were  killed  always 
by  chloroform  and  examined  by  the  methods  described.  The  speci- 
men studies  for  this  paper  were  cut  serially  in  parafin  and  stained 
with  toluidin  blue.  The  preference  was  given  to  the  latter  rather 
than  to  methylene  blue  on  account  of  the  more  simple  manipulation 
and  a  more  exact  diiTerentiation,  In  regard  to  the  phenomenon  of 
chromatolysis  in  general  the  author  concludes  that  it  differs  accord- 
ing to  the  case,  being  unlike  in  sensory  and  in  motor  neurones.  It  is 
further  not  the  same  in  all  animals,  varying  according  to  the  age  and 
species.  It  also  varies  according  to  the  mode  of  experiment  and  the 
nature  of  the  lesion.  It  is  necessary  then  always  to  specify  exactly 
the  conditions  under  which  an  experiment  is  made  and  the  observa- 
tion noticed  in  each  case.  The  following  are  the  conclusions  which 
the  author  sets  down  as  the  result  of  his  work,  (i)  The  chroma- 
tolysis of  the  plexiform  ganglion  of  the  bulbar  neuclei  of  the  vagus 
is  a  constant  phenomenon  following  the  resection  of  the  pneumogas- 
tric or  vago-sympathetic  (dog)  of  the  neck.  (2)  Chromatolysis  is 
characterized  by  the  disintegration  and  the  disappearance  of  the 
chromatin  blocks  and  by  the  migration  of  the  nucleus.  (3)  Turges- 
cence  is  not  a  regular  phenomenon  of  chromatolysis.  (4)  The  nu- 
cleus is  active  in  its  displacement  during  the  phenomenon  of  chroma- 
tolysis. (5)  The  phenomena  of  reaction  and  repair  are  different  in 
the  dog,  cat  and  rabbit.  (6)  Repair  is  as  constant  a  phenomenon  in 
motor  as  in  sensory  cells.     (7)  The  sensory  cells  are  more  rapidly 
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affected,  longer  and  more  profoundly,  in  repair  and  reaction  than  the 
motor  cells.  (8)  The  number  of  cells  is  practically  the  same  in  the 
normal  and  abnormal  plexiform  ganglion  both  of  the  cat  and  dog 
118,  122,  and  147  days  after  resection  of  the  pncumogastric.  (9)  In 
the  dog  at  the  I22d  day  and  in  the  cat  at  the  147th  day  after  the  re- 
section of  the  vagus  the  dorsal  nucleus  of  the  tenth  nerve  presented 
no  diminution  in  the  number  of  its  elements,  although  it  was  oth- 
erwise pathologically  affected.  (10)  Dogs  at  the  22d  and  the  I22d 
days  presented  chromatolysis  in  the  ganglion  the  nerve  of  which  had 
not  been  destroyed,  as  well  as  in  the  nucleus  of  the  resected  nerve. 

(11)  The  dorsal  nucleus  and  the  plexiform  ganglion  of  the  vagus 
nerve  in  the  rabbit  at  the  iQSth  day  after  the  resection  showed  a  de- 
finite reduction  of  nervous  elements,  half  of  which  had  disappeared. 

(12)  The  chromatin  substance  plays  an  accessory  role  in  the  normal 
function  of  nervous  elements.  (13)  The  union  of  two  ends  of  the  re- 
sected nerve  is  in  no  sense  indispensible  for  the  replacing  of  the  re- 
serve chromatin  of  the  nerve  cells.  (14)  The  vacuolization  is  a  form 
of  degenerative  cell  process.  (1-5)  In  the  cat  at  the  147th  day  the 
plexiform  gangHon,  the  nerve  of  which  had  been  forcibly  compressed 
between  the  blades  of  a  forceps,  presented  no  evidence  of  chroma- 
tolysis. Schwab. 

PSYCHIATRY. 

Observations  on  the  Condition  of  the  Blood  in  the  Insane 
BASED  on  One  Hundred  Examinations.  By  F.  Percival  Mackie 
(The  Journal  of  Mental  Science,  Vol.  47,  1901,  p.  34). 
In  this  series  the  author  has  tried  to  take  into  account  the  various 
modifications  that  change  the  composition  of  the  blood  and  has  ex- 
amined 100  patients,  as  follows,  general  paresis  16,  epilepsy  40,  mel- 
ancholia 20,  mania  13,  miscellany  14.  The  author  concludes  that  in 
looking  through  the  grand  averages  one  cannot  help  noting  the  very 
slight  departure  from  normal  which  exists  in  the  blood  of  insane 
patients.  Although  in  some  cases  slight  changes  are  noted  with 
some  degree  of  constancy,  yet  they  are  so  insignificant  that  they  do 
not  appear  to  throw  any  light  on  the  pathology,  or  give  any  indica- 
tion of  treatment  in  any  class  of  case.  When  they  do  occur,  there  is 
good  reason  to  suppose  that  the  alteration  in  the  blood  state  is  quite 
secondary  to  the  mental  change;  and  further,  the  examination  of 
the  blood  in  the  present  state  of  our  knowledge  is  not  even  an  aid 
to  prognosis  or  to  diagnosis.  Jelliffe. 

Spat  Genesung  beiGeisteskr\nkheiten  (Late  Recoveries  in  Insani- 
ty). Kreuser  (Allg.  Zeitschrift  fiir  Psychiatrie,  1900,  Bd.  Ivii, 
Hft.  6,  S.  771). 

Alluding  to  the  fact  that  the  division  of  mental  disease  into  acute 
and  chronic  forms  is  to  a  considerable  extent  relative  and  arbitrary, 
the  author  proceeds  to  discuss  the  question  of  duration  of  different 
forms  of  insanity,  and  the  criteria  of  recovery.  The  matter  seems 
to  resolve  itself  more  into  a  question  of  diagnosis  and  prognosis  than 
into  one  of  treatment  for  it  is  pretty  clearly  shown  that  certain  forms 
of  mental  disease  have  a  much  greater  tendency  to  end  in  dementia 
than  others,  which  may  last  for  a  greater  or  less  number  of  years 
without  proceeding  to  this  end.  In  a  general  way  recoveries  after 
the  persistence  of  the  mental  disturbance  for  three  years,  are  to  be 
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called  late  recoveries.  These  belong  to  the  exceptions,  a  statistical  in- 
quiry on  7698  cases  in  3  institutions,  giving  the  percentage  to  total 
admissions  as  about  i  per  cent,  to  total  recoveries  at  less  than  5  per 
cent.  As  influences  favoring  late  recovery,  are  absence  of  hereditary 
predisposition,  age  (occurrence  of  the  climacteric),  and  occasionally 
acute  intercurrent  disease  or  injury.  In  conclusion  the  author  tab- 
ulates 22  cases  from  various  sources,  and  gives  condensed  histories 
of  twelve  cases  occurring  in  his  own  institution.  He  has  included  no 
cases  which  have  not  remained  well  at  least  a  year  after  their  dis- 
charge. Allen. 

EiN  Beitrag  zur  Kenntniss  der  epileptischen  Bewusstseinstor- 
UNGEN  MIT  erhaltener  Erinnerung  (Disturbance  of  Conscious- 
ness in  Epilepsy  with  Retention  of  Memory).  K.  BonhoefTer 
Centralbl.  f.  Nervenheilkunde  und  Psychiatric,  October,  1900). 
E.  N.,  basketmaker,  aged  23  years:  father  of  a  very  irascible 
temper,  who  died  by  suicide;  a  brother  had  sick  headaches.  Patient 
developed  slowly  and  had  convulsions  up  to  the  age  of  five  years. 
These  ceased  as  his  school  life  began.  He  was  very  backward  in 
school.  He  was  troubled  by  palpitation,  dyspnea,  etc.  After  leav- 
ing school,  he  was  able  to  support  himself  by  his  trade  as  basket- 
maker.  Not  long  before  he  came  under  treatment  he  was  accused 
of  numerous  attempts  at  arson.  It  appeared  that  he  drank  to  some 
extent  and  was  very  susceptible  to  the  influence  of  alcoholics;  would 
be  made  irresponsible  while  to  all  outward  appearances  he  remained 
sober.  On  these  occasions  he  had  set  fire  to  property.  He  claimed 
to  have  had  an  irresistible  desire  to  see  a  conflagration,  but  when 
asked  to  explain  why  he  set  fire  to  houses  which  he  knew  were  oc- 
cupied by  people,  he  stated  that  the  possibility  of  destroying  life  had 
never  occurred  to  him.  In  the  fires  which  he  had  set  he  helped  to 
extinguish  the  flames  because  he  belonged  to  the  volunteer  fire  bri- 
gade, and  would  have  been  fined  had  he  not  been  present.  Numerous 
other  acts  are  related  showing  disturbances  of  consciousness  without 
total  loss  of  memory.  Patient  exhibited  some  stigmata  of  degener- 
ation. It  was  evident  that  these  peculiar  impulses  to  crime  belonged 
to  epilepsy.  During  these  periods  the  patient  did  not  think  and  act 
like  a  normal  man,  nor  even  like  himself.  His  desires  and  judg- 
ment were  changed  for  the  time.  Nevertheless,  he  remembered  all 
he  did  and  why  he  did  it,  although  his  then  state  of  mind  appeared  to 
his  normal  consciousness  as  foolish  and  his  acts  as  unnecessary.  On 
these  occasions  he  had  generally  drunk  something  but  not  enough  to 
intoxicate  a  normal  individual.  His  retention  of  memory  would 
show  that  these  acts  were  not  examples  of  pathological  drunkenness. 
Indeed,  the  patient's  recollection  on  these  occasions  was  unusually 
acute.  Even  if  the  alcohol  played  a  part  in  the  causation  of  these 
seizures,  which  it  undoubtedly  did,  the  fact  remains  that  the  predis- 
position was  already  present,  and  furnished  by  neurophathic  inherit-  ^ 
ance  and  makeup. 

Seizures  of  this  sort  from  any  source,  are  seldom  enough  asso- 
ciated with  keen  remembrance.  The  difference  in  character  shown 
by  the  patient  when  in  the  midst  of  these  attacks,  is  another  point  of 
interest,  as  under  ordinary  circumstances  there  would  be  some  anal- 
ogy between  the  state  of  mind  during  the  seizures  and  the  habitual 
state.  The  patient  was  a  natural  hypochondriac  and  appeared  to 
have  a  constant  sense  of  dread  and  foreboding.  This  state  was  in  no 
wise  augmented  during  his  seizures.     The  patient  in  fact  appeared 
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while  remembering  all  the  facts,  to  regard  them  as  no  part  of  him- 
self, but  as  if  directed  by  another's  will.  Clark. 

Ueber  Hallucinationen   vorzugltch    Gesichts-Hallucinationen 

AUF    DER    GrUNDLAGE    VON    CUTAN-MOTORISCHEN     ZUSTANDEN   UND 

auf  derjenigen  von   vergangenen  Gesichts-Eindrucken  (On 

Hallucinations,  especially  Visual  Hallucinations,  on  the  Basis  of 

Cutaneo-Motor    Conditions,    and     Past     Visual     Impressions). 

Mourly-Vold   (Allg.   Zeitschrift  fiir  Psychiatrie,   1900,  Ivii,  6,   S. 

834). . 

In  this  article  the  writer  attempts  to  apply  certain  facts  with  re- 
gard to  dream  perceptions  experimentally  obtained,  to  the  elucida- 
tion of  so-called  waking  hallucinations.  We  are  too  prone,  he  thinks, 
to  attribute  abnormal  visual  perceptions  for  which  no  external  cause 
can  be  perceived,  to  direct  central  irritation  of  the  visual  center,  and 
his  paper  is  almost  entirely  devoted  to  trying  to  prove  that  peripher- 
al impressions,  mainly  those  arising  from  the  skin  and  from  the  mus- 
cles, may  in  a  reflex  manner  and  by  association,  call  up  certain  vis- 
ual images  in  the  form  of  hallucinations.  He  has  for  some  years  been 
occupying  himself  with  the  study  of  dreams,  attempting  to  influence 
them,  through  certain  external  stimuli,  and  has  made  a  number  of 
experiments  upon  a  great  many  persons  of  both  sexes,  of  which  the 
following  is  a  type.  A  number  of  subjects  had  one  or  both  feet  so 
bandaged  as  to  produce  strong  plantar  flexion,  or  put  on  one  or  both 
hands  gloves  which  caused  some  flexion  of  the  fingers,  retaining 
them  during  the  whole  night.  Each  person  was  ordered  to  note  his 
position  on  awakening  and  the  nature  of  whatever  dream  he  may 
have  had,  to  record  them  as  promptly  as  possible,  and  to  fill  out  a 
blank  scheme  of  questions  bearing  on  the  subject.  As  a  control, 
the  same  methods  of  peripheral  irritation  were  applied  on  the  follow- 
ing evening  and  followed  by  attempts  at  suggestion.  It  was  found 
that  the  character  of  the  dreams  was  influenced,  and  more  by  the  mo- 
tor than  by  the  cutaneous  irritation,  positive  results  being  obtained 
in  from  50  to  80  per  cent,  of  the  subjects,  depending  upon  external 
circumstances. 

From  cutaneous  irritation  the  subject  had  in  his  dream  a  more 
or  less  accurate  perception  of  the  irritating  object  applied  to  himself 
or  to  another  person,  or  if  an  object  related  in  some  manner  to  the 
irritating  object  or  to  the  irritated  limb.  From  motor-cutaneous 
irritation  arose  dreams  having  to  do  with  the  production  by  the 
subject  himself  or  by  another  of  movements  in  which  the  constrained 
position  of  the  foot  played  an  integral  part. 

For  example,  those  with  bound  feet  dreamed  of  standing  on 
their  toes,  of  running,  and  of  climbing  stairs,  or  of  seeing  other  per- 
sons carry  out  these  movements,  or  felt  themselves  or  saw  some  one 
else  fixed  in  an  unnatural  position,  e.g.,  standing  on  their  toes.  With 
these  results  the  experiences  of  the  author  and  others  as  to  dreams 
occurring  spontaneously,  presumably  through  natural  motor-cutan- 
eous influences,  agree.  Tension  of  the  muscles  from  any  cause,  cir- 
culatory disturbances,  rheumatic  pains  in  the  limbs,  etc.,  combined 
with  exhausted  brain  condition,  the  author  thinks  may  have  a  great 
influence  upon  the  production  and  character  of  dreams. 

He  next  seeks  to  apply  the  results  of  his  experiments  to  waking 
hallucinations,  and  to  this  end  takes  up  and  studies  a  number  of  cases 
(from  the  Reports  of  the  Society  for  Psychical  Research  and  from 
other  sources). 
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He  considers:  (i)  The  abnormal  skin  perceptions  of  the  insane 
(too  well  known  to  need  discussion).  (2)  Abnormal  motor  percep- 
tions apparently  arising  from  muscle  conditions.  (3)  Abnormal  cu- 
taneo-motor  perceptions,  which  show  no  internal  relation  to  the  ex- 
citing condition.  He  lastly  takes  up  visual  hallucinations  arising 
upon  the  ground  of  post-visual  impressions. 

To  test  the  result  of  visual  impressions  upon  dreams,  he  applied 
the  following  experiments:  A  number  of  persons  were  ordered  after 
getting  into  bed,  to  ga/e  fixedly  for  several  minutes  upon  a  small  ob- 
ject of  some  sort  upon  a  ground  generally  of  a  complementary  color, 
enclosed  in  a  "wonder  package.''  The  eyes  were  then  to  be  closed 
and  not  opened  again  before  falling  asleep.  Whatever  dream-  re- 
sulted was  recorded  in  the  same  manner  as  in  the  former  experi- 
ments. In  nearly  all  cases  in  which  the  experiment  was  properly  car- 
ried out  and  recorded,  the  resulting  dream  contained  something  re- 
lated to  the  evening  visual  impression,  though  the  object  might  be 
much  altered  in  size,  form,  color  or  external  relations.  These  latter 
observations  the  author  does  not  consider  yet  complete  enough  to 
give  more  at  length.     He  puts  the  following  questions: 

If  it  is  not  probable  that  by  a  study  of  visual  hallucinations  we 
may  discover  important  psychical  laws?  If  there  is  not  in  waking 
life  a  tendency  under  certain  circumstances  to  reproduce  passed  per- 
ceptions in  new  form,  a  tendency  which  under  normal  conditions  is 
inhibited,  but  which,  when  great  fatigue  or — more  strongly — when 
degeneration  has  disturbed  the  brain  equilibrium  makes  itself  felt 
with  great  force?  Is  it  not  possible  that  by  proceeding  in  this  di- 
rection we  may  succeed  in  tracing  visual  hallucinations  back  to  their 
concrete  causes,  and  in  the  end  may  learn  to  combat  them  by  direct 
counter   impressions?  Allen. 

EiNE  Reise  in  die  Schweiz  im  epileptischen  Dammerzustande 
UND  DIE  transitorischen  Bewusstseinstorungen  der  Epilep- 
TiKER  VOR  DEM  Strafrichtes  (Ambulatory  Epilepsy).  Burgl. 
(Miinch.  med.  Wochenscrift,  Sept.  11,  1900). 

Burgl  describes  the  following  case  of  '"poriomania,"  or  "epilep- 
tic wander-impulse:"  His  patient,  whom  he  was  required  to  exam- 
ine for  his  sanity,  claimed  that  he  had  never  had  epileptic  seizures. 
On  -the  contrary,  everything  was  in  his  favor  as  far  as  the  amnesia 
was  concerned.  He  had  been  married  nine  years  and  was  an  efficient 
mechanic.  At  the  time  the  impulse  to  wander  seized  him,  his  wife, 
one  child  and  his  wife's  mother  were  all  ailing  from  various  diseases, 
and  it  is  hardly  conceivable  that  he  should  have  left  his  home  if  in 
his  right  mind,  as  he  had  alwa3'^s  shown  the  highest  devotion  to  his 
family.  It  was  remembered  that  two  weeks  before  his  departure,  he 
had  complained  of  headache,  insomnia,  and  lack  of  appetite.  He  had 
taken  a  few  of  his  tools  with  him  and  wore  his  working  clothes. 
Some  days  after  his  disappearance,  a  letter  was  received 
by  his  family  from  his  parents,  toward  whom  his  jour- 
ney had  taken  him.  His  father  brought  him  back  to  his 
family.  He  had  not  been  able  to  give  a  clear  account 
of  himself  to  his  parents,  could  not  tell  them  why  he  had  fome, 
etc.  After  his  return  he  seemed  somnolent  for  several  days.  He 
claimed  after  his  return,  that  the  illness  of  so  many  of  his  family  had 
preyed  upon  him,  and  that  later  a  homesick  desire  to  visit  his  par- 
ents came  over  him,  but  that  he  dismissed  the  desire  because  of  the 
expense.     From  that  time  his  mind  was  not  at  ease,  and  his  fellow 
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workmen  had^noted  that  his  demeanor  was  not  natural.  He  was  un- 
easy and  apprehensive.  He  remembered  that  on  the  day  of  his  de- 
parture, he  told  his  wife  he  was  going  to  work,  but  he  does  not  re- 
member how  he  got  to  the  depot.  He  dimly  remembers  being  there 
and  getting  into  the  wrong  train  from  which  he  was  rescued  by  a 
friend  who  told  him  of  his  mistake.  He  had  hardly  any  recollection 
of  what  took  place  on  his  journey. 

Patient's  family  history  is  neuropathic.  His  mother  was  hysteri- 
cal and  suffered  from  hemicrania  and  fear  of  open  places.  A  sister 
of  his  mother  was  insane  and  died  in  an  asylum.  His  own  sister  was 
a  somnambulist,  and  one  of  his  children  was  an  epileptic  idiot.  On 
his  father's  side  there  were  also  cases  of  neuropathy.  All  of  his  own 
brothers  and  sisters  were  subject  to  headache.  He  had  scarlet  and 
typhoid  fever  in  early  childhood.  He  had  received  a  blow  on  the 
head  as  a  child  which  left  him  slightly  deaf. 

From  this  family  and  personal  history,  and  the  similarity  be- 
tween the  case  and  that  recently  related  by  Schultz,  in  the  character 
of  the  wander-impulse,  the  author  had  no  hesitancy  in  regarding  his 
patient  as  psychically  epileptic.  Clark. 

"Beitrag    zur    Kentniss    des    Hysterischen    Dammerzustandes" 

(Contribution    to     the     Knowledge     of     Hysterical     Delirium). 

Raecke  (Allg.  Zeitschrift  ftir  Psychiatric,  1901,  Iviii,  i,  5,  115). 

The  author  calls  attention  to  a  form  of  hysterical  mental  dis- 
turbance most  commonly  observed  among  prisoners,  described  in 
1897  by  Ganser,  and  illustrates  the  subject  by  the  histories  of  five 
cases.  The  condition  is  observed  most  frequently  in  persons  with 
more  or  less  mental  defect,  who  have  been  imprisoned  for  some 
breach  of  the  law  more  or  less  serious,  and  consists  in  a  condition  of 
confusion,  and  loss  of  orientation,  sometimes  with  excitement,  some- 
times with  depression,  with  rapid  changes  of  mood,  or  again  with 
stupid  indifterence  to  surroundings. 

Hallucinations  and  illusions  may  be  present  but  are  not  general- 
ly well  marked,  nor  are  delusions  as  a  rule  prominent.  The  confu- 
sion is  as  a  rule  especially  evidenced  in  an  inability  to  properly  an- 
swer questions,  to  recall  events,  to  count  etc.  Hysterical  stigmata 
are  often  present  and  convulsive  attacks  may  occur.  The  condition 
may  last  from  a  few  days  to  several  months.  As  exciting  causes  of 
the  symptom-complex  the  author  accuses  the  excitement  of  arrest, 
the  fear  of  punishment,  solitary  confinement,  the  ordeal  of  ques- 
tioning gone  through  with,  and  perhaps  the  hope  of  escaping  sen- 
tence through  being  declared  ill,  all  of  which  act  upon  a  naturally 
receptive  nervous  system  in  a  manner  powerfully  suggestive. 

Allen. 

THERAPY. 

Treatment  of  Morphine  Habit.     J.  H.  McBride   (N.  Y.  Medical 

Journal,  Aug.  18,  1900). 

The  author  believes  that  comparatively  few  people  are  perma- 
nently cured  of  the  morphine  habit.  The  moral  character  is  usually 
so  altered  that  even  when  the  drug  has  been  removed  for  some 
time,  the  will  power  is  usually  insufficient  to  resist  the  temptation 
to  relieve  the  mental  as  well  as  physical  suffering  which  is  liable  to 
recur.  The  withdrawal  of  the  drug  leaves  a  weakened  hyperesthetic 
condition  of  the  nervous  system,  that  involves  the  mind  as  well  as 
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the  body,  and  which  raises  the  suffering  to  an  intensity  that  is  per- 
haps not  excelled  by  that  of  any  kind  of  sickness.  When  reducing 
the  drug  it  is  well  to  appreciate  that  small  doses  relieve  the  suffering 
nearly  as  much  as  large  ones,  so  that  in  a  rapid  reduction  method 
when  large  doses  have  previously  been  taken,  considerable  diminu- 
tion can  be  made  each  day  until  a  daily  amount  of  one  and  a  half  or 
two  grains  is  reached.  The  reduction  should  then  be  made  much 
more  gradual.  An  important  principle  to  note  is  that  the  patient 
should  be  allowed  to  recover  from  each  reduction  before  another  is 
made.  To  relieve  the  general  and  intense  feeling  of  uneasiness 
and  pains  in  the  limbs,  the  best  remedy  is  frequent  hot  baths.  The 
mixed  bromides  are  very  good  but  bromism  should  never  be  pro- 
duced. Of  the  tonics,  quinine,  nux  vomica  and  strychnine  are  the 
best.  Rest  in  bed  and  daily  massage  are  beneficial.  When  the  pa- 
tient has  stopped  the  drug,  and  does  not  suffer  without  it,  cure  is  still 
far  from  complete.  It  is  necessary  to  give  the  patient  a  thoroughly 
normal  environment  which,  acting  unconsciously  over  a  long  period, 
without  a  hint  of  the  end  for  which  it  works,  will  enable  the  person 
to  change  the  morbid  fashion  of  his  thought  and  regain  the  habits 
of  sanity.  These  people  are  men  in  rights  and  privileges,  but  they 
are  children  in  impulse  and  unregulated  lives.  Jelliffe. 

ZuR  Opium-Brom-Cur  nach  Flechsig  (Ziehen'sche  Modification). 
(Ziehen's  Modification  of  Flechsig's  Treatment).  E.  Mayer  and 
C.  Wickel  (Berl.  klin.  Wochenschr.,  Nov.  26,  1900). 
By  reason  of  the  very  contradictory  results  reported  in  regard 
to  Flechsig's  treatment  for  epilepsy,  the  authors,  who  represent  the 
psychiatric  clinic  of  Professor  Siemerling  of  Tiibingen,  have  recent- 
ly made  use  of  Ziehen's  modification  of  the  opium-bromide  treat- 
ment. The  method  of  Ziehen  requires  that  all  patients,  irrespective 
of  earlier  treatment  should  begin  with  0,05  gm.  powered  opium  three 
times  daily.  On  the  third  day  o.oi  gm.  is  given,  on  the  fifth  day  0.02 
gm.,  and  so  on  until  the  51st  day  the  patient  should  be  taking  the 
maximum  dose  of  0.9  gm.  once  a  day  (instead  of  three  times  a  day). 
This  one  large  dose  marks  the  end  of  the  opium  treatment,  and  the 
patient  is  then  placed  abruptly  on  6  gm.  of  mixed  bromides.  On  the 
second  day  of  the  bromide  period,  or  53rd  day,  altogether  6  gms.  are 
given  again;  on  the  3rd  and  4th  day  7  gms.  each;  on  the  5th  and  6th, 

8  gms.  each,  in  three  daily  doses.  The  diet  is  simple  and  chlorhydric 
acid  is  given  after  meals.     Aoparently  the  daily  dose  is  continued  at 

9  gms.  without  further  increase.  During  the  opium  period  the  pa- 
tient takes  cool  baths,  at  first  of  ten  minutes  duration,  decreased 
slowly,  the  bath  water  also  being  made  cooler  each  day  for  a  week; 
this  period  of  increase  lasts  8  days,  and  the  patient  then  begins  anew. 
The  initial  baths  are  given  at  24  R.  and  last  10  minutes,  so  that  at 
the  end  of  a  week,  the  duration  is  three  minutes  and  the  temperature 
17  R.  This  limit  is  maintained  for  another  8  days.  Next  is  a  period 
of  8  days  with  a  temperature  of  17  R.  and  4  rninutes;  then  others  at 
5  and  6  minutes  respectively,  until  the  bromide  period  is  reached. 
The  baths  are  now  suspended  for  8  days,  and  then  begun  at  24  R. 
and  10  minutes. 

Other  features  of  Ziehen's  management  are  weighing  the  patient 
every  third  day,  and  the  maintenance  of  ulvine  action  by  abdominal 
massage  and  enemata.  The  present  authors  repeat  a  number  of  cases 
treated  by  this  method.     Some  of  their  conclusions  are  as  follows: 
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They  find  in  the  first  place,  as  Ziehen  did,  that  an  unsatisfactory  con- 
dition of  nutrition  is  a  contraindication,  as  a  rapid  loss  of  weight 
ensues.  The  large  doses  of  bromide  which  are  required  by  the  treat- 
ment, may  produce  mental  confusion,  as  happened  in  one  of  the  au- 
thors' series.  There  was  some  tendency  to  disturbance  of  the  diges- 
tive organs,  although  in  but  one  did  serious  symptoms  like  anorexia 
and  vomiting  develop.  Sensations  of  weariness  and  somnolence  at 
the  height  of  the  opium  period  were  regarded  as  inevitable.  Despite 
tendencies  of  this  sort,  the  patients  had  as  a  rule  good  appetites 
throughout,  and  looked  extremely  well,  which  with  the  disposition 
to  take  on  flesh  was  attributed  to  the  cold  baths. 

In  regard  to  the  effect  of  Ziehen's  method  on  the  epilepsy  itself, 
the  first  part  of  the  opium  period  did  not  show  much  improvement. 
In  the  latter  portion  of  the  bromide  period  there  was  distinct  im- 
provement, and  during  the  bromide  period  complete  cessation  of  the 
attacks.  Not  only  the  convulsions  proper,  but  the  psychical  disturb- 
ances were  benefited.  It  was  common  for  the  patients  to  say  that 
they  had  never  before  felt  as  well.  It  is  important  to  persist  in  the 
use  of  the  bromide  after  the  cessation  of  the  attacks.  The  authors 
advise  8  gms.  daily  for  at  least  a  year,  together  with  the  diet  and 
other  measures  under  which  the  symptoms  of  epilepsy  had  been 
brought  to  a  standstill.  The  authors  indorse  Ziehen's  method,  be- 
cause it  both  diminishes  the  attacks  and  improves  the  patients'  gen- 
eral health.  [One  asks  what  is  the  rationale  of  the  opium-bromide 
treatment?  The  answer  appears  to  be  the  strict  diet,  which  is  an 
integral  part  of  Ziehen's  management,  is  notably  poor  in  salt,  and 
thus  suggests  Toulouse's  hypochlorisation.  This  fact  in  the  light  of 
Toulouse's  researches,  may  explain  some  of  the  efficacy  of  the  meth- 
od.] Clarke. 

Chloretone.  a.  a.  Stevens  (N.  Y.  Medical  Journal,  Feb.  22,,  1901). 
The  author  believes  that  chloretone  is  a  valuable  hypnotic  in  doses 
of  ten  to  twenty  grains.  It  acts  within  a  half  to  an  hour,  and  sel- 
dom causes  any  ill  effect  either  upon  the  stomach,  the  heart  or  gen- 
eral condition.  When  used  continuously  it  loses  its  power,  and  in 
insomnia  due  to  pain  it  is  valueless.  In  mental  excitement  it  is  of 
less  value  than  hyoscine  or  paraldehyde,  and  is  not  successful  when 
the  fever  is  above  102°  to  103°  F.  Jelliffe. 
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PRELIMINARY  PROGRAM 
of  papers  to  be  read  at  the  meeting  of  the  American  Neurological 
Association  to  be  held  in  Boston,  June  19,  20  and  21. 

1.  Chorea  with  Embolism  of  the  Central  Artery  of  the  Retina,  with 
short  Review  of  the  Embolic  Theory  of  Chorea. 

By  Dr.  H.  M.  Ihomas,  of  Baltimore. 

2.  The  Course,  Prognosis,  and  Treatment  of  Hysteria. 

By  Dr.  Theodore  Diller,  of  Pittsburg. 

3.  A  Case  of  Cerebral  Hemiatrophy,  with  Hemiplegia  and  Aphasia, 

in  an  adult. 

By  Dr.  W.  L.  Worcester,  of  Hathorne. 

4.  Report  of  a  Case  of  Brain  Tumor,   Operation,   Recovery. 

By  Dr.  Wm.  M.  Leszynsky,  of  New  York,  and 
Dr.  James  H.  Glass,  of  Utica. 

5.  A  Case  of  Cerebellar  Tumor  causing  Pulsation,  Thrill,  andMur- 
mur. 

By  Dr.  Joseph  Sailer,  of  Philadelphia. 

6.  A  Method  of  Recording  Foot-prints  for  the  Study  of  the  Gait. 

By  Dr.  Joseph  Sailer,  of  Philadelphia. 

7.  A  Case  of  Dislocation  forwards  of  the  Seventh  Cervical  Verte- 
bra. 

By  Dr.  Frank  R.  Fry,  of  St.  Louis. 

8.  A  Case  of  Cervical  and  Bulbar  Tabes  with  Necropsy. 

By   Di.   William   G.    Spiller,   of   Philadelphia,   and 
Dr.  S.  Solis  Cohen,  of  Philadelphia. 

9.  A  Case  of  Simple  Serous  Cyst  of  the  the  Cerebellum,  with  Au- 
topsy. 

By  Dr.  George  W.  Jacoby,  of  New  York. 

10.  A  Report  of  Two  Cases  of  Hereditary  Chorea. 

By  Dr.  C.  Eugene  Riggs,  of  St.  Paul. 

11.  The  Early  Management  of  Epilepsy. 

By  Dr.  Smith  Baker,  of  Utica. 

12.  Hereditary  Cerebellar  Ataxia,  with  Report  of  a  Case. 

By  Dr.  Hugh  T.  Patrick,  of  Chicago. 

13.  Two  Cases  Illustrating  the  Early  Association  of  Mental  Aberra- 
tion with  Syphilitic  Infection. 

By  Dr.  H.  A.  Tomlinson,  of  St.  Peter. 

14.  The  Stadia  of  Mental  Disease. 

By  Dr.  Theodore  H.  Kellogg,  of  New  York. 

15.  Tumor  of  the  Superior  Worm  of  the  Cerebellum,  Associated  with 

Corpora  Quadrigeminal   Symptoms. 

By  Dr.  H.  C.  Gordinier,  of  Troy. 


NOTES  AND  NEWS.  323 

16.  Tumors  of  the  Corpus  Callosum,  with  Report  and  Demonstra- 
tion of  Three  Cases. 

By  Dr.  James  J.  Putnam,  of  Boston,  and 
Dr.  Edward  R.  Williams,  of  Boston. 

17.  General  Paralysis  and  Symmetrical  Gangrene,  with  Case. 

By  Dr.  Henry  R.  Steadman,  of  Boston. 

18.  Traumatic  Convulsions,  Cranial  Operation.  An  Interesting  Path- 
ological Condition,  Recovery. 

By  Dr.  Frank  R.  Fry,  of  St.  Louis. 

19.  The  Opium  Habit.     Some  Notes  on  Treatment. 

By  Dr.  Smith  Ely  JellifTe,  of  New  York. 

20.  Some  Studies  with  the  Ergograph. 

By  Dr.  August  Hoch,  of  Waverly. 

21.  A  Case  of  Myeloma  of  the  Spine  with  Compression  of  the  Cord. 

By  Dr.  John  J.  Thomas,  of  Boston. 

22.  Acute  Multiple  Neuritis. 

By  Dr.  Charles  W.  Burr,  of  Philadelphia,  and 
Dr.  D.  J.  McCarthy,  of  Philadelphia. 

23.  A    Case   of  Pseudo-muscular   Hypertrophy,   with   Autopsy. 

By    Dr.    Graeme    M.    Hammond,    of    New    York. 

24.  Gunshot  Wound  of  the  Spine.     Operation.    Autopsy. 

By  Dr.  F.  W.  Langdon,  of  Cincinnati. 

25.  Dispensary  Treatment  of  Mental  Diseases. 

By  Dr.  Walter  Channing,  of  Brookline. 

26.  Two  Cases  of  Brain  Tumor  with  Unusual  Symptoms. 

By  Dr.  Wharton  Sinkler,  of  Philadelphia. 

27.  Note  on  Chloretone  in  the  Treatment  of  Epilepsy. 

By  Dr.  Wharton  Sinkler,   of  Philadelphia. 

28.  Astereognosis. 

By  Dr.  Philip  Zenner,  of  Cincinnati. 


Dr.  Charles  L.  Dana  was  recently  tendered  a  reception  by  the 
Philadelphia  Medical  Club. 

Dr.  Theodor  Kirchoff,  Private-docent  of  Psychiatry  at  Kiel, 
has  been  granted  the  title  of  professor. 

The  remarkable  Virchow  collection,  in  the  Pathological  In- 
stitute at  Berlin,  was  recently  entirely  destroyed  by  fire. 

In  Rome  an  institute  for  the  instruction  of  .backward  children  of 
defective  intelligence  has  been  opened. 

Dr.  Charles  M.  Burdick  has  been  appointed  medical  interne  in 
the  St.  Lawrence  State  Hospital,  at  Buffalo,  N.  Y. 

Dr.  Phillip  H.  S.  Vaughan,  Augusta,  has  been  appointed  as- 
sistant superintendent  of  the  Eastern  Maine  Insane  Hospital  at  Ban- 
gor. 

Dr.  Ethan  A.  Nevin,  of  Ogdensburg,  N.  Y.,  has  been  appointed 
junior  physician  at  the  Long  Island  State  Hospital. 
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A  PATIENT  at  Sanford  Hall,  Flushing,  L.  I.,  recently  committed 
suicide  by  hanging. 

The  State  Hospital  for  the  Insane  at  Augusta,  Maine,  which 
has  accommodations  for  500  inmates,  now  has  767  patients. 

Dr.  Daniel  M.  Dill,  of  Newark,  has  been  appointed  superin- 
tendent of  the  Essex  County  Hospital  for  the  Insane,  New  Jersey. 

The  new  building  at  the  State  Hospital  for  the  Insane  at  Har- 
risburg.  Pa.,  has  been  opened.    It  accommodates  300  patients. 

The  American  Medico-Psychological  Association  will  hold 
its  annual  meeting  in  Milwaukee,  Wis.,  on  June  11,  12,  13  and  14, 
1 901. 

The  Lancaster  (Pa.)  County  Hospital  for  the  Insane,  which 
was  opened  March  13,  cost  $72,000. 

Dr.  Robert  E.  Miller  has  been  appointed  attending  neurolo- 
gist to  the  Lansing,  Mich.,  City  Hospital. 

Drs.  William  C.  Krauss,  Floyd  S.  Crego  and  Herman  G. 
Matzinger,  have  been  appointed  neurologists  to  the  new  German 
hospital  recently  opened  in  Buffalo. 

The  Czar  of  Russia,  since  his  recent  illness,  has  not  had  any 
of  the  epileptic  seizures  which  formerly  occurred  every  four  or  six 
weeks. 

For  the  temporary  care  of  persons  insane,  or  supposed  to  be, 
a  detention  hospital  has  been  recommended  by  the  Ramsey  County 
Medical  Society  of  Minnesota. 

The  Central  Hospital  for  the  Insane,  Murfreesboro  Pike, 
Nashville,  Tenn.,  is  much  overcrowded,  and  has  asked  for  an  appro- 
priation of  $20,000  for  a  new  building. 

The  annex  for  colored  patients,  at  the  Louisiana  State  Insane 
Hospital,  has  been  finished  at  a  cost  of  $18,000.  Fifteen  patients  were 
received  the  day  it  was  opened. 

Dr.  E.  H.  Stafford,  formerly  first  assistant  at  the  Asylum  for 
the  Insane,  Toronto,  Canada,  is  one  of  the  physicians  who  will  ac- 
company the  Newfoundland  sealing  fleet  this  season. 

In  Minnesota  a  bill  has  been  introduced  which  makes  it  a  mis- 
demeanor for  physicians  or  surgeons  to  administer  medicines  or  per- 
form operations  when  under  the  influence  of  liquor. 

Dr.  Manchester,  for  the  past  three  years  assistant  superinten- 
dent of  the  Asylum  for  the  Insane  at  New  Westminster,  B.  C,  has 
been  appointed  superintendent  of  that  institution. 

To  prevent  physicians  and  surgeons  from  practicing  if  they 
use  intoxicating  liquors  as  beverages,  is  the  object  of  a  bill  intro- 
duced in  the  legislature  of  Arkansas. 

The  Hungarian  Government  has  forbidden  hypnotic  practice 
except  by  medical  men  and  under  special  permission.  This  is  because 
of  the  great  number  of  crimes  attributed  to  hypnotic  influence  in  that 
country. 

The  pathologist  to  the   Hospital   for  the   Insane,  at   Norris- 
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town,  Pa.,  will  be  obliged  hereafter  to  examine  the  cattle  at  that  in- 
stitution in  order  to  prevent  tuberculosis,  as  certificates  given  by 
drovers  have  proved  unreliable. 

The  Delaware  legislature  recently  passed  a  bill  appropriating 
$125,000  to  the  Delaware  State  Hospital  for  the  Insane,  at  Farnhurst; 
also  a  bill  increasing  the  appropriation  for  the  State  Pathological 
and  Bacteriological  Laboratory  at  Delaware  College,  Newark,  to 
$2,500. 

In  Pennsylvania  a  resolution  has  been  introduced  in  the  house 
of  representatives  providing  that  persons  of  aggravated  intemperate 
habits  be  placed  in  an  insane  asylum  until  they  are  cured,  and  that 
they  be  recommitted  in  case  of  recurrence. 

The  sale  or  presentation  of  cocaine,  save  on  the  prescription 
of  a  physician,  is  prohibited  by  a  bill  recently  passed  by  the  Tennes- 
see Legislature.  A  penalty  is  provided  for  by  a  fine  of  from  $100  to 
$500  upon  conviction  of  violation. 

The  Senate  has  passed  the  bill  of  Senator  Brackett  providing 
that  the  vacancy  in  the  Lunacy  Commission  now  existing  may  be 
filled  by  Governor  Odell  from  the  ranks  of  physicians  who  are  alien- 
ists or  who  have  been  in  charge  of  the  insane  for  two  years. 

The  American  Neurological  Association  will  hold  its  twenty- 
seventh  annual  meeting  in  Boston  on  Wednesday,  Thursday  and 
Friday,  June  19,  20,  and  21,  1901.  The  meetings  will  be  held  at  the 
Boston  Medical  Library.  Members  are  requested  to  send  the  titles 
of  their  papers  to  be  presented  by  May  20. 

Dr.  G.  T.  Applegate,  of  New  Brunswick,  N.  J.,  recently  had  a 
struggle  for  his  life  with  an  insane  man  whom  he  had  been  called  in 
to  see.  The  man,  exhausted  by  lack  of  sleep  and  overwork,  sudden- 
ly became  insane,  and  when  the  physician  was  called  in  grabbed  him 
by  the  throat.  The  doctor  finally  overpowered  the  man,  and  then 
collapsed. 

Dr.  Richard  K.  Valentine,  of  Brooklyn,  committed  suicide  on 
March  22,  by  severing  a  jugular  vein.  He  was  suffering  from  delir- 
ium tremens,  and  succeeded  in  overpowering  the  two  women  nurses 
who  were  trying  to  hold  him,  then  got  his  pocket  surgical  case,  took 
a  knife  and  cut  his  throat.  Dr.  Valentine  was  fifty  years  of  age  and 
had  practised  in  Brooklyn  for  years. 

Dr.  Clarence  B.  Farrar  has  been  appointed  clinical  and  labor- 
atory assistant  on  the  staff  of  the  Sheppard  and  Enoch  Pratt  Hospi- 
tal for  Nervous  and  Mental  Disease.  Provision  has  been  made  for 
recent  graduates  of  medicine,  as  resident  assistant  physicians,  that 
they  may  make  a  special  study  of  nervous  diseases.  An  endeavor 
is  to  be  made  to  admit  only  curable  cases.  The  bequest  of  Enoch 
Pratt  after  litigation  amounts  to  $1,069,300. 

At  a  recent  meeting  of  the  New  York  Academy  of  Medicine 
Alcohol  and  Alcoholism  was  discussed.  Those  present  expressed 
themselves  in  favor  of  a  law  that  will  render  it  possible  for  a  magis- 
trate to  commit  a  habitual  drinker  to  an  institution  upon  the  advice 
of  two  commissioners  of  insanity,  the  person  thus  committed  having 
to  stay  in  the  institution  until  it  is  decided  that  he  is  cured.  Among 
others.  Prof.  M.  Allen  Starr  and  Dr.  Alex.  Lambert  spoke  in  favor 
of  such  a  law. 
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.A  BILL  has  recently  been  introduced  in  the  legislature  of  this 
state  providing  that  no  person  shall  practice  hypnotism,  mesmerism, 
suggestive  therapeutics,  and  allied  phenomena  after  May  i,  unless 
previously  legally  authorized,  or  unless  authorized  by  the  Regents. 
Candidates  are  required  to  show  evidence  of  good  general  education 
and  of  having  studied  medicine  in  a  medical  school  for  at  least  two 
full  school  years.  There  is  a  penalty  of  not  more  than  $250  or  im- 
prisonment for  six  months  for  the  first  ofifence. 

Among  the  prizes  offered  by  the  Academic  Royale  de  Mede- 
cine  de  Belgique,  open  to  foreigners,  are  one  of  800  francs  for  the 
best  work  with  new  research  to  determine  the  relations  between  the 
neurons  (closed,  January  20,  1903),  an  anonymous  prize  of  8000 
francs  for  the  best  work  on  pathogenesis  and  treatment  of  diseases 
of  the  nerve-centers,  especially  epilepsy — (this  prize  can  be  divided), 
and  30,000  francs  will  be  added  to  this  prize  in  case  a  cure  for  epilepsy 
is  discovered,  or  some  similar  progress  is  reported. 

To  RESTRICT  THE  MARRIAGE  of  pcrsons  afflicted  with  physical  or 
mental  disorders,  is  the  object  of  the  Chilton  bill  which  recently  was 
passed  by  the  Senate  of  Minnesota.  This  bill  is  reasonably  certain 
to  become  a  law.  Epileptics,  imbeciles,  feeble-minded  or  insane  will 
not  be  permitted  to  marry  in  the  state  when  the  woman  is  under  for- 
ty-five years  of  age.  All  applicants  for  a  marriage  license  must 
show  a  certificate  from  a  reputable  physician  as  to  their  physical  and 
mental  condition,  and  as  to  their  family  history.  Any  sane  person, 
not  an  epileptic,  who  marries  an  epileptic,  imbecile,  or  insane  person 
shall  be  punished  by  a  fine  of  not  more  than  $1,000,  or  by  not  more 
than  five  years'  imprisonment  in  the  State  prison,  or  by  both.  Any 
clergyman  or  official  authorized  by  law  to  solemnize  marriages,  who 
shall  marry  any  person  who  is  prohibited  from  marrying  by  this  act, 
shall  be  punished  by  a  fine  of  $1,000,  or  by  imprisonment  in  the  Pen- 
itentiary for  not  more  than  three  years.  This  bill  has  the  general  ap- 
proval in  the  state  both  of  laymen  and  physicians.  The  increase  of 
insanity  in  the  state,  due  to  the  offspring  of  parents,  one  or  both  of 
whom  were  epileptic  or  imbecile,  is  the  reason  for  the  bill. 

A  HOSPITAL  for  the  treatment  of  acute  nervous  and  mental  di- 
seases in  New  York  City,  is  the  object  of  a  bill  recently  introduced 
by  Assemblyman  Henry.  The  city  is  to  appropriate  $250,000  for  the 
maintenance  of  the  hospital  and  the  building  is  to  cost  $300,000. 
There  is  to  be  a  board  of  managers  consisting  of  twelve  members, 
of  whom  six  must  be  practising  physicians.  These  six  physicians 
are  also  to  form  the  consulting  and  attending  staff  of  the  hospital 
and  to  have  the  care  and  treatment  of  all  patients.  The  superinten- 
dent is  to  be  a  physician  of  at  least  six  years'  experience  and  known 
as  a  specialist  in  nervous  and  mental  diseases.  His  salary  is  not  to 
exceed  $10,000,  and  he  is  to  employ  such  attendants  and  nurses  as  he 
thinks  necessary.  The  object  of  the  hospital  is  to  prevent  patients 
suffering  from  mental  diseases  from  being  taken  to  Bellevue.  All 
persons,  residents  of  New  York  City,  who  are  suffering  from  acute 
nervousness  and  mental  disorders,  are  to  be  received  by  this  hospi- 
.  tal  and  detained  there  for  a  period  not  exceeding  ten  days.  Magis- 
trates may  commit  persons,  who  appear  nervously  or  mentally  disor- 
dered, to  this  hospital  until  their  condition  may  be  ascertained.  This 
is  to  prevent  them  being  railroaded  to  an  insane  asylum.  The  board 
of  managers  is  to  have  power  to  dismiss  patients  committed  to  the 
institution.  Cases  of  narcomania,  alcoholism  or  habit  neurosis  may 
be  committed  to  this  hospital. 
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A  CASE  OF  BULLET  WOUND  IN  THE  SPINAL  CORD; 
OPERATION  THREE  YEARS  LATER. 

By  Joseph  Sailer,  M.D. 

The  following  case  presents  certain  interesting  features 
in  regard  to  spinal  localization,  and  the  results  of  remote 
operation,  and  also  curious  sensory  phenomena. 

The  patient,  G.  D.,  a  man  of  thirty-one,  an  officer  in  the 
Cuban  army  during  the  late  revolution  against  Spain,  was 
wounded  in  battle,  November  2,  1896;  the  bullet  entered  i 
cm.  to  the  left  of  the  right  nipple,  and  passed  out  2.5  cm.  to 
the  left  of  the  spinous  process  of  the  12th  dorsal  vertebra, 
having  penetrated  the  lung,  the  liver,  and  the  spinal  cord ;  it 
was  of  small  caliber,  and  the  wounds  of  entrance  and  exit 
were  healed  in  the  course  of  a  week.  At  no  time  were  there 
any  symptoms  of  suppuration,  or  of  internal  hemorrhage, 
and  the  only  serious  results  are  those  due  to  the  injury  of  the 
spinal  cord.  Immediately  after  the  wound  there  was  com- 
plete paraplegia,  loss  of  sensibility  in  the  lower  half  of  the 
body,  and  intense  pain  in  the  back.  For  thirteen  months  the 
patient  was  carried  about  with  the  retreating  army,  either 
lashed  to  a  horse,  or  in  a  litter.  During  this  time  there  was 
atrophy  of  the  lower  limbs,  extensive  sloughing  bedsores 
over  all  the  bony  protuberances,  such  as  the  sacrum,  buttocks 
and  ankles,  and  severe  paroxysmal  pains  in  the  thighs  and 
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lower  portion  of  the  abdomen.  The  patient  acquired  the 
morphine  habit,  taking  the  drug  exclusively  hypodermati- 
cally.  He  states  that  sensation  began  to  return  in  the  left 
side  seven  months  after  the  injury.  Fourteen  months  after 
the  injury  Dr.  Valdez,  of  Mantanzas,  examined  the  patient, 
and  found  the  following  conditions  present : 

Sensation  was  normal  from  the  level  of  the  12th  dorsal 
vertebra,  with  the  exception  of  a  narrow  band  of  hyperes- 
thesia on  the  left  side,  extending  2  or  3  cm.  above  the  level 
mentioned.  Sensation  was  normal  throughout  the  left  lower 
limb ;  it  was  completely  abolished  in  the  right  leg  to  the  level 
of  the  great  trochanter  of  the  femur ;  above  this  point  there 
was  an  area  of  intense  hyperesthesia  which  extended  to  the 
level  of  the  12th  dorsal  vertebra.  There  was  complete  aboli- 
tion of  rectal  and  vesical  sensibility;  the  urine  dribbled  con- 
tinuously; defecation  was  not  felt.  Occasionally  there  was 
slight  retardation  of  tactile  sensation  on  the  external  surface 
of  the  right  thigh,  and  apparently  there  was  in  this  region 
the  syringomyelic  phenomenon  of  dissociation.  Motility 
was  completely  lost  in  the  right  lower  limb,  with  the  excep- 
tion of  an  occasional  involuntary  contraction  of  the  muscles 
of  the  anterior  surface  of  the  thigh,  producing  a  slight 
movement  of  adduction.  The  reflexes  were  completely  abol- 
ished. In  the  left  leg  voluntary  motion  was  not  totally  lost ; 
it  was  possible  to  flex  the  thigh  on  the  abdomen,  but  the  mus- 
cles of  the  lower  leg  were  powerless.  The  knee-jerk  was 
greatly  exaggerated;  there  was  foot  clonus,  and  the  mechan- 
ical irritability  of  the  quadriceps  was  increased. 

Dr.  Valdez'  report  was  submitted  to  Dr.  Dercum,  who 
expressed  the  opinion  that  there  was  a  destructive  lesion 
of  the  anterior  cornu  on  the  right  side,  extending  backward 
and  inward  to  the  central  gray  matter,  and  involving  espec- 
ially the  right  pyramidal  column.  He  thought  there  was 
probably  irritation  of  the  nerve  roots  of  the  third  and  fourth 
lumbar  segments.  He  regarded  the  prognosis  as  unfavor- 
able. 

On  the  3rd  of  May,  1898,  the  patient  was  admitted  to  the 
Presbyterian  Hospital  in  Philadelphia;  at  this  time  his  con-- 
dition  was  as  follows : 

In  the  left  leg  motility  was  in  part  preserved;  the  limb 
could  be  flexed  on  the  abdomen,  adducted  and  abducted ;  all 
three  movements  were  imperfect  and  feeble.  The  leg  could 
be  flexed,  and  extended  on  the  thigh ;  both  movements  were 
weak  and  uncertain.  There  was  no  movement  at  the  ankle 
joint,  nor  of  the  toes,  but  a  slight  tremor  developed  in  the 
toe  upon  effort.     The  knee-jerk  was   greatly  exaggerated, 
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ankle  clonus  and  plantar  reflex  could  not  be  obtained.  In 
the  right  leg  there  was  slight  flexion  of  the  thigh  on  the  ab- 
domen, evidently  due  to  the  contraction  of  the  psoas  and  ilia- 
cus  muscles ;  there  was  slight  adduction,  but  abduction,  ro- 
tation, and  all  other  movements  were  impossible.  The  re- 
flexes were  totally  abolished.  An  examination  of  the  sen- 
sory changes  gave  the  following  results : 

There  was  slight  hyperesthesia  over  the  right  lower  quad- 
rant of  the  abdomen ;  there  was  total  anesthesia  in  the  right 
leg  below  a  horizontal  line  at  the  level  of  the  junction  of  the 
middle  and  upper  thirds  of  the  thigh,  above  this  there  was  a 
zone  of  hyperesthesia  about  three  inches  broad.  In  the  left 
leg  sensation  was  normal  above  the  level  of  the  junction  of 
the  middle  and  lower  thirds,  below  this  point  the  anesthesia 
was  total.  The  muscles  were  tested  with  the  faradic  cur- 
rent ;  in  the  right  leg  with  the  exception  of  an  occasional 
slugglish  contraction  of  the  adductors  when  the  current  was 
strong,  they  failed  to  respond.  In  the  left  leg  the  muscles  of 
the  thigh  responded  normally  to  weak  currents.  There  was 
no  reaction  of  the  muscles  of  the  calf,  or  of  those  of  the  an- 
terior tibial  region.  Posteriorly  an  analgesic  area  was  found 
on  the  right  thigh  extending  upward  in  an  oblique  line  to 
the  superior  posterior  spine  of  the  ilium,  then  downward  to 
the  left,  crossing  the  tip  of  the  coccyx  and  extending  a  short 
distance  along  the  posterior  aspect  of  the  left  thigh.  The 
general  condition  remained  about  the  same  until  June,  1899, 
when  the  patient  developed  symptoms  of  a  renal  calculus, 
which  was  removed  by  Dr.  Henry  R.  Wharton.  The 
wound  healed  uneventfully.  In  November  of  the  same  year 
the  patient  began  to  suffer  very  severe  fulgurant  pains  in  the 
thighs  and  in  the  right  lower  quadrant  of  the  abdomen ;  these 
failed  to  respond  to  any  treatment  that  we  employed,  and  as 
the  patient  was  becoming  every  day  weaker  from  loss  of 
sleep,  an  operation  was  performed  by  Dr.  Wharton.  He  re- 
moved the  arches  of  the  loth,  nth  and  12th  dorsal,  and  of  the 
first  lumbar  vertebrae,  exposing  about  four  inches  of  the 
lower  portion  of  the  spinal  cord ;  the  dura  mater  was  found 
to  be  greatly  thickened,  and  there  were  a  few  adhesions  be- 
tween it  and  the  pia  in  the  lower  part  of  the  wound.  The 
dura  was  incised  for  a  distance  of  about  two  inches,  and  the 
adhesions  broken,  and  the  wound  then  closed.  Whilst  the 
dura  was  opened  the  cord  was  carefully  examined  by  inspec- 
tion and  palpation,  but  no  change  could  be  observed,  neith- 
er was  there  any  apparent  deformity  in  the  bones  of  the 
spinal  canal.  During  the  operation  the  spinal  fluid  exuded 
freely,  and  probably  as  much  as  a  pint  escaped,  although  it 


330  JOSEPH  SAILER, 

was  very  difficult  to  estimate  the  quantity  with  any  degree 
of  accuracy.  The  wound  healed  absolutely  without  compli- 
cation ;  but  for  two  weeks  after  the  operation  the  pains  were 
severe  and  even  apparently  somewhat  intensified,  and  there 
was  marked  hyperesthesia  of  the  whole  abdomen.  Four 
weeks  later  the  following  notes  were  made : 

The  right  leg :  anteriorly,  there  was  tactile  anesthesia  ex- 
tending downward  from  a  line  passing  horizontally  across 
the  thigh  at  the  junction  of  the  middle  and  lower  thirds ;  be- 
low this  point,  however,  pressure,  particularly  if  associated 
with  slight  vibration,  was  always  recognised,  and  often  cor- 
rectly localised,  as  far  down  as  the  knee ;  there  was  hyper- 
esthesia from  this  line  upward  to  the  junction  of  the  upper 
and  middle  thirds ;  movement  remained  as  above,  that  is, 
there  was  flexion  and  extension  of  the  hip,  slight  adduction 
of  the  thigh,  but  no  motion  at  the  knee  or  ankle,  or  in  the 
foot ;  the  reflexes  were  completely  lost.  The  left  leg :  anter- 
iorly, sensation  to  pressure  and  to  pin-pricks  was  present 
above  the  ankle,  there  was  hypalgesia  on  the  posterior  sur- 
face of  the  upper  half  of  the  thigh,  in  the  foot  strong  pressure 
could  be  recognised,  but  not  localised ;  there  was  consider- 
able movement  at  the  hip  and  knee,  and  slight  voluntary 
movement  of  the  foot  and  toes.  The  knee-jerk  was  present 
and  somewhat  exaggerated,  although  the  weakened  quad- 
riceps was  unable  to  move  the  leg.  The  other  reflexes  were 
lost;  the  cremasteric  reflex  was  absent  on  both  sides.  Two 
weeks  later  in  testing  the  areas  of  sensation  it  was  discovered 
that  allochiria  existed.  It  was  sharply  localised ;  touch  on 
the  inner  surface  of  the  right  thigh  was  referred  to  the  cor- 
responding surface  on  the  other  side,  and  the  localisation 
was,  curiously  enough,  far  more  accurate  than  when  the  left 
side  was  touched.  The  following  day  contact  was  perceived 
on  both  sides,  and  a  day  later,  only  on  the  right  side.  It  i-s 
not  certain  how  long  this  symptom  had  existed  before  its 
first  discovery.  At  this  time  it  was  also  observed  that  upon 
voluntary  movement  of  the  toes  of  the  left  foot,  slight  move- 
ment occurred  in  the  toes  of  the  right  foot  synchronously. 
The  condition  of  the  patient  continued  to  improve;  on  one 
occasion  there  was  retention  of  urine,  and  the  evacuation  of 
the  bladder  was  followed  by  a  brief  attack  of  catheter  fever ; 
at  another  time  he  had  a  severe  attack  of  influenza,  the  ba- 
cilli being  found  in  the  sputum.  His  strength  increased  until 
he  could  kneel  on  the  bed  supporting  himself  on  a  horizontal 
bar,  and  could  move  about  the  floor  on  his  hands  and  knees. 
There  was  almost  complete  control  of  the  bladder  and  rec- 
tum.    The   bedsores,   which   had   been   very   severe,   healed 
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completely,  but  subsequently  two  bedsores  developed  on  the 
tuberosities  of  the  ischii  when  he  commenced  to  sit  up.  For 
a  time  he  dispensed  almost  entirely  with  morphia,  but  soon 
relapsed.  Under  electricity,  given  occasionally,  and  syste- 
matic massage,^  the  condition  of  nutrition  of  his  muscles  im- 
proved considerably,  and  he  was  able  to  stand,  supporting 
himself  by  a  horizontal  bar,  and  even  to  walk  with  the  aid  of 
crutches  and  an  assistant  on  either  side,  when  the  knee 
joints  were  stiffened  by  posterior  splints.  It  is  altogether 
likely  that  ultimately  he  will  be  able  to  move  about  on 
braces.  A  final  examination  of  the  sensory  and  motor  phe- 
nomena in  June,  gave  the  following  results : 

On  the  right  side  there  was  total  anesthesia  below  a 
line  passing  obliquely  across  the  thigh  at  the  junction  t>f  the 
lower  and  middle  thirds,  extending  upward  in  a  broad  band 
on  the  posterior  surface,  to  a  point  about  four  inches  below 
the  gluteal  fold ;  above  this  point  to  the  level  of  Poupart's 
ligament,  and  to  the  gluteal  fold  posteriorly,  there  was  dis- 
tinct hypesthesia  with  loss  of  pain  and  temperature  sensa- 
tion; above  this,  there  was  a  narrow  band  in  which  only 
pain  and  temperature  sensation  were  lost,  and  above  this,  a 
narrower  band  in  which  only  the  pain  sensation  was  absent. 
On  the  left  leg  anteriorly,  there  was  total  anesthesia  of  the 
foot  from  a  line  passing  obHquely  down  the  leg  just  above  the 
malleoli ;  above  this  anteriorly,  there  was  a  small  area  of  hyp- 
esthesia. Above  the  knee  there  was  diminution  of  pain 
and  temperature  sensation  on  the  whole  anterior  surface,  the 
diminution  not  being  equally  pronounced  for  each  sensation 
in  all  parts.  Posteriorly,  there  was  an  area  of  diminished 
tactile  sensation  extending  downward  from  the  gluteal  fold 
to  the  junction  of  the  middle  and  lower  thirds  of  the  thigh; 
there  was  also  an  area  of  complete  anesthesia  covering  the  sa- 
cral and  the  perianal  regions,  and  extending  laterally  as 
far  as  the  posterior  superior  spines  of  the  illia.  Areas  of 
pain  and  temperature  anesthesia  in  the  form  of  narrow  bands, 
were  situated  just  above  this  area;  there  was  anesthesia  of 
the  right  side  of  the  scrotum ;  very  marked  hypesthesia  of  the 
left  side ;  testicular  sensation  was  absent,  and  it  was  ob- 
served that  the  passage  of  the  catheter  was  almost  entirely 
painless.  The  motility  of  the  right  leg  was  slightly  better 
than  before  the  operation.  The  flexion  and  extension  at  the 
thigh  were  vigorous ;  there  was  distinct  adduction,  and  a 
perceptible  contraction  of  the  sartorius.  Below  the  knee, 
except  the  slight  synchronous  contraction  of  the  toes  w^hen 

^Both  were  provided  through  the  liberality  of  Dr.  S.  W.  Weir 
Mitchell. 
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those  of  the  other  foot  were  moved,  already  noted,  there  was 
no  evidence  of  muscular  activity.  In  the  left  leg  there  was 
flexion  and  extension  at  the  hip,  not  quite  as  vigorous  as  on 
the  other  side.  Adduction  was  strong.  There  was  fair  flex- 
ion and  extension  at  the  knee  joint,  not  sufficiently  strong  to 
enable  him  to  support  the  weight  of  his  body  upon  the  left 
leg  without  a  posterior  splint.  The  motion  at  the  ankle  was  so 
slight  that  it  was  doubtful ;  there  was  no  perceptible  con- 
traction of  the  soleus  and  gastrocnemius.  The  toes  could 
be  distinctly  flexed  and  extended  although  the  excursion  was 
slight  and  the  force  feeble.  The  reflexes  were  totally  lost  in 
the  right  leg.  In  the  left  leg  a  feeble  contraction  of  the  quad- 
riceps occasionally  occurred  upon  striking  the  patellar  ten- 
don, but  not  always.  The  Achilles  tendon  reflex  was  absent, 
the  plantar  and  cremacteric  reflexes  were  absent  on  both 
sides. 

The  adductors  and  the  sartoriuson  the  right  side  respond- 
ed to  faradism  and  to  galvanism,  the  reactions  to  the  latter 
current  occurring  in  the  normal  sequence.  The  quadriceps, 
the  hamstring  muscles,  and  the  muscles  below  the  knee  did 
not  react  to  either  current.^  In  the  left  leg  all  the  muscles 
reacted  to  both  currents  above  the  knee.  Below  the  knee 
slight  contractions  could  be  obtained  only  by  the  use  of  very 
strong  currents. 

The  following  is  a  brief  recapitulation  of  the  principal 
features  of  this  case  : 

About  four  years  ago,  a  man  was  struck  by  a  Mauser 
bullet  which  passed  through  his  spinal  cord  in  the  lumbar 
and  sacral  regions ;  there  was  immediate  total  paraplegia,  and 
some  years  later  the  appearance  of  severe  fulgurant  pains  in 
the  limbs.  To  relieve  the  latter,  laminectomy  was  performed, 
and  a  greatly  thickened  dura  was  incised ;  the  operation  gave 
permanent  relief.  Subsequently,  some  improvement  oc- 
curred, and  finally  there  was  only  total  anesthesia  and  paraly- 
sis of  the  right  leg  and  lower  portion  of  the  right  thigh,  and 
total  anesthesia  of  the  left  foot;  movement  at  both  hip  joints 
and  left  knee  joint,  and  slight  movement  of  the  left  foot  and 
toes ;  total  anesthesia  over  the  sacral  area,  and  hypesthesia 
of  the  perineal  region. 

The  sexual  reflexes  of  the  patient  have  been  only  partial- 
ly impaired.     After  his  arrival  in  the  United  States  and  the 

^Unfortunately  the  measurements  with  the  galvanic  current  have 
been  lost.    They  showed  quantitative   diminution. 


BULLET  WOUISTD  IN  THE  SPINAL  CORD.  333 

subsequent  general  improvement  in  his  general  condition, 
he  had  occasional  erections,  at  times  followed  by  seminal 
emissions ;  there  were  also  voluptuous  sensations.  Since  the 
operation  the  erections  have  been  less  frequent  and  the  emis- 
sions have  not  occurred.  It  is  somewhat  difficult  to  bring 
these  facts  in  accord  with  the  location  of  the  lesion  that  has 
been  determined.  According  to  Miiller,^  who  has  made  the 
most  careful  study  of  this  condition,  the  center  for  erection 
is  in  the  second  sacral  segment,  and  the  center  for  ejacula- 
tion in  the  third.  Wichmann  accepts  these  statements.  The 
third  segment  also  receives  sensation  from  the  skin  of  the 
penis,  scrotum  and  urethra.  The  testicular  sensation  is  found 
at  a  higher  level,  in  the  second  lumbar  segment.  But  Miil- 
ler  calls  attention  to  the  fact  that  it  is  very  difficult  to  deter- 
mine the  boundaries  of  these  centers,  and  suggests  that  some- 
times perhaps,  these  functions  are  governed  by  the  sympa- 
thetic ganglia  of  the  pelvis.  Moreover  probably  less  depen- 
dence can  be  placed  upon  the  statements  of  patients  in  re- 
gard to  these  functions  than  in  regard  to  any  others,  the 
natural  tendency  being  to  exaggerate.  At  any  rate,  it  is  dif- 
ficult to  explain  the  symptoms  here  described,  unless  we 
imagine  a  curiously  limited  lesion. 

The  interesting  features  of  the  case  appear  to  be  the  locali- 
zation of  the  injury  in  the  spinal  cord;  the  satisfactory  results 
of  the  operation  three  years  after  the  receipt  of  the  injury, 
and  the  curious  sensory  phenomenon  (allochiria)  shortly 
after  the  operation  while  improvement  was  still  in  progress. 

The  localization  of  spinal  disease  has  become  so  accurate, 
that  it  is  possible  to  determine  exactly  what  segments  are  in- 
volved, and  even,  to  a  certain  extent,  what  part  of  each  seg- 
ment. It  must  not  be  forgotten,  however,  that,  as  a  result  of 
the  over-lapping  of  sensory  and  motor  functions,  so  that  each 
cutaneous  area  is  inervated  from  two  or  three  contiguous 
spinal  segments,  each  muscle  from  at  least  two,  and  often 
from  four  to  five,  and  a  certain  amount  of  error  is  always 
possible.     The  labors  of  Starr,  Kocher,*  Miiller,^  and  espec- 

'Deutsche  Zeitschrift  f.  Nervenheilkunde,  Vol.  xiv.  p.   i,   1899. 
*Mitteilungen  aus  den   Grenzgebieten  der  Medizin  und  der  Chi- 
rurgie,  Vol.  i,  p.  415,  1896. 

'Deutsche  Zeitschrift  fiir  Nervenheilkunde.     Vol.   14,  p.  i,  1899. 
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ially  of  Wichman,^  have  however,  done  much  to  eliminate 
the  various  sources  of  confusion.  According  to  the  latter, 
we  can  draw  the  following  conclusions  regarding  the  spinal 
cord  in  the  case  under  consideration : 

On  the  right  side  it  seems  certain  that  the  anterior  cornu, 
or  the  anterior  root  proceeding  from  it,  is  intact  at  the  level 
of  the  first  lumbar  segment,  because  the  psoas  and  iliacus 
are  still  capable  of  functioning,  and  they  are  innervated 
chiefly  from  this  segment.  There  is  probably  a  partial  in- 
volvement of  the  second  lumbar  segment;  the  quadriceps  is 
completely  paralyzed,  but  there  is  slight  power  in  the  adduc- 
tors ;  and  after  the  operation  there  was  voluntary  contraction 
in  the  sartorius.  Below  this  level  the  right  side  of  the  spinal 
cord  seems  to  have  been  seriously  involved;  the  quadriceps, 
hamstring,  and  calf  muscles  are  completely  paralyzed,  and 
also  all  the  muscles  of  the  leg  and  foot,  with  the  exception 
of  the  flexor  communis  digitorum,this,it  will  be  remembered, 
contracted  simultaneously  with  the  same  muscles  in  the  other 
leg,  but  the  contraction  was  entirely  involuntary.  As  this 
muscle  is  chiefly  innervated  from  the  first  sacral  segment,  it 
is  to  be  presumed  that,  although  the  cerebral  impulses  to  this 
segment  were  interrupted,  the  cells  in  the  anterior  cornu  have 
nevertheless  maintained  their  vitality.  We  can  then  conclude 
that  the  bullet  entered  about  the  level  of  the  lower  portion 
of  the  second  lumbar  segment,  and  ranged  downward,  in- 
volving the  third  and  fourth,  and  possibly  the  fifth  lumbar 
segments,  but  not  the  first  sacral,  or  any  of  the  segments  be- 
low it  on  the  right  side.  On  the  left  side,  the  first,  second, 
and  third  lumbar  segments  are  certainly  intact,  on  account  of 
the  persistence  of  the  activity  in  the  psoas,  illiacus,  the  ad- 
ductors, sartorious,  quadriceps,  and  the  rotators  of  the 
thigh.  The  fourth  lumbar  segment  is  partly  involved  be- 
cause the  quardriceps  is  weak,  although  as  it  is  innervated 
also  from  the  fifth  segment,  this  could  be  accounted  for  by 
the  destruction  of  the  latter;  however,  the  hamstrings  and 
the  extensors  of  the  toes  are  also  greatly  weakened,  and 
this  could  not  be  ascribed  to  involvement  of  the  lower  seg- 
ment.   The  fifth  segment  is  probably  totally  destroyed ;  there 

®Die  Ruckenmarksnerven  und  ihre  Segmentbeziige.    Berlin,  1890. 
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is  complete  paralysis  of  the  peroneal  muscles ;  almost  com- 
plete paralysis  of  the  calf  muscles,  and  weakening  of  the 
glutei;  there  is  also  almost  complete  destruction  of  the  first 
sacral  segment,  as  is  proven  by  the  almost  total  paralysis 
of  the  toes  and  foot.  It  therefore  seems  likely  that  the  bul- 
let aflfected  first  the  right  portion  of  the  cord,  and  then, 
ranging  downward  and  to  the  left,  involved  a  portion  of  the 
fourth,  and  almost  the  whole  of  the  fifth  lumbar  and  the  first 
sacral  segments. 

The  study  of  the  areas  of  sensory  disturbance  gives  the 
following  results : 

The  first  lumbar  segment  on  the  right  side  is  practically 
intact;  the  areas  supplied  by  it  have  at  various  times  been 
hyperesthetic,  but  never  markedly  hypesthetic.  There  is  at 
present  a  slight  hypesthesia  in  the  upper  portion  of  the  an- 
terior surface  of  the  right  thigh,  but  this  area  is  also  supplied 
by  the  second  lumbar  segment,  and  it  is  perfectly  justifi- 
able to  ascribe  the  defect  to  it.  The  second  lumbar  segment 
and  also  the  third,  are  only  partially  involved ;  in  the  regions 
supplied  by  them  there  is  a  moderate  hypesthesia,  but  not  to- 
tal anesthesia.  The  fact  that  the  lower  anterior  portion  of 
the  thigh  is  involved,  would  not,  according  to  Kocher,  alter 
this  opinion,  because  he  refers  this  area  to  the  fourth  lumbar 
segment.  Wichmann,  however,  refers  it  to  the  second  and 
third  lumbar  segments.  The  fourth  lumbar  segment  is  com- 
pletely destroyed,  as  there  is  total  anesthesia  of  the  inner 
half  of  the  leg,  and  of  the  lower  portion  of  the  inner  side  of 
the  thigh,  and  all  the  segments  below  this  point  appear  to 
be  equally  involved;  but  the  sensory  distribution  of  the  fifth 
lumbar  segment  is  at  present  too  uncertain  to  enable  us  to 
recognise  its  destruction  by  the  symptoms  produced.  The 
first  sacral  segment  is  involved  on  account  of  the  anesthesia 
of  the  outer  anterior  side  of  the  leg;  the  second,  on  account 
of  the  anesthesia  of  the  posterior  portion  of  the  thigh  and 
the  outer  side  of  the  leg,  and  the  third,  on  account  of  the 
anesthesia  over  the  sacrum,  the  scrotum  and  the  testicles ; 
and  the  fourth,  on  account  of  the  anesthesia  in  the  perineal 
region.  It  seems  therefore  certain  that  the  posterior  portion 
of  the  left  side  of  the  spinal  cord  is  involved,  from  the  level 
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of  the  lower  portion  of  the  third  lumbar  segment  as  far  as  the 
fourth  sacral  segment.  On  the  left  leg  the  areas  of  anesthe- 
sia are  much  less  extensive;  aside  from  the  dissociation  of 
sensation  on  the  anterior  surface  of  the  thigh,  there  is  no 
evidence  of  the  involvement  of  any  of  the  segments  of  the 
first  sacral  segment;  the  second  sacral  segment  is  unques- 
tionably affected ;  there  is  an  area  of  anesthesia  on  the  pos- 
terior portion  of  the  thigh,  and  the  anterior  surface  of  the 
foot  is  involved  also.  The  third  sacral  segment  is  probably 
totally  destroyed  on  account  of  the  anesthesia  of  the  sole  of 
the  foot,  and  of  the  sacral  and  scrotal  regions ;  and  the  fourth 
sacral  segment  is  also  involved,  so  that  the  bullet  probably 
involved  the  posterior  portion  of  the  right  side  of  the  cord 
from  the  second  sacral  segment  downward;  we  would  there- 
fore expect  to  find  the  symptoms  of  total  destruction  of  the 
cord,  from  the  second  sacral  segment  downward,  as  both 
sides  are  involved  in  both  their  motor  and  sensory  regions, 
but  as  a  matter  of  fact,  all  these  symptoms  are  not  present. 

Wichmann  gives  for  this  segment  the  following  signs : 
paralysis  of  the  levator  and  sphincter  ani,  of  the  detrusor 
urinse,  the  paresis  of  the  external  rotators  of  the  thigh,  of 
the  glutei,  of  the  biceps,  the  calf  muscles,  and  of  all  the  small 
muscles  of  the  feet,  and  anesthesia  of  the  sacral  and  gluteal 
regions,  the  coccygeal  region  and  the  posterior  surface  of 
the  thigh.  The  symptoms  are  of  course  more  extensive  than 
this,  as  a  result  of  the  partial  involvement  of  the  upper  seg- 
ments ;  but  the  anesthesia  is  not  quite  so  widely  distributed, 
and  the  paralysis  of  the  sphincter  ani  is  very  slight.  To 
summarize  these  results  it  can  be  stated  that  the  bullet  en- 
tered about  the  level  of  the  lower  portion  of  the  second  lum- 
bar segment  on  the  right  side,  and  ranged  downward  and  to 
the  left,  passing  out  at  the  level  of  the  second  sacral  seg- 
ment on  the  left  side ;  the  changes  extending  beyond  these 
limits  may  be  ascribed  to  consecutive  myelitis.  Perhaps  the 
preservation  of  the  anal  reflex  can  be  explained  by  the  sup- 
position that  the  cells  in  the  third  and  fourth  sacral  segments 
have  maintained  their  vitality,  and  that  the  sensory  changes 
referred  to  these  segments  are  due  to  the  interruption  of  the 


BULLET  WOUND  IN  THE  SPINAL  CORD.  337 


Finely  dotted  areas:  hypesthesia;  transversely  lined  areas:  anes- 
thesia; vertically  lined  areas:  thermoanesthesia;  coarsely  dotted  ar- 
eas:  analgesia. 


338  JOSEPH  SAILER. 

ascending  tracts ;  for  Higier  places  the  center  for  this  reflex 
in  the  third  and  fourth  segments. 

There  was  probably  hemorrhage  in  the  central  portion  of 
There  was  probably  hemorrhage  in  the  central  portion  of 
the  cord,  giving  rise  to  the  dissociation  of  sensation.  Partly 
as  a  result  of  the  absorption  of  this,  and  perhaps  as  a  result 
of  the  absorption  of  inflammatory  products,  a  certain  amount 
of  improvement  has  occurred,  but  how  great  this  is  can  only 
be  determined  by  a  comparison  with  the  previous  examina- 
tions. It  will  be  remembered  that,  when  admitted,  the  move- 
ments of  the  right  leg  were  restricted  to  a  sHght  flexion  of 
the  thigh  on  the  abdomen,  and  very  slight  adduction.  Al- 
though no  additional  muscles,  with  the  exception  of  the  sar- 
torius  and  the  flexor  longus  digitorum,  acquired  the  power 
of  contracting,  these  movements  all  became  noticeably 
stronger  after  the  operation.  In  the  left  leg  there  were 
movements  at  the  hip  and  knee  joints,  both  of  which  became 
more  vigorous  and  the  patient  developed  considerable  con- 
trol over  the  movements  of  the  toes.  Sensation  also  im- 
proved, the  upper  portion  of  the  right  thigh,  instead  of  being 
totally  anesthetic,  became  hypesthetic,  so  that  the  patient 
could  feel  contact  of  moderate  force,  and  localize  it  correct- 
ly. The  zone  of  hyperesthesia  in  the  right  lower  quadrant  of 
the  abdomen  disappeared  entirely.  The  most  noticeable  re- 
sult of  the  operation  was  the  complete  abolition  of  the  fulgu- 
rant  pains. 

Theoretical  localization  of  the  lesion  in  the  spinal 
cord  corresponded  very  closely  to  the  localization  that 
would  be  ascribed  to  it,  on  account  of  the  situation  of  the 
external  wound.  According  to  Raymond,^  the  fourth  lum- 
bar segment  is  on  a  level  with  the  center  of  the  body  of  the 
twelfth  dorsal  vertebra,  and  the  second  sacral  segment  on  a 
level  with  the  body  of  the  first  lumbar,  and  the  spine  of  the 
twelfth  dorsal.  As  the  bullet  emerged  opposite  this  spine, 
and  as  the  wound  of  entrance  was  to  the  right,  and  consid- 
erably above,  corresponding  to  the  level  of  the  eighth  dor- 
sal vertebra,  it  can  easily  be  understood  how  the  wound  in 
the  spinal  cord  was  produced ;  the  fact  that  the  segments  are 

^Nouvelle  Iconographie  de  la  Saloetnere,  i8g5. 
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so  close  together  in  this  region,  the  distance  between  the 
first  lumbar  and  the  second  sacral,  in  several  measurements 
that  I  made,  being  less  than  2  cm.,  renders  it  easily  conceiv- 
able how  so  many  segments  could  be  involved.  There 
is  no  reason  to  believe  that  the  spinal  roots  were 
directly  involved,  as  the  bullet  entered  anteriorly  just 
to  the  right  of  the  median  line,  and  emerged  pos- 
teriorly just  to  the  left,  and  the  roots,  of  course, 
are  directed  laterally;  it  has  generally  been  admitted, 
moreover,  that  the  syringomyelic  type  of  dissocia- 
tion of  sensation  is  in  favor  of  cord  and  against  root  lesions 
(Higier^).  Although  in  this  case  we  might  explain  this  phe- 
nomenon by  ascribing  it  to  the  pressure  on  the  cord  by  the 
pachymeningitis.  Van  Gehuchten^  having  particularly  called 
attention  to  the  fact  that  this  phenomenon  was  characteris- 
tic of  the  early  stages  of  pressure  upon  the  cord.  Of  course 
this  pachymeningitis  was  responsible  for  the  fulgurant  pains 
due  to  the  pinching  of  the  posterior  roots.  An  interesting 
phenomenon  that  can  not  yet  be  explained,  was  the  great  in- 
crease in  the  severity  of  the  symptoms  for  a  short  time  after 
the  operation.  It  is  possibly  due  to  the  restoration  of  cir- 
culation in  the  compressed  part,  which  apparently  is  always 
associated  with  more  or  less  irritation,  at  least  in  the  peri- 
pheral parts  of  the  body,  as  after  ligature.  Schultz^^  has  ob- 
served this  feature  in  two  cases  in  which  successful  operations 
were  performed  for  the  removal  of  tumors  compressing  the 
spinal  cord. 

One  of  the  most  interesting  symptoms  developed  in  this 
case  was  the  allochiria;  this  was  discovered  thirty-nine  days 
after  the  operation  and  lasted  about  three  days.  The  dis- 
covery was  entirely  accidental.  While  testing  sensation  upon 
the  right  thigh  the  patient  suddenly  announced  that,  when  the 
inner  side  of  this  thigh  was  touched,  sensation  was  percepti- 
ble only  in  the  corresponding  position  on  the  left  thigh.  His 
surprise  at  this  was  considerable.  As  the  right  thigh  was 
otherwise  totally  anesthetic,  including  loss  of  temperature 

^Deutsche  Zeitschr.    f.  Nervenheilk.    Vol.  ix.  p.  194,  1896. 

"La  Presse   Medical,  1897. 

^"Deutsche  Zeitschrift  fur  Nervenheilkunde.    Vol.  16,  p.  114,  1900. 
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and  pain  sensation,  it  was  impossible  to  test  the  other  forms 
of  sensation.  The  localization  was  more  accurate  than  the 
localization  upon  the  left  thigh  in  the  same  area,  and  there 
w^as  no  delay  in  perception.  The  area  in  which  contact  gave 
rise  to  this  phenomenon  extended  from  the  junction  of  the 
middle  and  lower  thirds  of  the  thigh,  to  the  perineal  raphe, 
and  was  from  two  to  three  inches  broad.  The  most  interest- 
ing feature  was  the  way  in  which  the  symptom  disappeared. 
At  first  sensation  was  observed  only  on  the  left  side,  the  next 
day  it  was  observed  on  both  sides  but  better  on  the  left,  and 
on  the  third  day,  on  both  sides,  but  better  on  the  right ;  after 
this  it  was  observed  only  on  the  right  side.  Attention  was 
first  called  to  this  curious  symptom  as  long  ago  as  1880,  by 
Obersteiner,^^  He  so  named  it  because  he  had  first  ob- 
observed  it  when  testing  sensation  in  the  hands.  He  found 
the  symptom  in  cases  of  tabes,  and  of  transverse  myelitis. 
Gowers  also  observed  it  in  hysteria,  and  Gay^^  reports  an  in- 
teresting case  in  which  the  phenomenon  was  absolutely  gen- 
eral, and  occurred  subsequent  to  an  attack  of  diphtheritic 
paralysis.  There  were  also  certain  symptoms  that  seemed  to 
indicate  that  in  this  case  hysteria  existed  as  a  complication, 
although  Gay  is  very  positive  in  excluding  it.  He  suggests 
a  theory  to  explain  the  occurrence  of  allochiria  which  de- 
pends upon  the  assumption  that  some  of  the  fibers  conduct- 
ing tactile  sensation  decussate,  while  others  do  not,  and  that 
if  the  decussating  set  of  fibers  is  destroyed  the  others  con- 
vey the  impulses  to  the  hemisphere  on  the  same  side,  and  the 
sensation  is  referred  to  the  opposite  side  of  the  body. 
He  does  not  appear,  however,  to  lay  much  stress  upon 
this  theory.  Witmer^^  has  recently  made  a  careful  stu- 
dy of  all  recorded  cases.  He  lays  considerable  emphasis 
upon  the  fact,  to  which  Gay  repeatedly  called  attention,  that 
in  these  cases  there  is  loss  of  muscular  sensation,  and  upon 
the  basis  of  this  he  suggests  a  theory  which  has,  I  think,  con- 
siderable force :  he  beheves  that  localization  in  any  particu- 
lar part  of  the  body  is  largely  dependent  upon  the  ability  to 

"Brain.     Vol.  14. 

"Brain.    Vol  16,  1893. 
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recognize  motility  in  that  part,  and  as  it  is  well  known  that 
there  is  some  bond  of  union  between  areas  of  the  brain  in- 
nervating symmetrical  portions  of  the  body,  it  follows,  that  if, 
in  a  case  of  this  nature, loss  of  muscle  sensation  exists  on  one 
side  and  not  on  the  other,  contact  on  the  former  would  give 
rise  to  a  more  distinct  perception  of  the  innervation  of  the 
muscles  in  the  other  side,  and  the  sensation  would  therefore 
be  referred  to  it.  This  theory,  however,  fails  to  explain  one 
of  Gay's  cases  in  which  the  muscle  sensation  was  lost  in  all 
four  extremities.  It  has  occurred  to  me  therefore,  that  an- 
other explanation  somewhat  allied  to  this,  might  be  more 
satisfactory.  If  we  suppose  that  the  relations  that  we  know 
exist  between  motor  areas  innervating  symmetrical  portions 
of  the  body  also  exist  between  areas  receiving  sensation  from 
symmetrical  portions  of  the  body,  it  might  happen  that  a  cen- 
ter long  out  of  practice,  as  was  the  case  in  this  instance, 
might  not,  when  sensation  gradually  returned  to  it,  perceive 
it  as  well  as  the  center  upon  the  opposite  side;  and  there- 
fore, when  it  was  stimulated,  and  a  certain  amount  of  sym- 
pathetic stimulus  occurred  in  the  opposite  center,  it  would 
be  perceived  very  clearly  on  that  side,  and  as  a  result  the 
perception  would  be  referred  to  the  locality  normally  inner- 
vated by  it,  that  is,  directly  opposite  the  locaHty  stimulated.  I 
find  some  support  for  this  theory  in  the  way  in  which  the 
symptom  disappeared  in  my  case,  because  the  succession  of 
phenomena  presented  are  similar  to  those  that  can  be  ob- 
served in  the  course  of  the  education  of  a  center  to  receive 
sensory  impressions.  It  may  be  stated  that  the  symptom  has 
not  reappeared  in  any  portion  of  the  body.^* 

"Determann  (Deutsche  Zeitschrift  fiir  Nervenheilkunde,  Leip- 
zig, 1900,  p.  99),  has  recently  resurrected  and  modified  an  old  theory 
of  Hammond's,  according  to  which,  if  there  is  obstruction  in  one 
sensory  tract,  the  impulse  deviates  to  the  other  and  involves  the  hem- 
isphere on  the  same  side,  as  a  result  the  sensation  is  referred  to  the 
opposite  side  of  the  body.  In  some  cases,  in  which  there  is  only 
partial  obstruction,  sensory  stimuli  may  pass  up  both  tracts,  and 
sensation  is  then  perceived  on  both  sides.  If  this  were  correct,  allo- 
chiria  would,  presumably,  be  much  more  common  than  it  actually 
is:  for  obstruction  of  one  sensory  tract  is  a  not  unusual  lesion. 


THE  RATIONALE  OF  SUBJECTIVE  HEALING/ 
By  Smith  Baker,  M.D., 

UTICA,   NEW  YORK. 

It  is  the  claim  of  subjective  healing  always  and  every- 
where, that  owing  to  its  acceptance  and  practice,  there  results 
a  most  radical  and  permament  improvement,  or  ''healing,"  or 
cure  of  every  sort  of  disease,  both  acute  and  chronic;  and 
numerous  are  the  instances  that  are  quoted  in  substantiation 
of  the  claim.  Careful  critical  observation  leads  rapidly  to  the 
conclusion  hov/ever,  that  if  in  a  given  instance  the  disease 
happens  to  be  an  acute  one,  it  easily  falls  within  one  of  two 
classes :  either  it  is  naturally  self-limiting,  or,  of  ready  cure 
by  any  means ;  or  else,  it  has  been  wrongly  diagnosticated. 
No  intelligent  person  can  suppose  that  a  real  fracture,  or 
dislocation,  can  be  healed  by  mental  effort  alone.  Neverthe- 
less, that  many  instances  which  have  been  diagnosticated  as 
such,  and  so  announced  to  the  sufferer,  have  been  thus 
"healed,"  is  beyond  question.  Nor  can  one  suppose  that  a 
real  case  of  typhoid  fever  or  of  small  pox  or  of  pneumonia 
can  be  cured  in  like  manner.  Yet  again,  that  many  cases  of 
these,  as  well  as  of  almost  every  other  acute  ailment,  or  at 
any  rate,  of  such  as  have  had  given  some  sort  of  technical 
name,  are  thus  healed,  there  seems  to  be  no  lack  of  indubit- 
able evidence. 

Likewise,  it  does  seem  to  be  a  fact,  that  many  so-called 
chronic  diseases  are  to  be  rightly  included  in  the  list  of  these 
"cures,"  temporarily,  at  least.  Although,  when  Dr.  John  B. 
Huber  tried  to  prove  that  such  diseases  as  locomotor  ataxia, 
softening  of  the  brain,  paresis,  tumors,  Bright's  disease,  can- 
cer, etc.,  had  been  healed  by  "Christian  Science,"  he  succeed- 
ed in  unearthing  no  case  whatever  that  would  have  occa- 
sioned the  medical  man  the  slightest  surprise.  Yet,  inas- 
much as  a  careful  study  of  these  lists  of  cases  reveals  that 
they  contain  a  very  large  proportion  of  long-standing  func- 
tional troubles,  such   as    neurasthenia,    hysteria,  asthenopia, 

'Generalized  and  rewritten  from  a  paper  read  at  the  Twenty- 
sixth  Annual  Meeting  of  the  American  Neurological  Association, 
May,  1900,  entitled  "Christian  Pseudo-Science  and  Psychiatry." 
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diffused  and  shifting  pains,  joint  aches  and  Hmitations,  vic- 
ious digestion,  faulty  excretion,  etc.,  it  does  not  surprise  one 
to  learn  that  often  temporary,  and  sometimes  even  perma- 
nent relief,  is  effected.  Beginning  as  these  so  frequently  do  in 
some  obvious  accident,  growth,  or  disease,  itself  perhaps  fully 
recovered  from,  there  has  remained  a  sequela  of  distress, that 
has  never  been  permanently  removed.  As  a  consequence, 
numerous  vague  or  often  poignant  fears  of  becoming  worse, 
or  entirely  incapacitated,  or  even  of  death  itself,  have  grown 
rapidly  with  every  twinge,  and  habits  of  both  mind  and  body 
have  developed  conformable  to  this  condition,  which  in  turn 
serve  but  to  perpetuate  and  intensify  what  may  be  called  the 
secondary  trouble.  Added  duly,  also,  have  been  certain  un- 
recognized effects  of  the  vicious  maelstrom  of  circumstances 
which  such  people  seem  always  bound  to  find,  then  to  develop 
automatically,  and  finally  to  suffer  from.  Hence  the  purely 
physical  disease  that  was  in  the  beginning  natural  enough, 
has  become,  in  time,  transformed  into  other  disease  of  a  more 
or  less  truly  psychical  nature,  but  frequently  not  recognised  as 
such.  Moreover,  the  very  best  directed  effort  to  get  well  has 
in  time,  given  way  to  simply  an  everlasting  puttering  with  a 
succession  of  futile  remedies  and  practices ;  and  the  last  end  of 
it  all  has  finally  become  worse  than  the  first,  even  though 
practitioner  after  practitioner  has  been  evoked  to  cure  the 
rapidly  deepening  and  multiplying  symptoms ;  all  of  which 
may  be  charged  to  the  account  of  mistaken  diagnosis,  either 
professional  or  lay ;  and,  consequently,  of  unreliable  progno- 
sis and  remedy. 

People  themselves  cannot  differentiate  very  well  be- 
tween, for  instance,  intercostal  neuralgia  and  pleurisy;  be- 
tween the  heart-commotion  of  neurasthenia  *and  that  of  val- 
vular disease ;  between  the  headache  of  brain  tumor  and  that 
of  constipation  or  eye-strain.  And  so  on.  For  this  they  must 
at  first,  look  to  medical  practitioners ;  and,  as  a  rule,  feel 
themselves  bound  to  beHeve  implicitly  what  is  told  them. 
Later  on,  they  may  come,  and  sometimes  do  come  to  dis- 
trust or  but  half  accept  what  is  told  them,  by  no  matter  whom, 
and  this,  whether  the  diagnosis  be  correct  or  not.     Again, 
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even  when  the  diagnosis  is  correct,  and  thoroughly  believed, 
the  prognosis  may  be  altogether  more  comprehensive  and  en- 
couraging than  possibility  of  relief  of  the  obvious  condition 
may  justify.  An  instance  of  a  woman  with  an  uterine  fibroid 
comes  to  mind.  She  was  told  very  positively  and  clearly  by 
her  surgeon  that  removal  of  the  fibroid  would  relieve  her  of 
her  morbid  apprehensions,  her  temporary  exhaustions,  apha- 
sias, and  paraphasias,  and  all  her  sense  of  fag  and  incompe- 
tency as  well.  The  operation  was  a  complete  success.  Nev- 
ertheless, she  was  not  cured;  and  within  a  few  weeks  after- 
ward, said  she,  "It  makes  one  feel  like  taking  the  Christian 
Scientists  at  their  word  and  trying  them." 

Finally,  when  it  comes  to  the  treatment  itself,  there  is  a 
disparity  between  promise  and  accomplishment  often  simply 
irreconcilable.  Physicians  all  know  how  persistent  certain 
people  are  in  their  endeavors  to  get  positive  statements,  es- 
pecially when  such  are  as  absolutely  impossible  as 
unnecessary.  But  they  do  not  always  remember  the 
certainty  with  which  sick  people  are  apt  to  read  into 
their  most  carefully  uttered  words  their  own  conceits, 
hopes,  and  misgivings ;  and  so,  get  unto  themselves 
a  summary  of  fact  and  fiction,  which  may  be  as  mis- 
chievous as  misleading.  These  people  think,  for  the  time  be- 
ing, but  one  thing,  namely,  that  their  own  concerns  are  para- 
mount to  all  else.  With  this,  they  give  tone  to  all  that  is  told 
them,  and  likewise  to  all  that  is  not  said.  As  a  result  they 
either  expect  miracles  on  the  one  hand,  or  else  a  long  delight 
in  whatever  succession  of  new  sensations  the  practitioner 
may  be  able  to  afiford  them  on  the  other.  Moreover,  they 
do  not  forget  that  they  are  sick :  that  a  cure  has  been  prom- 
ised :  or  that  it  seems  long  delayed.  Quite  a  series  of  illus- 
trative cases  of  asthenopia  with  accompanying  occular  de- 
fect, who  had  been  assured  that  refractive  and  muscular  cor- 
rection would  bring  permanent  relief,  and  yet  to  whom  reli-^f 
did  not  come,  even  after  repeated  changes  of  lenses,  and  var- 
ious operations  and  treatments,  is  in  evidence.  Here  the  oc- 
cular defect,  the  muscular  unbalance,  the  adjustment  of  spe- 
cial treatment  and  lenses  had  all  been  skillful  enough.     But 
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the  one  thing — a  comprehensive  diagnosis  of  the  whole  per- 
son as  well  as  the  eyes,  had  been  neglected.  Numbers  of  oth- 
er cases  of  what  had  been  accurately  enough  diagnosed,  say 
as  astigmatism  or  hypermetropia,  and  have  found  no  relief 
from  refractive  correction,  have  found  it,  at  least  to  their  own 
satisfaction,  at  the  hands  of  some  sort  of  subjective  "healer." 
And  so  with  cases  of  dyspepsia,  kidney  disease,  uterine  trou- 
bles, etc.,  almost  innumerable.  And  why?  Simply  because 
the  real  nature  of  the  difficulty  as  affecting  the  whole  patient, 
had  bpen  lost  sight  of  in  the  intensity  of  the  special  interest, 
given  quite  exclusively  to  some  particular  part. 

Now  this  makes  it  very  desirable  that  he  who  would  un- 
derstand the  modus  operandi  of  the  subjective  healing  influ- 
ence must  first  have  a  very  clear  understanding  of  the  people 
in  whom  such  an  influence  may  be  operative,  and  also  may  be 
most  thoroughly  and  permanently  successful.  When  one  un- 
dertakes to  study  carefully,  the  various  people  who  have  been 
healed  in  some  one  of  these  exceptional  ways,  and  who  event- 
ually have  become  its  most  devoted  adherents  and  faithful 
propagandists,  one  quickly  gets  the  impression,  generally 
speaking,  that  fate,  no  matter  how  generous,  or  knowing,  or 
wise,  has  really  not  dealt  very  circumspectly  with  many  of 
them,  either  first  or  last.  For  instance,  they  are  often 
found  to  be  so  exquisitely  organized  to  begin  with,  and  have 
been  so  unwisely  bred  additionally,  that  it  has  been  practi- 
cally impossible  for  them  ever  to  be  satisfied  with  filling  the 
usual  places,  accepting  the  common  responsibilities,  and  at- 
tending to  the  ordinary  duties  of  life.  They  have,  in  fact, 
been  physiologically  doomed  to  a  station  for  which  they  do 
not  find  themselves  fitted.  And  so,  it  comes  to  pass,  that 
their  very  souls  yearn,  and  most  naturally,  for  the  fascin- 
ation, the  excitement,  and  the  sweet  satisfaction  of  something 
other  than  they  have — something  usually,  that  is  supposed  to 
be  secured  only  at  some  fountain  just  outside  their  daily  op- 
portunity. Again,  one  notes  that  rather  frequently  there  has 
been  given  them  a  life  really  so  hard  and  uncompensated, 
that  necessarily  discouragement  has  step  by  step  resulted, 
and  to  such  a  depth,  that  in  time  it  has  thoroughly  destroyed 
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all  resiliency  of  either  body  or  mind,  and  likewise  all  the  en- 
ergy needed  for  recuperative  response  to  ordinary  measures. 
If  not  this,  then  there  has  been  an  inordinate  coddling — an 
unwise  catering  to  a  very  dominant  predilection  for  warm 
and  cozy  spots  and  gaudy  egotistic  display,  by  which  the 
whole  constitution  has  become  cloyed  and  worn  beyond  any 
sort  of  capacity  for  more.  Many  times  in  addition  to  this, 
there  has  been  bred  from  childhood  on,  not  self-knowledge 
and  self-reliance,  but  a  most  babyish  dependence  upon  other 
people,  which  has  in  every  sense  been  degenerative  rather 
than  otherwise.  Nor  should  the  fact  of  actual  ignorante,  or 
what  is  oftener  worse,  of  a  most  fantastic  half-knowledge  of 
themselves  and  the  common  functions  of  their  bodies,  be  ov- 
erlooked as  constituting  one  of  the  interesting  surprises  met 
with,  while  considering  them  and  their  claims. 

Another  morbid  characteristic  somewhat  frequently  no- 
ticeable, is  dissatisfaction  with  rehgious  foundations  and  be- 
liefs. No  longer  do  the  ordinary  rituals  and  expositions  eith- 
er enlighten  or  inspire.  The  pulpit  seems  inefficient  and  the 
pew  unspiritual;  and  the  old-time  unction  with  which  they 
have  responded  to  sentiment  or  exhortation  has  been  lost. 
Moreover,  they  have  now  come  to  the  point  where  they  real- 
ise that  mere  intellectual  propositions,  no  matter  how  author- 
itative or  venerable,  do  not  satisfy  the  human  heart;  which, 
according  to  their  light,  must  from  the  very  nature  of  things 
be  thus  satisfied,  before  it  can  be  permanently  comfortable. 
Often,  too,  their  former  trust  in  Providence  has  been  super- 
seded by  a  more  or  less  conscious  distrust  of  what  seems  to 
them  but  the  harsh  overruling  of  caprice  and  incompetence. 
Even  their  emotional  relationship  to  the  historical  Christ,  no 
longer  serves  them  when  the  hour  of  pain  and  darkness 
comes.  To  the  much-reading,  yet  somewhat  shallow-think- 
ing, class,  there  has  often  crept  in  the  inviting  possibility,  or 
a  more  or  less  clear  assurance,  of  a  something  better  to  come 
from  theosophy,  clairvoyance,  spiritualism,  over-soul  or  oth- 
er occult  or  extremely  mystical  source.  In  many  of  these 
people  the  innate  love  of  novelty,  and  especially  of  anything 
charged  with  the  dynamics  of  mysticism,  is  apt  to  have  been  a 
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marked  inheritance,  and  likewise  to  have  had  just  that  educa- 
tion and  unsettling  experience,  which  has  finally  led  to  either 
starvation  or  else  to  shallow  satiation  of  mind,  in  turn  the  ba- 
sis of  a  hopeless  outlook,  which  has  but  served  to  accentuate 
and  develop  everything  else.  Moreover,  back  of  all  this,  we 
will  often  find  that  these  people  have  more  or  less  breathed 
the  atmosphere  of  a  somewhat  muddied  idealism,  in  which 
some  portions  of  the  modern  world,  in  contradistinction  to 
the  sometime  materialism  of  its  philosophy,  is  supposably 
to  find  itself  happy;  and  likewise  that  many  of  them  have 
practically  exhausted  almost  every  resource  of  money,  socie- 
ty, home  and  self,  in  an  enforced,  or  voluntary  attempt  to  find 
the  bread  of  life  in  what  are  really  to  them  but  stones ;  and 
now,  they  would  escape  from  the  responsibility  and  demands 
of  it  all,  and  become  a  child  again,  in  some  place  where  holi- 
days are  ever  the  rule. 

Another  thing  needs  mentioning,  namely,  these  people 
are  much  given  to  a  sort  of  undue  worship  of  the  exception- 
al and  exclusive,  which  in  time  gets  to  be  an  insatiate  han- 
kering for  some  sort  of  aristocracy  for  which  neither  birth 
nor  social  condition  has  as  yet  been  competent ;  and  owing  to 
which  there  has  finally  resulted  a  kind  of  personal  isolation 
that  neither  relatives  nor  friends  know  of,  or  could  relieve, 
if  they  did.  Indeed,  in  these  people  the  herding  and  cult  in- 
stincts, that  which  gives  rise  to  an  inordinate  longing  for  ex- 
treme kinds  of  intimate  fellowship,  is  often  so  strongly 
marked  as  to  awaken  nothing  less  than  pity,  in  that  nothing 
earth  can  afford  seems  adequate  to  satisfy.  Often,  as  one 
would  ordinarily  suppose,  there  has  been  some  kind  of  emo- 
tional failure,  and  all  that  this  suggests ;  a  condition  of  things 
which  appertains  not  only  to  the  married  but  the  unmarried ; 
to  either  sex  as  well ;  and  to  every  age,  sometimes  from  rath- 
er early  childhood  on.  Added  to  this,  is  that  which  makes 
the  one  matter  of  conscious  relief  so  important  to  so  many, 
namely;  the  fact  that  all  their  reactions  to  life,  both  subjec- 
tive and  objective,  have  long  since  come  to  be  most  thor- 
oughly negative  and  depressing.  Nothing  realized  thus  far, 
nothing  worth  while  to  look  forward  to,  seems  to  be  the 
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somewhat  settled  conviction  of  many  of  these  people ;  so, 
what  wonder  that  life  in  toto  has  got  to  mean  almost  exclu- 
sively but  an  hourly  emerging  from  one  nightmare  of  misery 
to  become  immediately  involved  in  the  horrors  of  another. 
By  this,  the  normal  rhythm  of  weariness  and  rest,  and  of  pain 
and  pleasure,  has  become  so  deeply  aggravated,  both  in  am- 
plitude and  rate,  that  the  sufiferer  now  expects  momentarily 
to  find  himself  simply  engulfed  in  the  trough  of  some  deeper 
sea  still,  wherein  he  has  no  longer  power  to  handle  himself. 
At  this  point  the  so-called  "emptiness  of  life,"  the  perma- 
nence and  depth  and  universality  of  suffering,  and  the  seeming 
futility  of  ordinary  therapeutics,  appeal  to  him  with  a  readiness 
and  intensity  that  fixes  attention,  chills  and  stuns  expectancy, 
and  gathers  energy  often,  in  most  destructive  rather  than  in 
constructive  directions ;  in  that  the  resulting  imperative  con- 
ception is  very  apt  to  be  rather  unrelievable  than  otherwise. 
If  now,  these  people  are  in  revolt  against  what  seems  to  them 
to  be  gross  materialism ;  if  they  are  ready  to  thrill  with  eager 
expectancy,  when  something  seemingly  more  ideal  presents 
itself;  if  they  now  turn  from  the  rough  handling  of  doctors 
and  nurses  to  the  gentle  caressings  of  some  sympathetic  nov- 
elty, or  the  bewitching  power  of  some  thoroughly  dogmatic 
mind;  if  they  become  luminous  with  the  reflection  of  what  is, 
to  them,  "soul-satisfaction;"  if  they  see  more  in  a  religion  of 
affiliation  and  expression  than  in  that  which  seems  to  be  but 
repression  and  prohibition ;  if  they  have  become  stolidly  indif- 
ferent to  almost  everything  which  heretofore  has  seemed  so 
important ;  if  they  respond  to  the  "new"  idealistic  offering,  in- 
stead of  the  regular  prescription,  with  all  the  automatic 
readiness  of  the  hypnoid  state  wherever  found,  let  it  not  be 
thought  that  this  is  all  silly,  but  really  let  the  effort  be  made 
to  understand  how  natural,  how  even  necessary  such  a  course 
is,  psychologically  speaking,  when  all  the  facts  are  care- 
fully considered. 

Advancing  now  to  a  study  of  these  so-called  cures  still 
further  and  more  accurately,  and  especially  those  which  can 
be  most  rightly  regarded  as  such,  we  quickly  come  upon  the 
fact,  that  such  happy  events  have  been  always  effected  in  a 
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very  natural  way,  and  simply  through  the  well-known  laws 
of  pleasurable  expectancy,  coupled  with  the  power  of  cumu- 
lative suggestion,  naturalized,  by  processes  scientific  enough, 
it  is  true ;  and  yet  not  in  the  least  according  to  the  so-called 
"science"  of  the  healers.  For  all  this,  judged  by  any  modern 
standard  of  worth,  is  at  best  but  a  pseudo-science,  and  should 
be  considered  as  such  only.  Indeed  the  philosophy  of  all 
these  subjective  healers,  in  which  the  supernatural  mind  finds 
a  place,  either  chiefly  or  absolutely,  seems  abrogated  not  alone 
by  their  own  frequent  contradictions  and  quibbles,  but  by 
their  practices,  in  that,  by  playing  at  will  on  the  narrowed 
attention,  the  inhibited  senses,  the  monoideism  as  well 
as  the  warmest,  deepest  interest  possible  to  the  natural  mind, 
the  "healer"  really  hypnotizes  his  subject  into  a  most  sympa- 
thetic yet  natural  rapport,  and  likewise  into  just  as  marked 
a  post-hypnotic  determination  as  well.  Let  us  see  how  this 
is.  After  the  seance,  lasting  usually  for  an  hour  or  so,  with 
attention  riveted  upon  some  particular  attitude  or  movement ; 
or  upon  a  single  idea,  through  the  frequent  reiteration  of  set 
phrases,  with  all  the  emphasis  of  big,  initial  letters,  or  the 
force  of  dogmatic  curtness,  there  is  surely  enough  induced 
a  state,  akin  to  that  which  is  daily  produced  by  hypnotists,  by 
their  revolving  wheel,  the  crystal  ball,  or  the  "operator's 
pass,"  and  it  follows  naturally  enough,  that  a  marked  psychical 
impression  additional  to  a  more  or  less  physical  impression  of 
varying,  but  always  of  marked  importance,  must  and  does 
result.  Generally,  in  place  of  distracted  attention,  in  place 
of  vague  apprehension,  in  place  of  auto-mimicry  of  inspira- 
tionless  copies,  which  have  heretofore  dominated,  there  has 
been  given  a  new  marshalling  of  ideas  and  emotions  in  the 
direction  of  a  new  goal,  which  has  itself  likewise  been  made  to 
glow  so  attractively,  that  the  impetus  of  the  hour  now  easily 
becomes  the  momentum  of  days.  Both  psychically  and  phy- 
sically then,  new  copies  have  been  set;  new  motives  have 
been  conceived;  new  relationships  supposably  established; 
and,  whereas  before,  all  had  seemed  against,  and  but  for  the 
one  purpose  of  stifling  and  kilHng,  now  all  seems  to  conspire 
to  make  life  worth  living  again,  and  the  means  thereto    of 
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easy  access  and  use.  In  almost  every  ideational  and  emotion- 
al sense,  the  old  has  easily  been  made  to  give  way  to  the 
new ;  and  the  current  thus  fountained  and  swelled,  is  not  only 
a  present  fact,  but  is  one  which  may  flow  on,  at  least  until  it 
either  meets  another  set  of  natural  limits,  or  else  is  atten- 
uated and  evaporated  into  nothingness.  If,  now,  the  healer 
could  know  enough  to  differentiate  his  advantage,  and  to  fol- 
low it  up  with  certain  other  measures  indicated  by  the  law 
which  he  has  so  successfully  utilized,  albeit  so  thoroughly  de- 
spised meanwhile,  he  would  indeed  prove  to  be  much  more 
than  now,  the  "blessing"  which  he  so  boldly  aspires  to  be, 
and  succeeds  if  at  all  in  being,  simply  through  just  this  very 
ignorance  of  what  he  ought  to  do,  and  have  to  do  it  with. 

Whether  in  any  given  case  the  promised  and  expected 
healing  will  really  take  place  and  remain  as  a  permanent  ''tes- 
timony" to  the  claims  of  the  self-assuming  healer,  depends, 
of  course,  upon  the  person,  his  ailment,  and  the  means 
brought  to  bear.  That  the  claims  made  so  frequently  in  ef- 
fect, that  there  are  no  exceptions  to  be  thought  of,  and  no 
untoward  sequela  to  be  guarded  against,  are  untenable,  ob- 
servation amply  enough  aflirms.  Woe  indeed  unto  the  suf- 
ferer who  trustingly  places  his  or  her  all  in  the  hands  of  any 
sort  of  idealist,  who  has  not  likewise  the  knowledge  and  the 
comprehensive  honesty  requisite  to  give  due  attention  to  the 
actual  condition  of  everything  concerned.  If  the  presump- 
tion of  a  materialistic  practitioner,  who  sees  nothing  beyond 
his  microscopic  gaze,  no  finer  than  a  microbe,  is  often  in- 
competent for  the  actual  need  of  any  given  sufferer,  not  less 
certainly  may  it  be  expected  of  the  idealistic  practitioner,  no 
matter  how  high-powered  or  much  lauded  his  "spiritual  mi- 
croscope," who  even  denies  all  value  whatever  either  to  the 
body  as  such,  or  to  its  own  peculiar  life.  If  in  the  presence 
and  practice  of  the  one,  the  patient  gets  to  expect  everything 
imaginable,  or  rabidly  hungered  for  many  crude  doses,  and 
gets  fooled ;  so  may  he  also,  who  relies  never  so  implicitly 
upon  the  gracious  effects  of  "a  high  attenuation  of  truth,"  or 
power  of  mind  and  nothing  else.  Moreover,  he  may  actually 
attain  to  the  topmost  notch  of  self-elation  and  self-compla- 
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cence,  and  likewise  assume,  or  even  be  able  to  rightly  attri- 
bute this  to  his  healer's  skill ;  and  yet  have  the  cancer  progres- 
sively eat  away  his  very  life,  and  the  diseased  heart  cease  its 
action  upon  his  first  serious  shock.  Nor  does  it  avail,  that 
untold  functional  troubles,  and  possibly  certain  organic  ones 
likewise  have  sometimes  more  or  less  yielded  their  store  of 
misery  to  the  ideational  demand.  So  sure  as  death  itself,  does 
the  sufferer  find  eventually,  that  not  what  he  thinks  is  so  and 
even  prays  to  have  so,  but  what  really  is,  must  be  reckoned 
with,  and  in  due  season.  And  this,  too,  even  though  the  dis- 
tress and  the  healing  both  be  of  mental  order.  One  thing 
none  of  these  people  seem  to  know  is,  that  no  sort  of  lop- 
sided, abnormal  development,  whether  mental,  moral,  or  bod- 
ily, can  be  depended  upon  certainly,  or  for  long ;  or  that  upon 
all  such  developments  there  must  naturally  follow  definite  re- 
actions, which  may  be  quite  as  painful  and  even  more  danger- 
ous than  the  original  disease.  The  psychiatrist  realizes  that 
the  beginnings  of  his  most  serious  and  hopeless  cases  are  to 
be  looked  for  in  just  such  one-sided  excesses  of  mind  or  body, 
or  both,  which  in  time  result  in  changes  of  automatism,  and 
eventually  of  structure,  beyond  restoration.  Nor  does  it  mat- 
ter much  what  the  motive  for  the  excess  may  be.  As  Huxley 
said,  "Outraged  law  knows  no  alleviating  circumstance,"  and 
even  a  most  humble  service  to  the  highest  ideal  possible,  if 
excessive,  and  misplaced,  may  result  in  disease,  quite  as  cer- 
tainly as  does  any  necessary  service  to  man,  if  carried  to  a 
like  extent.  The  only  physiological  and  practical  difference 
being,  that  whichever  seems  most  interesting  and  joyous  of 
itself,  is  the  one  less  likely,  other  conditidns  being  equal,  to 
do  harm. 

A  certain  case,  typical  of  others,  proved  to  be  a  strong 
source  of  conviction  of  the  truth  of  these  delineations.  A  wo- 
man of  twenty-five,  of  good  but  too  refined  parentage,  well 
educated  in  the  ordinary  sense,  fell  down  stairs  when  seventeen 
years  old,  and  was  so  shocked,  that  her  menstruation  ceased 
for  the  time,  as  well  as  for  sometime  after,  in  consequence. 
After  a  year  or  so,  dysmenorrhea  gradually  developed ;  like- 
wise painful  vision,  and  more  or  less  dyspepsia.     For  these 
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several  complaints  she  was  treated  in  a  variety  of  ways ;  but 
did  not  recovery  to  any  permanent  extent.  Then  she  went 
to  a  hospital,  where  she  was  ''operated"  (for  what  I  cannot 
learn),  somewhere  in  the  pelvic  region,  and  was  promised  ul- 
timate relief  from  her  troubles.  But  the  relief  did  not  come. 
Finally  after  about  five  years  of  suffering  she  fell  in  with 
"healers"  of  the  Christian  Scientist  order,  who  faithfully  tried 
their  hand,  and  seemingly  succeeded;  for  she  soon  resumed 
her  work  and  remained  at  it  for  a  year.  Meanwhile,  however, 
she  slowly  developed  a  typically  characteristic  condition; 
namely,  a  thorough-going  dependence  on  her  healers  for  sym- 
pathy and  support;  on  their  characteristic  publications  for 
mental  pabulum;  and  on  what  she  called  "God,"  for  about 
everything  else.  As  for  her  own  self-hood,  it  had  become  quite 
swallowed  up  in  the  assonant  phrase,  "God  is  all;"  while  a 
dark,  thick,  idealistic  phlegm  seemed  to  have  invaded  all  her 
mental  and  bodily  functions.  Sensation  had  become  hyper- 
sensation;  perception  illusional ;  ideation  more  or  less  imper- 
ative ;  attention  narrowed  down  to  an  egoistic  point,  which 
the  healing  stimulus  had  only  calloused;  memory  was  very 
poor,  save  for  the  one  set  of  ideas ;  will  had  succumbed  to 
"the  higher  will"  as  she  believed  it;  conduct  was  so  erratic 
as  to  render  her  unfit  for  any  vocation;  while  all  the  bodily 
functions  were  more  .or  less  irregular  and  distressing,  with 
energy  and  endurance  reduced  to  simply  a  useless  quantity. 

At  this  point  she  was  the  most  despairing,  hopeless,  un- 
promising case  it  had  been  my  fortune  to  see  for  some  time. 
She  seemed  to  have  just  life  enough  left  to  feel  all  the  misery, 
and  realize  none  '  of  the  relief  incident  to  therapeutics, 
whether  material  or  mental.  "I  have  been  through  it  all," 
she  said.  "For  years  the  doctors  had  me  and  they  failed;  and 
now  the  healers  can  do  nothing  more  for  me;  and  worse,  I 
cannot  get  away  from  them  and  their  teachings  and  practices. 
Night  and  day  my  mind  repeats  their  formulae,  and  yet  no 
good  seems  to  come  from  it.    I  simply  suffer  as  never  before. 

Evidently  neurasthenic,  evidently  hysteric,  and  born  and 
bred  to  be  just  this,  evidently  hlcise  with  therapeutic  fag  and 
disgust,  evidently  an   obsessional   slave   of  the  worst  type. 
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What  a  problem  for  insight,  resource,  patience  and  all  the 
rest !  And  by  all  odds  worse  than  this,  was  eventually  to  be 
found  the  deep  despair  into  which  she  had  been  lowered,  the 
listless  will,  the  imperative  conception  that  would  brook  no 
interference  without  mental  pain  of  a  worst  order,  and  a  deep 
feeling  of  poverty  from  which  she  had  little  hope  of  ever  be- 
ing able  to  rescue  he'rself.  In  fact,  fortune  of  body,  of  mind, 
of  station,  of  purse  had  all  oozed  away  steadily;  and  what 
was  first  acute  and  then  became  chronic,  had  now  come  to 
be  as  permanent,  seemingly,  as  sin  itself.  Hers  was  a  typi- 
cal case  of  the  morbidly  subjective,  post-remedial  condition, 
both  materialistic  and  idealistic,  which  needed  both  theoreti- 
cal and  practical  elucidation,  in  every  sense  possible. 

To  this  end  let  the  following  conclusions  be  entertained : 

First,  the  final  unsatisfaction  of  diagnosticating,  if  never 
so  accurately,  the  special  affection  alone,  and  not  at  the  same 
time  giving  heed  to  the  entire  individual  in  whom  it  is  found. 
The  time  has  really  seemed  to  come  when  we  should  go  to 
the  modern  psychological  and  pathological  laboratories  and 
there  learn  that  the  human  being  is  neither  mind  nor  mat- 
ter alone,  but  that  in  every  feeling,  thought  and  act  there  is 
a  unified  energizing,  of  which  mind  and  body  alike  are  neces- 
sary concQmmitants. 

Second,  the  utter  uselessness  of  wearing  out  people  with 
multitudinous  remedies,  of  no  matter  what  order,  that  are 
aimed  only  at  symptoms ;  and,  likewise,  the  harm  which  may 
be  done  in  thus  cultivating  uncalled  for  dependence  upon  just 
such  supports.  One  need  not  be  an  extremist,  or  a  skeptic, 
to  see  the  absolutely  scientific  injustice  of  this. 

Third,  the  danger  of  extreme  concentration  of  a  purely 
subjective  order,  and  of  the  psychical  elation  which  has  not 
been  given  a  corresponding  solid  basis  to  sustain  it.  It  can- 
not be  said  that  any  such  exclusive  devotion  to  one  aspect  of 
life,  is  very  generally  developmental  or  safe,  in  the  long  run. 
What  most  of  these  people  need  is  a  clean,  new  set  of  mental 
images  to  be  derived  objectively  rather  than  concreted  from, 
no  matter  how  intense,  subjective  application. 

Fourth,  the  inadequacy  of  even  a  good  initiation,  when 
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subsequent  developments  are  defective  or  counteracting. 
The  ''healer"  often  seems  to  make  a  good  start  and  in  the 
right  direction,  so  far  as  the  particular  individual  is  con- 
cerned. But  his  lack  of  physiological  and  pathological  cul- 
ture, to  say  nothing  of  the  theological  and  psychological  atav- 
ism which  possesses  him,  robs  the  patient  of  that  further  re- 
storation and  development  of  mind  and  body  alike,  which  he 
so  universally  needs. 

Fifth,  unless  the  body  has  been  remedied,  the  mind  fur- 
nished and  stayed,  and  the  conduct  ordered  in  accordance 
with  actual  needs  comprehensively  estimated,  no  cure  worthy 
the  name  can  be  expected  from  either  materialist  or  idealist. 

Sixth,  that  neurologists  and  psychiatrists  should  proceed 
at  once,  to  determine  how  far  results,  which  are  now  secured 
haphazard  and  irresponsibly,  can  be  gained  by  truly  scientific 
inquiry  and  practice.  This  is  needed,  if  for  nothing  more, 
than  that  medical  education  and  practice  may  receive  a  pro- 
per impetus  and  backing  in  this  much-needed  direction. 

Seventh,  that  people,  especially  when  young,  should  be 
encouraged  to  most  sedulously  cultivate  bodily  endurance, 
mental  growth  and  freedom,  moral  heroism,  and  spiritual 
self-reliance,  faith  in  inductive  science,  rather  than  trust  in 
dogmatic  deduction ;  all  in  the  hope,  that  where  nom  there  is 
such  a  readiness  to  develop  morbid  introspection  and  fears, 
imperative  conceptions,  and  mental  shiftlessness,  there  shall 
be  achieved  a  commendable  flexity  and  direction  of  mind,  and 
the  possibility  of  a  joyous  overcoming  of  ordinary  obstacles. 


AN  ANOMALOUS  CASE  OF  PARALYSIS  AND  DYSTROPHY 

OF  MUSCLES  PROBABLY  DEPENDENT  UPON 

BOTH  NEURAL  AND  SPINAL  LESIONS. 

(NOT  PRIMARY  NEUROTIC 

ATROPHY.)' 

By  F.  X.  Dercum,  M.D. 

A.  W. ;  white ;  aged  26 ;  native  of  England,  was  admitted 
October  11,  1898,  to  the  medical  wards  of  the  Philadelphia 
Hospital,  complaining  of  pain  in  left  chest  and  stomach,  of 
dizziness  and  of  weakness  in  the  legs.  He  is  single.  He  has 
been  a  seaman  for  the  past  ten  years. 

Family  history: — Father  and  mother  both  died  of  heart 
disease.    One  sister  is  living  and  well. 

Personal  history: — Had  no  diseases  of  childhood  save 
measles.  Has  had  at  various  times  pneumonia,  rheumatism 
and  malaria.  Hadacompound  fractureof  theleft  thigh  in  1890. 
Had  a  left-sided  pleurisy  with  empyema  in  1894.  Chest  was 
operated  upon ;  scar  is  still  present.  Had  another  attack  of 
pneumonia  in  1897. 

Admits  chancroid  arud  bubo,  but  denies  syphilis.  Has  used 
alcohol  and  tobacco  moderately. 

About  one  year  before  admission  he  began  to  sufifer  from 
dizziness  and  occasionally  fell  from  weakness  in  the  legs. 
Weakness  of  the  left  arm  also  came  on.  At  this  time  he 
lost  some  twelve  pounds  in  weight.  About  seven  months  af- 
ter the  onset  of  symptoms  he  was  obliged  to  go  to  bed  and 
four  or  five  weeks  later  developed  tingling  and  shooting  pains 
in  the  left  leg.  Some  pain  was  at  this  time  present  also  in  the 
left  arm.  The  muscular  weakness  gradually  increased. 
About  five  weeks  ago  he  coughed  up  blood  and  had  pain  in 
the  left  chest  and  also  night  sweats.  Dizziness  also  persisted, 
and  about  one  week  ago  he  fell  heavily,  striking  his  head. 

On  admission  the  following  condition  was  noted: — The 
general  appearance  is  that  of  a  young  man,  well  developed 
and  fairly  well  nourished.  The  eyes  are  congested  and  pupils 
react  normally.  The  tongue  is  slightly  coated.  The  pulse  is 
full,  regular  and  soft.  The  chest  is  seen  to  He  well  developed, 
smooth  but  seems  to  be  a  little  sunken  beneath  the  clavicles. 
A  papular  eruption  is  seen  in  the  region  of  the  sternum.  In 
the  region  of  the  sixth  rib,  in  the  axillary  line,  is  seen  a  cica- 
trix about  three  inches  in  length.  The  abdomen  shows  noth- 
ing on  inspection.     The  heart  presents  nothing  abnormal. 

^Read  before  the  Philadelphia  Neurological  Society,  Nov.  26, 
1 900. 
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Lungs : — Inspection  shows  slight  impairment  in  respira- 
tory movement  in  the  left  infraclavicular  region.  The  percus- 
sion note  is  a  little  higher  in  pitch  on  the  left  side  and  expira- 
tion is  prolonged  on  the  left  side,  otherwise  the  lungs  present 
nothing  abnormal. 

The  abdomen  is  slightly  tender  in  the  epigastric  and  hypo- 
gastric regions ;  otherwise  it  is  apparently  normal. 

The  patient  has  loss  of  co-ordination  of  both  upper  and 
lower  extremities.  Cannot  maintain  his  equilibrium  with  feet 
together  and  eyes  shut.  Cannot  touch  the  nose  with  the  fin- 
ger tip  when  the  eyes  are  closed. 

lo,  i8,  '98.    Eye  examination  by  Dr.  Oliver: 

Pupils  equal.  Irides  freely  movable  to  light,  accommo- 
dation and  convergence.  Ataxic  movements  are  present, 
marked  in  lateral  excursion.  Tremulousness  of  lids,  more 
marked  upon  closure.  Both  eyeballs  turn  up  and  in  when  or- 
bicularis acts,  especially  the  right.     Eye-grounds  normal. 

10,  30,  '98.  The  patient  has  anesthesia  of  the  legs  below 
the  knees ;  also  tingling,  numbness,  pain  in  the  legs.  Tender- 
ness is  present  over  the  nerve  trunks  of  both  legs  from  the 
hips  down. 

11,  15,  '98.  Patient  cannot 'stand  or  walk.  Has  anesthe- 
sia of  left  hand.  Has  headache  and  constipation.  Injections 
of  bichloride  gr.  i-io  daily  have  caused  cellulitis  of  the  back 
and  have  been  discontinued. 

12,  I,  '98.  Condition  remains  unchanged.  Transferred  to 
the  nervous  wards. 

12,  5,  '98.  The  patient  is  unable  to  bear  his  weight  upon 
his  legs,  owing  to  weakness.  All  movements  of  the  lower 
extremities  are  limited  in  extent  and  are  performed  with 
much  effort  and  slowly.  The  thighs  and  legs  can  be  slowly 
flexed,  the  former  not  quite  to  a  right  angle  with  the  body, 
the  latter  to  a  little  less  than  a  right  angle  with  the  thigh. 
Abduction  and  rotation  are  limited.  The  extremities  can 
with  difficulty  be  raised  from  the  bed;  when  extended,  the 
maximum  amount  is  such  that  the  foot  is  about  ten  or  twelve 
inches  from  the  bed.  The  foot  can  be  flexed  and  extended 
very  slightly  at  tlie  ankle. 

There  is  no  evidence  of  paralysis  of  facial  muscles.  There 
is  no  paralysis  of  the  upper  extremities ;  there  is,  however, 
great  weakness.  The  right  grip  registers  28  on  the  dynamo- 
meter; the  left  17.  There  is  a  "dead"  sensation  in  the  left 
forearm  and  hand. 

The  knee-jerks  are  much  exaggerated,  especially  the  left. 
Muscle  jerks  can  be  readily  elicited  and  are  plus.  No  ankle 
clonus  is  present.    The  plantar  reflexes  are  present  and  exag- 
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grated.  Biceps  and  triceps  jerks  are  marked.  If,  at  a  point 
about  midway  of  the  extensor  surface  of  the  right  forearm,  a 
Hght  blow  be  struck,  clonus  of  the  wrist  and  hand  is  elicited. 
The  muscles  of  both  the  arms  and  legs  are  well  developed ;  in 
fact  unusually  large. 

There  is  no  actual  anesthesia  or  analgesia.  There  is, 
however,  some  hypesthesia  in  the  left  forearm  and  hand. 
No  sensory  disturbances  exist  elsewhere,  except  pin  and  nee- 
dle sensations  in  the  legs  and  feet  and  some  pain  and  tender- 
ness as  follows :  There  is  considerable  tenderness  in  the  low- 
er limbs,  especially  about  the  knees  and  ankles  and  to  a  less 
extent  about  the  hips.  There  is,  however,  special  tenderness 
over  the  left  sciatic  nerve.  There  is  little  or  no  pain  when  the 
legs  are  at  rest,  but  motion  causes  considerable  distress.  Ten- 
derness is  greatest  in  the  left  leg.  There  is  no  pain  or  tender- 
ness in  the  arms. 

The  tongue  protruded  straight,  is  broad, tremulous,  some- 
what coated. 

The  pulse  is  regular,  fairly  strong.  Pulmonary  functions 
apparently  normal.    No  heart  lesions  detected. 

Abdomen  prominent,  slight  tenderness  in  the  epigas- 
trium. 

An  ulcer,  about  one  cm.  in  diameter,  exists  in  the  left 
lumbar  region ;  it  is  deep  and  punched  out  in  appearance, 
caused  by  hypodermic  injection  of  corrosive  sublimate ;  there 
are  several  areas  of  induration,  accompanied  by  tenderness 
in  the  lumbar  area.    These  were  caused  by  injections. 

12,  30,  '98.  The  patient  is  able  to  sit  in  a  wheel-chair 
throughout  the  day.    Muscular  power  little  if  any  improved. 

Re-examined,  9,  30,  '99.  The  patient  states  that  he  has 
sensations  of  constriction  about  the  head  and  backache  in 
lumbar  region. 

There  is  very  slight  intention  tremor  of  hands.  The  dy- 
namometer, with  the  right  hand,  registers  45 ;  with  the  left 
hand,  43.  The  hands  are  livid  and  cold.  Both  feet  are  cold 
and  wet  with  perspiration.  The  toes  and  feet  are  livid  and 
marbled.  The  patient  can  move  both  legs  only  very  slightly 
now,  flexing  them  a  little  at  the  knees.  He  exerts  almost  no 
pressure  in  trying  to  extend  the  legs  after  the  latter  have 
been  passively  flexed.  There  is  marked  diminution  of  sensa- 
tion in  both  legs.  There  is  total  loss  on  the  outer  aspect  of 
the  right  leg  and  on  the  lower  part  of  outer  aspect  of  the 
left  leg.  Areas  of  hypesthesia  are  found  on  the  outer 
aspect  of  both  thighs.  Areas  of  hypesthesia  are  also  found  on 
the  outer  aspects  of  both  arms  and  forearms. 
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The  sphincters  are  perfectly  normal.  The  patient  has  per- 
fect control  over  the  bladder  and  rectum. 

The  knee-jerks  are  now  much  exaggerated,  especially  the 
right.  There  is  a  slight  tendency  to  spasticity  in  both  legs. 
A  feeble  disappearing  ankle  clonus  is  present  on  both  sides. 


Fig.  I.  Showing  muscular  development  of  legs,  elevation  of  the 
upper  borders  of  the  scapulae  with  formation  of  deep  supraclavical 
fossae,  and  also  atrophy  of  both  pectoral  muscles. 

Re-examined  lo,  20,  '00.  The  patient  is  still  apparently 
well  nourished.  The  muscles  of  the  arms  and  legs  are  large 
— indeed,  the  thighs  look  as  though  hypertrophied.  The  pa- 
tient claims,  however,  that  his  limbs  are  smaller  than  they 
were  formerly.  The  color  of  the  hands  and  feet  is  still  dusky 
and  somewhat  marbled.     The  hands  and  feet  are  both  cold. 
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The  hands  are  moist,  especially  the  fingers,  and  the  feet  a^-e 
wet  with  sweat.  The  face  is  somewhat  flushed,  though 
not  as  livid  as  are  the  hands  and  feet.  The  nose  ap- 
pears slightly  flattened  and  perhaps  slightly  deflected  to  riglt. 
There  is,  however,  no  decided  depression  of  nose,  such  as  i^* 


Fig.  II.  Showing  the  flaring  and  elevation  of  both  shoulder- 
blades  due  to  atrophy  of  each  serratus  magnus  muscle. 

commonly  found  in  specific  disease  of  the  bones  and  carti- 
lages. 

He  is  as  before  utterly  unable  to  stand.  The  truncal  mus- 
cles are  also  now  exceedingly  weak ;  he  can  bring  himself 
into  a  sitting  position  only  by  the  help  of  his  hands.  After 
leaning  forward  and  being  asked  to  bring  the  trunk  into  the 
erect  position  without  aid  of  hands,  he  does  so  slowly  and 
with  difficulty.  Asked  to  raise  his  arms,  he  is  unable  to  bring 
left  arm  up  higher  than  the  shoulder;  when  the  right  arm  is 
brought  to  the  level  of  the  shoulder,  the  movement  upward 
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is  interrupted  by  a  sudden  jerk  after  which  the  arm  is  brought 
into  a  vertical  position.  As  the  man  sits  in  bed,  supported  by 
his  arm,  both  scapulae  become  winged.  This  flaring  or  wing- 
ing of  the  scapulae  becomes  especially  noticeable  when  ef- 
fort is  made  to  raise  the  arms.  It  is  greatly  exaggerated  on 
the  left  side.  Here  the  scapula  stands  out  almost  perpendicu- 
larly from  the  trunk.  The  serratus  magnus  is  much  wasted. 
As  the  arms  are  raised,  a  deep  fossa  makes  its  appearance  on 
either  side  above  the  clavicles  in  the  inferior  cervical  trian- 
gles. It  is  much  more  marked  upon  the  right  side  than  upon 
the  left. 

The  other  movements  of  the  arms  are  weak  but  pre- 
served; in  the  right  arm,  flexion  and  extension,  pronation  and 
supination  of  the  forearm  are  well  performed.  The  move- 
ments of  the  wrist  are  normal.  This  is  also  true  of  the  move- 
ments of  the  fingers  and  thumb.  The  dynamometer  registers 
46.  In  the  left  arm,  flexion  and  extension,  pronation  and 
supination  of  the  forearm  are  normal.  This  is  Hkewise  true 
of  the  movements  of  the  wrist  and  fingers.  The  dynamom- 
eter registers  35.  The  tendons  at  the  wrist  now  do  not  give 
any  reaction. 

Patient  fails  to  touch  his  nose,  chin  or  ear  with  tip  of  fin- 
ger of  either  hand,  the  finger  generally  passing  from  one  to 
three  inches  wide  of  the  mark.  The  movement  is  performed 
a  little  better  with  eyes  open  than  closed.  There  is  no  fum- 
bling as  is  often  seen  in  ataxia.  The  fingers  simply  sweep 
wide  of  mark. 

The  muscles  of  the  chest  are  now  noted  as  small.  The 
pectorals  especially  upon  right  side  are  wasted.  The  normal 
axillary  folds  are  absent,  an  angle  being  formed  between  the 
arms  and  the  tissues  next  to  the  trunk.  This  is  more  evident 
on  the  right  side  than  on  the  left.  In  the  position  occupied  by 
the  pectorals,  the  ribs  can  be  felt  with  great  distinctness, 
showing  the  muscles  are  decidedly  atrophied. 

The  abdomen  sags  slightly.  Asked  to  make  the  abdomen 
rigid,  the  patient  simply  balloons  it  by  exerting  the  dia- 
phragm. On  being  asked  when  flat  on  back  to  raise  himself 
to  sitting  position,  no  contraction  can  be  felt  in  recti  or  other 
abdominal  muscles. 

The  small  of  back  does  not  appear  to  be  wasted  but  mus- 
cles are  very  weak.  (The  back  is  covered  by  quite  a  layer  of 
fat  which  may  conceal  slight  muscular  atrophy.) 

Is  now  unable  to  move  the  legs  at  all.  Not  only  the 
thighs,  but  the  calf  muscles  seem  unusually  large.  They  sug- 
gest by  their  appearance  the  enlargement  so  often  seen  in 
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myopathies.  The  muscles  are  everywhere  soft  and  boggy  to 
the  feel. 

The  reflexes  are  still  pronounced.  The  right  knee-jerk  is 
much  exaggerated.  The  left  knee-jerk  is  much  exag- 
gerated. A  slight  disappearing  ankle  clonus  is  elicited 
on  the  right  side,  but  cannot  be  obtained  on  repeti- 
tion of  the  test.  No  ankle  clonus  is  present  on  the  left  side. 
The  plantar  reflexes  are  feeble.  No  Babinski  sign.  Cremas- 
teric reflexes  are  active.  Muscle-jerks  can  no  longer  be  elic- 
ited. Biceps  and  triceps  jerks  are  still  present.  No  von  Bech- 
terew  reflex  can  be  obtained.  The  sensory  changes  are  as 
noted  in  the  former  history.  Pain  is  still  present  in  the  knees 
and  ankles.  The  muscles  everywhere  are  flaccid.  Spasticity 
is  nowhere  present. 

It  is  impossible  to  make  an  accurate  diagnosis  in  the  pres- 
ent case.  The  presence  at  times  of  the  neuritic  pains  in  var- 
ious situations  and  the  occasional  tenderness  over  some  of 
the  nerve  trunks  suggest  an  affection  of  the  peripheral  nerves. 
It  must  be  remembered,  however,  that  these  symptoms  are 
not  and  have  not  at  any  time  been  a  marked  feature  of  the 
case.  The  clinical  picture  also  is  altogether  anomalous 
when  viewed  from  the  standpoint  of  multiple  neuritis.  There 
is  a  complete  paraplegia  of  the  legs,  no  wrist-drop,  no  wast- 
ing of  any  of  the  muscles,  and  greatly  exaggerated  reflexes. 
The  muscles  of  the  arms,  forearms,  thighs  and  legs  are  s'o 
large  as  to  suggest  even  the  thought  that  they  are  hypertro- 
phied.  The  thought  indeed  arises,  have  we  here  a  muscular 
dystrophy,  or  atrophic  change  dependent  upon  a  neutral  de- 
generation? If  so,  the  case  must  again  be  regarded  as  anoma- 
lous ;  it  in  no  way  resembles  primary  neurotic  atrophy. 
The  next  suggestion  that  presents  itself  is  that  we 
have  here  a  disease  of  the  cord  to  deal  with  and 
from  this  it  is  difficult  to  escape.  Indeed,  it  is  not 
improbable  that  we  have  to  deal  with  a  lesion  which  in- 
volves both  the  spinal  cord  and  the  peripheral  nerves.  This 
seems  to  be  the  most  plausible  explanation  of  the 
case.  Just  what  or  where  the  lesion  in  the  cord  may  be  is  a 
matter  of  conjecture.  It  is  dififcult  to  say  what  the  lesions  are 
that  give  rise  to  paralysis,  flaccidity  of  the  muscles,  exagger- 
ated tendon  reactions  and  ataxia ;  wasting  in  truncal  muscles 
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and  no  wasting  in  the  limbs.  Perhaps  there  are  several  le- 
sions, or  at  least  lesions  which  involve  different  columns  of 
the  cord  at  different  levels.  The  idea  of  the  concomitance  of 
lesions  in  the  spinal  cord  and  peripheral  nerves  is  favored  by 
the  findings  in  primary  neurotic  atrophy  where  we  now  know 
that  changes  are  present  in  both  these  situations.  Some  cases 
also  of  primary  neurotic  atrophy,  we  should  remember,  are 
attended  by  increase  of  the  knee-jerks  (see,  case  reported  by 
the  writer,  Journal  of  Nervous  and  Mental  Disease, 
June  of  1900;  case  II.) 


NOTES  OF  A  REMARKABLE  CASE  OF  INSOMNIA  AND  ITS 
TREATMENT. 

By  John  E.  Beebe,  M.D.,  Chicago,  III. 

A  remarkable  case  of  insomnia,  in  which  I  was  compelled 
to  subject  various  hypnotics  to  a  series  of  crucial  tests,  came 
under  my  observation  during  the  past  year. 

Mr.  X.,  white,  married,  American,  aged  thirty-four  years, 
had  been  placed  in  a  sanitarium  with  the  hope  that  he  might 
moderate  the  excessive  use  of  whiskey  and  cigarettes  to  which 
he  was  addicted.  The  hope  was  a  vain  one,  for  after  th'e  us- 
ual feeble  effort  he  made  no  further  attempt  and  passed 
promptly  from  a  state  of  relatively  good  health  into  a  furious 
attack  of  delirium  tremens.  When  I  saw  him  he  had  been 
for  nearly  two  weeks  under  the  care  of  the  sanitarium  staflf, 
watched  continually  by  two  attendants,  who  were  about  worn 
out  by  their  efiforts  to  keep  the  patient  reasonably  quiet,  he 
being  in  the  fighting,  wandering,  bug-picking  stage,  so  dif- 
ficult to  control,  all  efforts  to  induce  sleep  having  failed.  His 
condition  was  fast  becoming  serious,  for  signs  of  exhaustion 
were  beginning  to  be  manifest,  and  the  outlook  was  gloomy, 
especially  in  view  of  the  previous  history,  which  while  it  elim- 
inated any  organic  lesion,  was  a  record  of  the  daily  and  night- 
ly use  of  from  forty  to  eighty  cigarettes  every  twenty-four 
hours  since  his  eighteenth  birthday.  During  the  six  weeks 
he  was  under  my  care  a  steady  pitch-like  flow  of  disagreeable 
odor  oozed  from  his  nicotine-stained  hands.  The  young  man, 
a  son  of  luxury,  had  been  drinking  for  at  least  half  a  dozen 
years,  and  had  gotten  his  digestive  apparatus  into  a  pitiable 
state,  and  his  emunctories  were  equally  impaired.  Calling 
into  consultation  Dr.  H.  T.  Patrick,  of  Chicago,  a  diagnosis 
of  profound  nicotine  poisoning,  complicating  delirium  tre- 
mens, with  a  slow  but  steadily  advancing  "wet  brain,"  and 
with  the  gravest  of  outlooks,  was  reached.  The  treatment 
was  obvious :  elimination,  nutrition,  stimulation  when  need- 
ful, perfect  quiet  and  rest.  All  but  the  last  of  these  factors 
could  be  managed  after  a  fashion  and  with  some  degree  of 
hopefulness,  but  to  bestow  perfect  quiet  and  rest  to  the  roam- 
ing:, gibbering  creature  who  was  never  by  any  lucky  chance 
still  for  five  minutes,  was  a  hard  problem  to  solve.  Morphine 
pushed  to  the  danger  line  per  os  and  hypodermatically,  was 
absolutely  inert,  except  in  its  customary  impairment  of  secre- 
tion, and  so  remained  during  the  entire  illness.  The  bromides 
were  of  like  ineffectiveness,  and  chloral  seemed  only  to  add 
to  the  frenzy  of  the  profoundly  exhausted   man.     Trional, 
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which  was  the  regular  standby  of  the  sanitarium  had  been 
used,  but  it  had  seemingly  failed.  I  say  seemingly,  for  the  at- 
tendants did  report  that  they  had  gotten  a  little  relief  with  its 
help.  In  this  emergency  I  therefore  decided  to  give  it  a  fur- 
ther trial.  The  usual  doses  of  ten  to  thirty  grains  were  con- 
tinued, and  were  reinforced  in  every  possible  way  by  the  aid 
of  hot  fomentations,  hot  packs,  massage,  high  rectal  flush- 
ings ;  in  short,  with  any  and  every  agency  that  in  our  anxiety 
we  could  think  of.  But  all,  as  it  looked  then,  to  no  pur- 
pose ;  one  by  one  the  patient's  functions  were  suspended,  and 
mania  merged  into  a  muttering  condition,  and  thence  into 
coma.  For  many  hours  the  man  lay  hovering  between  life 
and  death,  and  then  began  to  improve  slightly,  but  his  mental 
condition  was  fully  as  bad  as  it  had  been,  and  his  restlessness 
and  delirium  were  even  worse,  if  such  a  thing  could  be.  Re- 
alising that  the  patient's  elimination  was  fairly  good  and  was 
improving,  and  feeling  sure  that  trional  was  without  cumula- 
tive effect,  and  that  unless  I  could  keep  my  patient  quiet  I  would 
lose  him,  I  ordered  several  ounces  of  trional.  Beginning 
somewhat  cautiously,  I  tried  a  varying  series  of  experiments 
as  to  the  dosage.  Five  to  six  grains  every  hour  worked 
well  on  some  days,  on  others  not  so  satisfactorily.  Fifteen 
grains  every  four  hours  up  to  ninety  in  the  full  day  were  used 
when  necessary.  The  climax,  however,  came  when  in  spite 
of  anything  I  could  do,  my  patient  rolled  about  in  the  bed, 
over  its  end,  under  it,  or  across  it  for  thirty-six  hours,  and 
exhaustion  became  apparent.  Calling  to  my  aid  two  strong 
men,  I  had  the  patient  rolled  in  the  hottest  water  packs  his 
skin  could  endure,  and  had  him  firmly  held  in  bed,  and  gave 
him  during  the  following  twenty-four  hours  one  hundred  and 
seventeen  grains  of  trional,  and  he  went  to  sleep  for  about 
twenty  hours,  as  nearly  as  I  can  remember.  I  did  not  again 
have  occasion  during  the  several  trying  weeks  that  followed 
to  administer  such  a  heroic  dose,  but  many  times  ran  up  to 
what  would  under  ordinary  circumstances,  and  with  normal 
secretion  and  elimination  be  tremendous  dosage.  During 
the  most  of  this  time  we  were  giving  hypodermatically  the 
strongest  stimulants  to  keep  a  failing  heart  up  to  its  work. 
The  heart  had  not  been  functionating  well  for  some  time  pre- 
vious to  the  present  illness,  and  at  a  surgical  operation  which 
the  patient  had  submitted  to,  perhaps  a  year  previous  to  the 
time  of  which  I  am  writing,  had  caused  much  anxiety  for  half 
an  hour  to  those  in  charge. 

I  can  safely  say  then  that  I  did  not  discover  a  single  bad 
effect  from  the  very  large  amounts  of  trional  given  during 
any  single  twenty- four  hours,  or  from  the  aggregate  quanti- 
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ty,  in  all  several  ounces,  which  was  administered  up  to  the 
beginning  of  convalescence.  x\fter  a  period  of  more  than 
six  weeks,  during  which  time  the  drug  was  administered  con- 
tinuously, the  patient  made  a  complete  and  perfect  recovery. 
No  hint  of  any  predilection  for  hypnotics  was  shown.  Dur- 
ing about  three  weeks  the  temperature  ranged  from  101° 
to  103°.  About  thirty  pounds  of  weight  were  lost  but  prompt- 
ly regained.  A  slight  neuritis  in  the  left  leg  prevailed  for  a 
few  weeks,  but  vanished  entirely. 

My  final  conclusions  based  upon  the  above  and  a  number 
of  other  cases  are  as  follows :  If  attention  is  paid  to  elimina- 
tion, if  liquid  foods  are  freely  and  regularly  used,  and  if  the 
heart  is  kept  in  the  best  possible  condition,  trional  will  save 
manv  a  tormented  brain  from  untimelv  destruction. 


periscope* 


CLINICAL  NEUROLOGY. 

Subacute  Combined  Degeneration  of  the  Spinal  Cord.     Risien 

Russell,   F.   E.    Batten  and  James   Collier   (Brain,    Vol.   23,    1900, 

p.  39)- 

The  authors  base  this  study  on  nine  patients.  The  name  is  a 
provisional  one  only,  and  they  denote  by  it  a  disease  in  which  tracts 
of  different  function  and  development  are  affected  at  the  same  time. 
They  believe  that  the  affection  has  a  distinct  clinical  entity  and  is 
probably  dependent  on  a  definite  pathological  affection,  Lichtheim's 
cases  of  those  changes  associated  with  anemia  were  the  first  record- 
ed and  the  relation  of  anemia  to  this  type  of  affection,  the  authors 
claim,  is  at  least  threefold,  (i)  In  some,  anemia  is  a  marked  symp- 
tom; (2)  cases  of  anemia  in  which  symptoms  of  nerve  disorder  arise 
and  changes  are  found  in  the  cord  after  death;  and  (3)  cases  of  se- 
vere anemia  without  clinical  manifestations  of  nerve-lesions,  but  in 
which,  nevertheless,  definite  morbid  changes  are  found  in  the  spinal 
cord  after  death.  They  give  the  following  summary:  (i)  A  stage  of 
slight  spastic  paraplegia,  with  slight  ataxia  and  marked  subjective 
sensations  in  the  lower  limbs.  (2)  A  stage  of  severe  spastic  paraple- 
gia, with  marked  anesthesia  of  legs  and  trunk.  (3)  Stage  of  com- 
plete flaccid  paraplegia;  absent  knee-jerks;  absolute  anesthesia;  rapid 
wasting  and  loss  of  faradic  excitability  in  the  muscles  of  the  para- 
plegic region;  increase  of  superficial  reflex  excitability;  absolute  in- 
continence of  both  sphincters  and  edema  of  the  lower  extremities  and 
trunk.  They  do  not  include  anemia  as  a  typical  symptom,  because 
it  was  absent  throughout  in  some  of  the  most  typical  cases;  when 
anemia  occurred,  the  changes  in  the  blood  were  not  those  of  perni- 
cious anemia.  The  disease  appears  in  the  4th  and  5th  decades  of  life, 
and  the  patients  were  without  exception  strong  and  healthy  before  the 
symptoms  showed  themselves.  Syphilis  was  present  in  four,  alcohol- 
ic excess  in  three,  and  prolonged  sup*puration  in  three  other  cases. 
The  onset  in  most  was  slow  and  insidious,  but  in  the  most  acute  cases 
rapid,  ushered  in  by  headache,  vomiting,  pyrexia,  and  malaise.  The 
clinical  picture  of  the  first  stage  is  that  of  slight  paraplegia.  The 
first  symptoms  were  subjective  sensations  of  numbness,  stiffness, 
and  sometimes  tingling  in  the  lower  extremities,  followed  either 
quickly  or  after  some  months  by  stiffness  and  clumsiness  of  the  legs, 
and  some  dragging  of  the  feet  in  walking.  Objectively  there  in  in- 
crease of  deep  reflexes  in  the  legs,  extensor  response  in  the  plantar 
reflex,  and  slight  loss  of  sense  of  position  in  the  legs.  Similar  symp- 
toms and  signs  appear  in  the  upper  extremities,  generally  at  a  later 
date,  and  first  noticed  in  writing.  The  cranial  nerves  and  sphincters 
remain  unaffected. 

The  second  stage  is  ushered  in  abruptly  by  loss  of  power  to 
stand  or  walk,  and  anesthesia  in  the  legs  and  lower  part  of  the 
trunk.  In  five  cases  this  change  occurred  in  a  single  night.  The 
most  characteristic  sign  of  this  stage  is  the  rapid  development  of  an- 
esthesia, including  loss  of  the  sense  of  position,  to  which,  and  not 
to  loss  of  motor  power,  the  inability  to  stand  or  walk  was  due. 
Though  motor  power  steadily  declined,  it  was  never  completely  lost 
until  the  final  stage.     The  muscles   were   rigid,    did  not   waste,   and 
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gave  normal  electrical  reactions.  Tabetic  athetosis  was  usually  pres- 
ent in  the  hands.  At  first  the  anesthesia  of  the  skin  was  peripheral 
in  distribution,  affecting  first  the  hands  and  feet,  but  as  it  spread 
upwards  it  became  segmental.  Severe  constant  dragging  pain  below 
the  costal  margin  on  one  side  was  present  in  every  case,  a  girdle  pain 
was  common,  and  lightning  pains  frequent.  The  mental  faculties 
were  unaffected;  the  sphincters  escaped,  or  were  only  slightly  affect- 
ed. The  cranial  nerves  (3rd  and  7th)  were  involved  in  some  cases. 
The  superficial  and  deep  reflexes  were  increased,  and  jaw-  and  foot- 
clonus  obtained.  The  lower  lumbar  and  first  sacral  areas  were  al- 
ways affected  before  the  lower  sacral  and  upper  lumbar,  and  the  low- 
er cervical  segments  before  the  upper  thoracic.  There  were  no  tro- 
phic changes.  Irregular  elevations  of  temperature  occurred  from 
time  to  time,  irrespective  of  the  presence  of  anemia.  The  length  of 
this  stage  was  less  than  one-sixth  of  whole  illness,  three  weeks  to  six 
months,  average  five  weeks. 

The  third  stage  comes  on  rapidly,  accompanied,  by  a  change  in 
the  general  condition,  shown  by  pyrexia,  lasting  several  days,  ma- 
laise, anorexia,  drowsiness,  and  general  asthenia,  and  the  following 
succession  of  symptoms  in  the  lower  extremities:  Absolute  flaccid 
motor  paralysis;  absolute  anesthesia;  complete  incontinence  of  the 
sphincters;  loss  of  the  deep  reflexes;  rapid  wasting  of  the  muscles, 
with  loss  of  faradic  excitability;  and  edema  of  the  legs  and  trunk. 
In  the  lower  limbs  and  trunk  wasting  was  general,  but  in  the  upper 
limbs  it  appeared  later,  and  affected  in  order  the  intrinsic  muscles 
of  the  hands,  ulnar  flexors,  radical  flexors,  extensor  of  wrist  and  of 
elbow,  supinators,  and  5th  cervical  group.  The  anesthesia  became 
absolute  and  spread  upwards,  reaching  as  high  as  the  ist  dorsal  seg- 
ment before  death,  in  two  cases  to  the  6th  cervical  segment.  Pain 
disappeared  with  exception  of  the  heavy  pain  beneath  the  costal 
margin.  Signs  of  mental  disturbance  and  deterioration  appeared, 
with,  in  three  cases,  convulsions  in  the  form  of  fine  clonic  spasms  af- 
fecting the  limbs.  Severe  bed-sores  developed.  The  condition  of 
the  cranial  nerves  was  unaltered.  The  duration  of  this  stage  was 
about  six  weeks,  three  weeks  being  the  shortest  period,  and  death 
was  due  either  to  sudden  syncope  or  respiratory  failure.  The  condi- 
tion in  this  part  of  the  illness  was  one  "of  mental  and  physical  paral- 
ysis, profound  anemia,  general  emaciation,  and  sepsis."  The  chief 
pathological  changes  were  found  in  the  spinal  cord,  and  consisted  of 
two  distinct  processes:  (i)  a  focal  destructive  lesion  and  (2)  a  sys- 
tem lesion.  In  (i),  in  the  affected  areas  swelling  followed  by  fatty 
degeneration  and  absorption  of  the  medullated  nerve-sheaths,  took 
place,  the  axis-cylinders  being  at  first  unaltered,  then  disappearing,  a 
space  being  thus  formed,  simply  surrounded  by  the  connective  tissue 
of  the  cord.  In  (2),  the  system  degeneration,  the  long  tracts  exhib- 
ited a  degeneration  similar  to  that  found  after  transverse  lesions  of 
the  cord.  The  stress  of  the  disease  falls  upon  the  mid-dorsal  region 
of  the  cord,  where  there  is  very  marked  destruction  of  the  white  mat- 
ter all  around  the  periphery,  involving  both  the  endogenous  and  ex- 
ogenous fibers:  the  posterior  columns  may  here  be  almost  completely 
sclerosed.  On  tracing  the  process  up  the  cord  the  degenerated  areas 
tended  to  be  limited  to  the  posterior  columns  and  crossed  pyramidal 
tracts,  and  extended  to  the  upper  portion  of  the  medulla.  Tracing 
it  downwards,  the  diffuse  degeneration  is  usually  limited  in  the  lum- 
bar region  to  the  crossed  pyramidal  tracts,  with  some  patches  in  the 
posterior  columns.  In  the  sacral  region  degeneration  is  almost  en- 
tirely limited  to  the  pyramidal  tracts.     The  authors  strongly  incline 
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to  the  view  that  a  toxic  agent  is  responsible  for  the  changes  in  the 
spinal  cord,  and  for  the  anemia  which  sometimes  accompanies  them, 
this  toxin  producing  a  parenchymatous  degeneration  by  its  action  on 
the  nerve  elements  of  the  cord.  It  should  have  been  said  that  in  the 
first  stage  of  the  disease  severe  intercostal  pain  was  followed  by  her- 
pes in  two  cases,  and  by  hemorrhage  corresponding  to  the  distribu- 
tion of  a  nerve-root  in  a  third.  Jelliffe. 

Myasthenia  Gravis.     H.  Campbell  and  E.   Bramwell   (Brain,  Vol. 

23,  1900,  p.  277). 

The  authors  point  out  that  although  about  sixty  cases  have  been 
described,  it  has  attracted  but  little  attention  in  England.  The  chief 
features  are  weakness,  sometimes  complete  paralysis  of  the  voluntary 
muscles;  the  loss  of  pov/er  after  voluntary  action,  to  be  regained  af- 
ter rest,  except  in  severe  cases,  is  characteristic,  and  the  "myasthenic 
reaction"  (rapid  exhaustion  under  faradic  stimulation).  Muscles 
which  are  in  constant  action  are  most  apt  to  be  affected.  Because 
of  the  frequency  of  implication  of  the  muscles  innervated  from  the 
bulb,  the  disease  has  also  been  called  "asthenic  bulbar  paralysis." 
Sensation  is  unaltered.  Both  sexes  are  about  equally  affected,  but 
the  disease  comes  on  at  an  earlier  age  in  women  (average  24  years), 
than  in  men  (average  35  years).  Not  unfrequently  it  has  followed 
upon  some  acute  affection,  such  as  scarlet  fever,  influenza,  typhoid 
fever,  otitis  media;  occupation,  syphilis,  alcohol,  neuropathic  inherit- 
ance seem  to  play  no  special  part  in  its  causation.  The  mode  of  on- 
set is  usually  gradual,  and  the  muscles  first  affected  are  thos  inner- 
vated by  the  nuclei  of  the  medulla,  thus  diplopia,  ptosis,  indistinct 
speech,  weakness  of  lips,  difficulty  in  mastication  and  in  swallowing, 
and  inability  to  hold  the  head  upright,  have  occurred  as  the  initial 
symptom,  but  in  other  cases  the  limbs  have  been  affected  earliest.  In 
addition  to  the  bulbar  symptoms  complete  external  ophthalmoplegia, 
irregular  nystagmoid  movements,  readily  induced  fatigue  of  the  ocu- 
lar muscles,  weakness  of  those  about  the  mouth,  difficulty  of  swal- 
lowing, weakness  of  the  palate  and  of  the  tongue,  feelings  of  fatigue, 
of  aching  and  stiffness  of  the  tongue,  are  common  symptoms."  The 
face  is  expressionless,  immobile,  with  drooping  upper  eyelids,  and  the 
authors  compare  the  facial  expression  to  that  of  the  Landouzy-De- 
jerine  form  of  myopathy.  Speech  is  characteristic.  The  patient  speaks 
naturally  when  he  begins,  but  soon  speech  becomes  nasal;  words  be- 
come more  and  more  indistinct;  the  voice  becomes  weaker  and  weak- 
er, and  finally  he  has  to  stop  for  want  of  breath.  The  muscles  of  the 
trunk  and  limbs  are  involved;  from  weakness  of  the  neck-muscles 
there  may  be  difficulty  in  supporting  the  head;  from  weakness  of  the 
back  and  abdominal  muscles  the  patient  may  be  unable  to  sit  up  long, 
or  to  raise  himself  into  the  sitting  posture  without  using  the  hands. 
Great  difficulty  in  turning  in  bed  is  present  in  some  cases.  Dyspnea 
on  slight  exertion  is  present  when  the  the  respiratory  muscles  are 
affected.  Attacks  of  breathlessness  occur  and  are  dangerous  to  life. 
If  the  attack  comes  when  walking,  the  patient  falls  to  the  ground,  is 
cyanosed  and  breathless.  Striimpell,  who  first  described  these  at- 
tacks, believes  that  they  are  due  to  sinking  back  of  the  tongue.  In  the 
limbs  the  muscles  nearest  the  trunk  are  most  affected — in  the  legs 
usually  the  ilio-psoas  and  quadriceps  extensor;  in  two  cases,  how- 
ever, weakness  first  appeared  in  the  fingers.  When  the  legs  are  very 
weak  the  gait  is  waddling,  but  in  slight  cases  it  may  be  natural,  the 
patient  merely  having  to  rest  for  a  minute  or  two  from  time  to 
time.    Sudden  giving  way  of  the  legs  is  often  present.    When  the  pa- 
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tient  writes,  the  writing  is  at  first  good  and  rapid,  but  it  soon  be- 
comes slower  and  the  letters  badly  formed,  until  the  attempt  has  to 
be  relinquished. 

The  muscles  react  in  a  peculiar  way  to  the  faradic  current — they 
contract  briskly  at  first  to  a  tetanising  current,  but  if  the  electrodes 
are  kept  in  contact,  very  shortly  the  muscle  ceases  to  respond;  if  the 
electrodes  are  applied  again  after  a  few  minutes'  rest  the  muscle 
again  contracts,  and  again  the  contraction  passes  off.  This  is  the 
myasthenic  reaction.  It  is  not  present  in  all  cases,  it  occurs  only 
occasionally;  it  is  met  with  in  different  muscles  at  different  times 
in  the  same  case,  and  in  the  same  muscle  there  is  great  variability 
in  the  ease  with  which  it  can  be  produced.  Muscular  atrophy  has 
been  met  with,  but  is  exceptional.  Fibrillary  contraction  was  present 
in  the  tongue  in  two  cases.  The  muscular  sense,  co-ordination,  su- 
perficial reflexes  are  normal;  sensory  symptoms  are  absent,  except 
for  a  sense  of  fatigue  or  stiffness  in  the  affected  muscles.  The  knee- 
jerks  are  generally  more  active  than  normal.  Great  variations  occur 
in  the  intensity  of  the  symptoms  from  time  to  time,  and  are  charac- 
teristic of  the  disease.  The  most  striking  feature  is  the  speedy  pro- 
duction of  muscular  exhaustion.  Emotional  excitement,  exposure 
to  cold,  the  catamenial  periods  in  women,  increase  the  symptoms. 
In  the  majority  of  cases  no  visible  lesion  has  been  discovered  after 
death.  The  pathology  of  the  disease  is  obscure,  but  the  authors  sug- 
gest that  it  is  due  to  the  circulation  in  the  blood  of  a  toxin,  probably 
of  mirrobic  origin,  which  acts  selectively  upon  the  lower  motor  neu- 
ron, so  as  to  modify  its  functional  activity. 

As  to  prognosis,  23  out  of  60  recorded  cases  died,  the  average  du- 
ration of  illness  in  the  fatal  cases  being  a  year  and  a  half;  but  some 
cases  improve  in  a  remarkable  way,  and  have  been  known  to  remain 
free  from  symptoms  for  months,  or  even  years,  and  it  is  probable 
that  complete  recovery  sometimes  occurs.  Involvement  of  the  res- 
piratory muscles  is  a  very  grave  symptom. 

No  specific  treatment  is  known:  an  abundant  and  nutritious  diet, 
and  avoidance  of  cold  and  fatigue  are  important  points;  iron  and  ar- 
senic are  of  use  as  tonics;  strychnine  has  been  tried,  but  it  is  un- 
availing. Jelliffe. 

Acute  Anterior  Poliomyelitis.     E.  D.  Bondurant  (Medical  News, 

Vol.  77,  Aug.  18,  1900,  p.  245). 

The  author  here  presents  a  study  of  this  affection  as  it  occurs  in 
Alabama,  having  sent  out  letters  of  inquiry  to  practitioners  through- 
out the  State.  He  had  already  reported  an  epidemic  which  occurred 
in  1896,  and  which  affected  15  patients,  some  of  whom  were  adults. 
Negroes  were  attacked  equally  with  whites,  and  there  were  no  con- 
temporary cases  of  cerebro-spinal  meningitis.  In  response  to  the 
circular  letter,  four  practitioners  reported  some  15  or  more  cases. 
These  examples,  together  with  the  epidemic  already  mentioned,  and 
a  few  perse nal  cases  of  the  author,  apparently  constitute  the  bulk 
of  the  material  recorded  throughout  the  State.  The  symptoms  and 
diagnosis,  as  based  upon  these  cases,  are  in  part  as  follows:  Some 
cases  begin  v/ithout  prodromes,  while  others  have  a  short  period  of 
malaise,  an  initial  chill,  etc.  The  disease  proper  is  characterized  by 
a  sudden,  sharp  rise  of  temperature,  gastrointestinal  disturbance, 
restlessness  and  in  some  cases  convulsions.  After  a  few  days  of  this 
syndrome,  the  child  is  seen  to  have  lost  the  use  of  its  lower  extrem- 
ities. The  bladder  and  bowel  retain  their  functions.  Some  of  the 
cases  were,  however,  atypical.    There  were  absolutely  no  symptoms 
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of  general  intoxication.  In  other  instances,  there  were  brain-compli- 
cations, such  as  mental  confusion,  coma  and  general  convulsions, 
which  complex  of  symptoms^  closely  simulated  cerebrospinal  menin- 
gitis until  the  appearance  of  the  paralysis  excluded  the  latter  afifec- 
tion.  Some  adults  who  appeared  to  suffer  from  acute  anterior  polio- 
myelitis made  complete  recoveries;  this  termination  discredited  the 
diagnosis,  which  should  doubtless  have  been  malarial  neuritis,  a  di- 
seases known  to  end  in  recovery,  and  one,  moreover,  which  seldom 
attacks  children.  One  child  recovered,  but  suffered  a  relapse  eigh- 
teen months  later,  which  was  followed  by  permanent  paralysis. 

Jelliffe. 

Infantile  Paralysis.  M.  Little  (British  Med.  Jour.,  Sept.  i,  1900). 
Basing  his  statements  on  a  large  number  of  statistics  the  author 
say  that  girls  are  slightly  more  liable  to  the  affection  than  boys  (60: 
55),  while  the  paralysis  is  more  severe  in  boys.  The  left  side  is  more 
often  affected  thafn  the  right  (as  78:68).  With  the  exception  of  two 
cases,  said  to  be  congenital,  the  age  of  incidence  was  six  weeks  to 
eleven  years.  Nearly  one-third  of  the  cases  occurred  in  the  second 
year,  and  in  78  cases  before  the  end  of  the  third  year.  In  41  cases 
there  was  gradual,  ill-defined  onset; in  43  paralysis  came  on  suddenly; 
in  19  of  these  cases  the  child  was  healthy  when  put  to  bed,  and  was 
found  paralyzed  in  the  morning.  Teething  v/as  very  rarely  suggested 
as  a  cause  by  the  parents,  convulsions  occurred  in  4  cases,  pain  in 
I  case,  and  fever  in  2  only.  Injury  seems  surprisingly  negative.  In- 
fluenza, vaccination,  diphtheria,  and  sitting  on  damp  grass  were  giv- 
en as  the  cause  each  in  one  case.  In  treating  the  cases,  subcutaneous 
section  of  contracted  tendons  and  fascise,  correcting  splints,  exercise 
massage,  and  manipulations  with  subsequent  retentive  apparatus, 
were  generally  used.  In  only  12  feet  was  an  open  operation  consid- 
ered necessary,  tenoplasty  was  performed  8  times,  and  arthrodesis 
5  times.  Jelliffe. 

MUSCULO-SPIRAL     PARALYSIS     FROM     FRACTURED     HUMERUS.        W.     W. 

Keen  (Medical  Chronicle,  Aug.  1900). 

The  author  reports  on  six  cases  as  follows: 

Case  I. — A  child,  aged  six  years,  with  T-shaped  fracture  into  the 
elbow-joint  with  considerable  deformity.  At  the  operation,  seven 
months  afterwards,  a  fragment  of  the  humerous  was  found  draw- 
ing upon  the  nerve  like  a  hook. 

Case  II.  was  an  ununited  fracture  of  the  humerus  with  injury 
to  the  nerve  and  considerable  laceration  of  the  forearm.  The  oper- 
ation was  thirteen  months  after  accident  and  improvement  was  par- 
tial. 

Case  III.  was  five  months  after  the  accident  and  recovery  was 
rapid  and  complete.  In  order  to  be  able  to  approximate  the  ends  of 
the  nerve  in  this  case  over  an  inch  of  the  humerus  was  resected. 

Case  IV.  was  one  in  which  the  nerve  was  sutured  thirteen  years 
after  the  accident.  There  was  a  considerable  gap  between  the  ends 
of  the  nerve  which  was  accordingly  bridged  over  by  strands  of  cat- 
gut, but  no  improvement  resulted. 

Case  V.  ended  in  slight  improvement,  the  operation  having  been 
performed  nearly  two  years  after  the  injury. 

Case  VI.  was  one  in  which  the  musculo-spiral  nerve  had  been 
divided  by  a  knife-blade,  and  the  operative  result  was  good.  In  this 
and  in  the  previous  case  the  operation  consisted  of  the  removal  of  a 
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bulbous  portion  of  the  nerve  at  the  site  of  injury,  the  continuity  of 
the  nerve   not  having  been  completely  destroyed.  Jelliffe. 

Recurrent  Luxation  of  the  Ulnar  Nerve.     F.  J.  Cotton  (Boston 

Med.  and  Surg.  Journ.,  Aug.  2,   1900). 

The  author  reports  three  cases  of  this  injury.  The  first  case, 
the  result  of  a  fall,  left  a  swollen  elbow  and  a  tender  cord  in  front 
of  the  inner  condyle  when  the  elbow  was  flexed,  to  be  reduced  again 
on  extension  of  the  elbow.  By  pad  and  splints  the  nerve  was  kept 
in  position  and  in  four  months  the  patient  was  well,  except  for  oc- 
casional darting  pains.  The  second  case,  in  a  girl,  had  a  similar 
course  and  presented  like  symptoms.  There  was  pain  in  the  middle 
and  ring  fingers,  not  in  the  little  finger.  By  massage  and  splints 
much  improvement  was  effected,  but  luxation  still  occurred  after  the 
conservative  treatment.  In  the  third  case,  that  of  a  boy,  the  luxation 
was  only  partial,  but  there  were  local  pain  and  tenderness.  Cotton 
divides  luxation  of  the  ulnar  nerve  into  two  classes  (a)  the  habitual 
and  (b)  the  traumatic.  In  the  former  class  there  is  no  known  cause, 
and  symptoms  may  or  may  not  exist.  In  the  latter  case  symptoms 
are  the  rule.  The  injury  need  not  be  direct  habitual  over-use  of  the 
elbow  sufficing  to  cause  luxation.  The  luxations  are  usually  only 
temporary,  produced  by  flexing  the  elbow.  Permanent  luxations  are 
rare.  The  symptoms  are  tenderness,  pain  and  numbness  in  the  cu- 
taneous distribution  of  the  nerve,  and  some  atrophy  of  the  muscles 
supplied  by  it.  Obviously  there  must  be  much  tearing  of  the  fibrous 
bridge  over  the  nerve,  and  perhaps  of  part  of  the  flexor  corpi  ulnaris 
muscle.  With  adequate  rest  and  support  the  traumatic  cases  got  well, 
conservative  treatment  giving  good  results.  In  other  cases  opera- 
tion may  be  required  after  trying  palliative  measures.  This  con- 
sists in  trimming  the  fibrous  covering  of  the  nerve  and  stitching  the 
edge  of  the  triceps  to  the  internal  condyle  over  the  nerve.  In  oth- 
er cases  a  slip  of  fascia  has  been  dissected  up  from  the  flexor  group 
of  muscles  and  stitched  over  the  nerve  to  the  triceps  muscle. 

Jelliffe. 

Forms  of  Tremor  and  their  Clinical  Characters.     E.  William- 
son (Medical  Chronicle,  October,  1900). 

The  author  gives  an  extended  series  of  observations  on  different 
types  of  tremors.     The  most  important  things  to  note  are: 

(i)  The  parts  affected;  (2)  whether  the  tremor  persists  when  the 
limb  is  supported,  and  at  rest;  (3)  whether  the  tremor  is  caused,  in- 
creased, diminished,  or  arrested  by  voluntary  movements;  (4)  the 
condition  during  the  performance  of  certain  delicate  movements, 
such  as  bringing  a  glass  of  water  to  the  mouth;  (5)  the  rate  and 
regularity  of  the  movements:  (6)  the  influence  of  mental  emotions, 
of  attention,  and  of  the  will;  (7)  whether  the  tremor  affects  the 
head;  and  (8)  the  presence  of  other  nervous  symptoms,  the  history  of 
the  case,  indications  or  history  of  alcoholism,  plumbism,  or  other 
forms  of  poisoning.  In  paralysis  agitans  the  tremor  is  usually  at  first 
unilateral  and  afterwards  bilateral,  and  in  course  of  time  the  char- 
acteristic symptoms  appear.  The  tremor  is  rhythmical,  and  the 
movements  occur  at  the  rate  of  five  to  seven  per  second.  The  move- 
ments are  most  marked  in  the  fingers,  thumb  and  wrist,  and  the  small 
muscles  of  the  hand,  and  the  flexors  and  extensors  of  the  fingers 
and  wrist  are  those  which  are  most  affected.  In  many  cases  the 
movements  are  chiefly  between  the  fingers   and  thumb.     In   other 
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cases  the  movements  at  the  wrist,  rapid  flexion  and  extension,  with 
a  little  supination  and  pronation,  are  most  pronounced.  The  shoul- 
der and  upper  arm  muscles  and  the  head  and  face  are  usually  not 
affected.  The  tremor  continues  when  the  arm  is  supported,  but  i*s 
most  marked  during  repose.  During  voluntary  movements,  which 
require  attention,  the  tremor  ceases  or  diminishes  tor  a  few  seconds 
and  then  recommences.  This  cessation  or  diminution  of  tremor 
is  of  great  use  in  diagnosis,  since  in  disseminated  sclerosis  and  many 
other  forms  of  tremor  the  tremor  is  increased  on  voluntary  move- 
ment. The  tremor  of  paralysis  agitans  may  be  checked  by  the  will 
for  a  few  seconds,  or  by  the  patient  holding  on  to  the  arm  of  a 
chair.  It  ceases  while  the  patient  reads  an  interesting  book,  during 
sleep,  and  is  diminished  when  the  patient  is  in  open  air.  Mental  ex- 
citement, worry,  anxiety,  sorrow,  or  joy,  will  increase  the  tremor, 
while  freedom  from  worry  and  a  quiet  life  will  diminish  it. 

In  disseminated  sclerosis  the  tremor  occurs  only  on  voluntary 
movement.  In  mild  cases  it  is  only  observed  at  the  end  of  a  volun- 
tary movement;  in  severe  cases  it  commences  directly  the  action  is 
begun,  and  increases  as  the  movement  continues.  It  occurs  most  fre- 
quently and  is  most  marked  in  the  arms,  but  the  muscles  of  the 
head  and  neck  and  of  the  legs  may  be  affected.  This  tremor  pre- 
vents a  woman  from  threading  her  needle.  The  handwriting  is  af- 
fected early  in  the  disease,  and  in  severe  forms  the  pen  is  jerked  so 
violently  on  the  paper  that  only  a  few  dashes  are  'produced,  and  the 
pen  runs  a  risk  of  being  broken.  In  mild  forms  the  patient .  can 
write,  but  the  writing  is  jerky  and  the  letters  are  irregular,  this  irreg- 
ularity being  seen  best  at  the  end  of  a  word  or  sentence. 

Mercurial  tremor  is  rarely  noticed.  It  occurs  in  workmen  who 
suffer  from  chronic  mercurial  poisoning  in  various  trades  in  which 
mercury  is  employed.  It  begins  in  the  face  and  tongue,  affecting 
next  the  arms,  and  afterwards  the  legs.  At  first  the  tremor  only  oc- 
curs during  excitement,  and  resembles  disseminated  sclerosis  by  oc- 
curring only  during  voluntary  movement.  Slight  tremor  can,  how- 
ever, be  noticed  when  the  limb  is  at  rest.  The  tremor  is  greatly  in- 
creased by  movement,  and  at  a  late  period  of  the  disease  it  becomes 
constant,  as  in  paralysis  agitans.  Merculiar  tremor  is  not  associated 
with  nystagmus  and  other  symptoms  of  disseminated  sclerosis,  nor 
with  the  peculiarities  of  gait  and  attitude  met  with  in  paralysis  agi- 
tans. 

Alcoholic  tremor  is  common,  and  is  noticed  both  in  acute  and 
chronic  alcoholism.  It  occurs  not  only  in  the  hands,  but  in  the  lips, 
face  and  tongue,  and  sometimes  in  the  legs.  The  tremor  is  best 
seen  on  voluntary  movement.  In  mild  forms  it  may  cease  when  the 
limb  is  at  rest,  but  in  severe  forms  it  continues,  though  it  is  much 
less  than  when  voluntary  movement  takes  place.  The  whole  hand 
moves  together  with  the  forearm  in  the  tremor;  the  movement  is 
not  localized  to  the  fingers,  nor  to  flexion  and  extension  of  the  wrist, 
as  in  paralysis  agitans.  After  the  patient  has  performed  some  vol- 
untary movement  and  the  arm  rests  on  some  object,  the  tremor  di- 
minishes. 

Tremor  in  lead-poisoning  is  rare.  It  is  fine  in  nature,  and  resem- 
bles that  of  paralysis  agitans,  but  it  is  increased  by  movement.  Oth- 
er signs  of  lead-poisoning  allow  a  diagnosis  to  be  made. 

In  hysterical  tremor  almost  all  forms  of  tremor  can  be  simulat- 
ed. A  fine  tremor  has  been  described  which  is  especially  seen  in  vol- 
untary movements,  and  a  coarse  form  in  which  there  are  rhythmical 
movements  of  the  hand  or  head  when  there  is  no  voluntary  effort. 
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Tremor  in  hysteria  is  not  constant,  and  presents  variations  in  intensi- 
ty from  time  to  time.  When  the  tremor  occurs  only  on  voluntary 
movement,  the  absence  of  nystagmus  or  optic  atrophy  will  show  that 
it  is  hysterical  in  character. 

Senile  Tremor. — In  old  age,  tremor  which  bears  some  resem- 
blance to  that  of  paralysis  agitans  is  often  observed,  but  the  attitude 
of  the  body,  rigidity  of  the  limbs,  and  position  of  the  limbs  which 
characterize  this  latter  disease  are  absent.  In  the  early  stage  senile 
tremor  is  noted  only  on  movement,  and  ceases  at  rest.  In  advanced 
cases  tremor  occurs  when  the  limbs  are  at  rest,  but  is  increased  by 
movement.  Both  arms  are  affected,  and  the  tremor  commences  at 
about  the  same  time  in  each.  Senile  tremor  is  fine,  and  there  is  no 
great  incoordination  of  voluntary  movements.  On  examining  the 
hand,  it  will  be  seen  that  it  moves  together  with  the  forearm,  and 
there  is  no  pill-rolling  movement  nor  flexion  and  extension  of  the 
wrist,  which  occur  together  or  alone  in  paralysis  agitans. 

Asthenic  tremor  is  sometimes  noticed  in  the  general  weakness 
which  follows  many  acute  diseases.  It  is  a  fine  tremor,  and  is  in- 
creased by  voluntary  movement.  If  the  hand  is  firmly  supported  the 
tremor  ceases,  but  if  insufficiently  supported,  so  that  some  muscular 
effort  effort  is  necessary  to  maintain  the  posture,  the  tremor  does  not 
entirely  cease.  When  the  hands  are  held  out  in  front,  or  when  an 
object  is  taken  hold  of,  the  tremor  is  marked.  The  hand  and  forearm 
move  together  in  the  tremor,  and  there  is  no  flexion  and  extension  of 
the  wrist  as  in  paralysis  agitans.  Nystagmus,  scanning  speech,  and 
the  other  symptoms  of  disseminated  paralysis,  and  the  attitude  and 
other  symptoms  of  paralysis  agitans,  are  entirely  absent.  The  au- 
thor says  he  has  seen  this  tremor  associated  with  phthisis. 

Tremor  in  Graves'  disease  is  frequently  present.  The  movements 
are  usually  fine,  constant,  and  rapid.  The  tremor  is  most  marked 
in  the  hands  and  arms,  but  in  severe  cases  other  parts  of  the  body 
are  affected.  It  is  best  seen  when  the  hands  are  stretched  out  in 
front  of  the  body.  It  is  not  dependent  on  voluntary  movements.  It 
is  present  in  repose  if  the  muscles  are  not  thrown  out  of  action.  Ex- 
citement or  nervousness  increases  it.  and  it  is  greatly  increased  if  a 
delicate  movement  is  attempted,  such  as  writing.  The  tremor  affects 
the  hands  as  a  whole,  and  the  hand  and  forearm  move  together  in 
the  tremor. 

Tremor  in  general  paralysis  of  the  insane  is  a  frequent  symptom, 
and  affects  chiefly  the  lips  and  tongue.  In  order  to  see  it  the  pa- 
tient should  be  made  to  speak,  show  his  teeth,  and  protrude  the 
tongue.  The  tremor  of  the  arms  is  inconstant  and  the  movements 
unequal.  It  occurs  especially  in  voluntary  movements,  but  contin- 
ues also  during  repose.  Words  are  incomplete,  syllables  are  omitted 
and  letters  are  not  attached  to  one  another. 

Tremor  associated  with  gross  lesions  of  the  brain  occurs  occa- 
sionally in  hemiplegia,  in  which  a  fine  tremor  develops,  observed  only 
in  the  arm,  and  seen  mostly  during  movement.  In  tumors  of  the 
crus  and  pons,  a  coarse,  jerky  incoordination,  resembling  that  which 
is  seen  in  disseminated  sclerosis,  is  noticed.  In  lesions  of  the  cor- 
pora quadrigemina  tremor  is  present  in  the  arms  on  voluntary 
movement,  like  disseminated  sclerosis. 

Hereditary  tremor  may  affect  various  voluntary  muscles,  and  oc- 
casionally all  the  muscles,  but  is  most  frequently  observed  in  the 
legs,  the  trunk,  neck,  lower  jaw,  and  tongue.  In  some  cases  it  is  an 
irregular,  coarse  intention  tremor;  in  others  it  is  a  fine,  rhythmical. 
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oscillating  tremor,  which  can  be  checked  by  making  a  voluntary 
movement. 

Simple  or  essential  tremor  includes  a  group  of  cases  for  which 
no  cause  can  be  discovered.  Tremor  is  the  only  symptom;  it  per- 
sists for  years,  and  there  is  no  other  complaint.  The  tremor  may  be 
fine  or  coarse;  it  is  increased  by  movement  and  mental  emotion;  dur- 
ing repose  usually  it  ceases,  but  occasionally  it  continues.  The  hands 
are  chiefly  affected. 

Tremor  in  myokymia  is  so  rare  that  it  need  be  only  slightly  de- 
scribed. It  is  a  condition  in  which  there  is  persistent  and  diffused 
quivering  of  the  muscles.  Jelliffe. 


Ueber  Kopfmaasse  der  Idioten  (Cranial  Measurements  of  Idiots). 

Kellner  (Allg.  Zeitschrift  fiir  Psychiatrie,  1901,  Iviii,  i,  s.  61). 

The  author  measured  the  heads  of  220  idiots,  122  males  and  98 
females,  in  the  following  dimensions:  (i)  Riegers  horizontal  (the 
circumference  on  a  line  passing  through  the  superciliary  ridges  and 
occipital  protuberance).  (2)  The  upper  horizontal  (circumference 
on  a  line  parallel  to  Riegers  but  2  cm.  higher).  (3)  Greatest  height 
above  Riegers  line..  (4)  Length  of  the  arc  across  the  vertex  from  the 
root  of  the  nose  to  the  lower  border  of  the  occipital  protuberance, 
and  this  subdivided  into  (a)  the  frontal  arc,  from  the  root  of  the 
nose  to  anterior  end  of  the  sagittal  suture;  (b)  the  parietal  arc, 
from  the  anterior  end  to  the  posterior  end  of  the  sagittal  suture; 
and  (c)  the  occipital  arc,  from  the  posterior  end  of  the  sagittal  su- 
ture to  the  external  occipital  protuberance.  (5)  The  arc  measured 
over  the  vertex  between  the  fossae  lying  just  anterior  to  the  external 
auditory  canals  and  over  the  roots  of  the  zygomata,  zygomatic  arc. 
(6)  The  greatest  length  of  the  skull.  (7)  the  greatest  breadth  of 
the  skull. 

In  healthy  persons  the  following  figures  are  said  to  represent 
the  physiological  variations  in  measurements:  (i)  Riegers  horizontal, 
52.5  to  57.5  cm.  (2)  Superior  horizontal  (not  given).  (3)  Height 
above  Riegers  line,  10.8  cm.  (average).  (4)  Arc  across  the  vertex, 
3]  to  36.3  cm.  (a)  frontal  arc,  11,8  to  15.6;  (b)  parietal  arc,  10.9  to 
15.2;  (c)  occipital  arc,  not  given.  (5)  Zygomatic  arc,  30.8  to  35.8  cm. 
(6)  Greatest  length,  17.5  to  20  cm.  (7)  Greatest  breadth,  14.5  to 
16.5  cm. 

Among  the  idiots  measured  a  deviation  .beyond  these  limits  was 
found  in  a  proportion  varying  from  13%  of  alterations  of  the  great- 
est width  of  the  skull  to  41%  of  variations  of  the  height  of  the  skull 
above  Riegers  line,  in  the  great  majority  of  cases  this  last  measure- 
ment being  shorter  than  normal.  Leaving  out  the  cases  of  hy- 
drocephaly and  of  excessive  microcephaly  there  seemed  to  be  a  de- 
cided tendency  to  diminished  height  of  the  skull,  and  flattening  of  the 
frontal  arc,  accompanied  in  some  cases  by  shortenings  of  the  zygo- 
matic arc  and  in  a  less  number  by  shortening  of  the  parietal  arc, 
these  factors  all  working  to  diminish  the  capacity  of  the  cranial  cav- 
ity. Individuals  presenting  reduced  height  of  the  skull  and  shortened 
parietal  arc,  seemed  to  have  a  special  tendency  to  epilepsy.  The  au- 
thor arranges  his  cases  which  presented  most  marked  variations 
in  tables,  and  discusses  them  somewhat  at  length,  which  discussion 
cannot  be  followed  further  here.  Allen. 
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Diseases  of  the  Nervous  System.  A  Text-Book  for  Students  and 
Practitioners  of  Medicine.  By  H.  Oppenheim,  M.D.,  Professor 
at  the  University  of  Berlin.  Authorized  Translation  by  Edward 
E.  Mayer,  A.M.,  M.D.,  Pittsburg,  Pa.  First  American  from  the 
Second  Revised  and  Enlarged  German  Edition.  With  two  hun- 
dred and  ninety-three  illustrations.  Philadelphia  and  London. 
J.  B.  Lippincott  Company,  1900. 

While  this  work  has  been  available  for  several  years  to  those 
who  read  German,  Dr.  Mayer  has  done  a  service  to  those  of  the 
profession  who  do  not  include  a  knowledge  of  German  among  their 
accomplishments,  in  presenting  such  a  good  translation.  The  book 
is  a  standard  on  diseases  of  the  nervous  system,  such  as  one  would 
expect  from  the  pen  of  such  a  man  as  Prof.  Oppenheim.  It  is  very 
clearly  and  concisely  written,  and  yet  is  complete  and  comprehensive. 
Special  stress  has  been  laid  upon  the  symptomatology  and  treat- 
ment. The  work  is  based  upon  the  personal  knowledge  and  exper- 
ience of  the  author,  although  he  makes  use  of  the  writings  of  other 
eminent  investigators  and  teachers. 

The  volume  is  divided  into  a  general  part,  treating  of  methods 
of  examination  and  general  symptomatology,  and  a  special  part,  con- 
sisting of  all  except  90  pages  of  the  book,  in  which  the  diseases  of 
the  nervous  system  are  considered.  The  special  part  is  subdivided 
into  six  sections  as  follows:  diseases  of  the  spinal  cord,  diseases  of 
the  peripheral  nerves,  diseases  of  the  brain,  the  neuroses,  diseases  of 
the  sympathetic  nervous  system,  and  toxic  conditions  with  predom- 
inating nervous  symptoms.  The  book  is  profusely  and  well  illus- 
trated by  two  hundred  and  ninety-three  cuts  and  photographs,  most 
of  which  are  new.  This  volume  will  prove  useful  and  interesting  to 
general  practitioners  as    well  as   to   neurologists.  Bonar. 

The  Care  of  the  Child  in  Health.     By  Nathan  Oppenheim,  A.B. 
(Harv.),  M.D.  (Coll.  P.  &  S.,  N.  Y.),  Attending  Physician  to  the 
Children's   Department  of   Mt.   Sinai    Hospital   Dispensary,   Au- 
thor  of   "The    Development   of  the   Child,"    and   "The    Medical 
Diseases  of  Childhood."     New  York.    The  MacMillan  Company, 
London;  MacMillan  and  Co.,  Ltd.,  1900.     All  rights  reserved. 
This  little  book  of  300  pages  is  written  in  a  very   entertaining 
style  so  that  when  once  begun  it  is  difficult  to  lay  it  aside.     The  au- 
thor  has   studied  the   child  and   his   needs,   and  gives   a   great   deal 
of  wholesome  and  important  advice  on  every  subject  pertaining  to 
the  child  in  health.    He  devotes  one  chapter  to  the  pregnant  woman 
and  speaks  of  many  things   which  a  woman  pregnant  for  the   first 
time,  and  many  others  also,  should  know.     He  considers  the  cloth- 
ing which  a  pregnant  woman  should   wear,   and   also   the   question 
of  maternal  impressions.    The  baby's  outfit  and  its  preparation,  and 
the  best  kind  of  a  room  for  the  nursery  with  a  description  of  its  fur- 
nishings and  necessities  receive  detailed  attention.    With  the  excep- 
tion of  a  chapter  on  defective  children  and  one  on  the  common  di- 
seases of  children,  the  rest  of  the  book  is  given  up  to  the  feeding, 
bathing,  sleep,  exercise,  clothing,  habits  and  education  of  the  child, 
and  the  relation  of  parents  to  children. 

Oppenheim  begins  when  the  child  is  born  and  discusses  all  its 
wants  and  the  way  to  anticipate  and  provide  for  them  as  he  grows 
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up.  The  writer  gives  reasons  for  everything  and  goes  into  minute 
details  such  as  are  usually  obtained  by  a  young  mother  only  from 
her  mother  or  woman  friends,  and  which  are  then  more  than  likely 
not  the  best. 

The  book  is  one  which  every  young  woman  about  to  become  a 
mother,  and  especially  young  parents,  should  read.  It  will  answer 
many  an  unconscious  query  in  the  mind  of  a  mother,  as  well  as  give 
that  information  which  she  knows  she  needs  and  is  anxious  to  obtain 
without  showing  her  ignorance  to  her  friends.  The  book  is  well 
gotten  up,  and  is  one  which  many  a  physician  will  be  glad  to  rec- 
ommend to  his  patients.  Bonar. 
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of  papers  to  be  read  at  the  meeting  of  the  American  Neurological  ; 
Association  to  be  held  in  Boston,  June  19,  20  and  21. 

(Continued.) 

29.  A  Medico-legal  Case.  \ 

By  Dr.  James  Hendrie  Lloyd,  of  Philadelphia. 

30.  (a)  A  Case  of  Poliencephalomyelitis.  ■ 

(b)  The  Central  Nervous  System  in  a  Case  of  Cancer  of  the 
Breast. 

(c)  Poliomyelitis  of  the  Adult. 

By  Dr.  Edward  Wyllis  Taylor,  of  Boston.  j 

31.  A  Case  of  Organic  Hemianesthesia  of  Over  Seven  Years'  Du-  J 

ration,  with  Autopsy.  « 

By  Dr.  F.  X.  Dercum,  and  I 
Dr.  Wm.  G.  Spiller,  of  Philadelphia. 

32.  A  Clinical  Classification  of  Insanity.  ' 

By  Dr.  F.   X.  Dercum,  of  Philadelphia.  ': 

23.  Intra-Cerebral  Osteoplaque  with  Report  of  a  Case  and  Exhibi-  j 
tion  of  Specimen. 

By  Dr.   Samuel  Ayres,  of  Pittsburg. 

34.  Toxic  Dosage  in  the  Treatment  of  Many  Nervous  Disorders.  '■ 

By  Dr.  Wm.  C.  Krauss,  of  Buffalo. 

35.  A  Case  of  Peripheral  Pseudo-Tabes  with  Exaggerated  Reflexes,  ; 

with  Autopsv  and  Microscopical   Examination.  ^ 

By  Dr.  Chas.  K.  Mills,  of  Philadelphia.  \ 

36.  Presentation  of   Cases    of  Muscular  Dystrophy  and   a   Case   of  i 

Congenital    Bilateral   Facial    Paralysis.  <■ 

By  Dr.  Phillip  Coomes  Knapp,  of  Boston.  \ 

37.  The  Pathology  of  Huntingdon's  Chorea.  j 

By  Dr.  J.  McCarthy,  of  Philadelphia;  and  '. 

Dr.  Sidney  I.  Schawb,  of  St.  Louis.  1 

38.  Spinal  Cord  Compression.     Clinical  and  Anatomical  Theories.  \ 

By  Dr.  Joseph  Fraenkel,  and  j 

Dr.  Jospeh  Collins,  of  New  York.  i 

39.  The  Prognosis  of  Traumatic  Hysteria;  based  upon  the  after  his-  ] 

tories  of  a  number  of  litigated  cases.  ; 

By  Dr.  Pearce  Bailey,  of  New  York.  j 


The  Illinois  Epileptic  Home,  Chicago,  has  received  a  gift  of 
$500  from  Thodore  Oehne. 

The  State  Legislature  of  Indiana  has  rejected  the  bill  to  es- 
tablish a  state  epileptic  colony. 

Miss  Cora  Damrow  has  been  appointed  matron  of  the   State 
Hospital  for  the  Insane  at  Lincoln,  Neb. 
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The  State  Hospital  for  the  Insane  at  Yankton,  South  Dakota, 
has  asked  for  $45,000  to  complete  its  buildings. 

The  French  Minister  of  War  has  ordered  lectures  to  be  given 
at  army  posts  on  the  dangers  of  drunkenness. 

The  Indiana  Legislature  has  been  asked  for  $80,000  for  a  state 
hospital  for  the  insane  to  be  located  at  Salem. 

Dr.  Frederick  Peterson  has  been  appointed  Clinical  Lecturer 
in  Psychiatry  in  the  College  of  Physicians  and  Surgeons,  Columbia 
University. 

Dr.  John  Foster,  of  Georgetown,  Texas,  has  been  appointed 
third  assistant  physician  at  the  State  Lunatic  Asylum,  at  Austin. 

The  College  of  Physicians  and  Surgeons,  Baltimore,  has  ap- 
pointed Drs.  W.  B.  T.  Smith  and  J.  A.  Campbell  assistant  physicians 
at  Bayview  Asylum. 

Drs.  C.  H.  Lewis  and  E.  D.  Weems  have  been  appointed  as- 
sistant resident  physicians  at  Bayview  Asylum,  from  the  University 
of  Maryland. 

Dr.  James  Third,  professor  of  medicine  at  Queen's  University, 
Canada,  had  an  attack  of  apoplexy  recently  and  is  not  expected  to 
recover. 

Dr.  W.  E.  Young,  recently  in  charge  of  the  Randall's  Island 
hospitals,  has  been  appointed  superintendent  of  the  insane  pavilion  at 
Bellevue  Hospital. 

Improvements  at  the  Mount  Hope  Hospital  Asylum,  Nova  Sco- 
tia, during  the  past  year,  have  caused  an  increase  of  $3,900  in  the  ex- 
penditures on  public  charities. 

Dr.  Frederick  Peterson  has  been  appointed  president  of  the 
State  Lunacy  Commission,  by  Gov.  Odell.  He  takes  the  place  of 
Dr.  Wise  recently  removed  by  Gov.  Roosevelt. 

The  Bibliography  of  American  Neurology  and  Psychiatry 
on  page  xx  in  this  Journal,  is  the  only  index  published  of  the 
literature  on  these  subjects  by  American  writers.  Eminent  neurolo- 
gists and  alienists  are  saving  it  and  find  it  useful. 

Dr.  Hancker,  superintendent  of  the  Delaware  State  Hospital 
for  the  Insane,  reports  that  the  institution  contained  329  inmates  at 
the  beginning  of  the  year. 

The  sum  of  $180,000  is  asked  for  repairs  and  new  buildings  for  the 
State  School  for  the  Feeble-Minded  at  Faribault,  Minn. 

The  new  building  for  male  patients  at  the  State  Home  for  the 
Feeble-Minded  and  Epileptics,  at  Lapeer,  Mich.,  has  been  completed. 

The  Beverly  Farm  Home  and  School  for  Feeble-Minded  in  II- 
nois  has  recently  been  enlarged  by  the  addition  of  eleven  rooms,  also 
a  large  school  room. 

Dr.  W.  C.  Laidlaw,  who  has  been  connected  with  the  Ontario, 
Canada,  Asylum  service  for  five  years,  has  gone  to  Europe  to  take 
special  courses  in  the  hospitals  there. 

During  the  past  year,  323  patients  were  admitted  to  the  State 
Hospital  for  the  Insane  at  Morris  Plains,  N.  J.  There  were  236 
discharged.    The  hospital  contains  1,389  patients. 
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Dr.  George  F.  Edenharter.  superintendent  of  the  Central  Hos- 
pital for  the  Insane,  Indianapolis,  Ind.,  has  been  re-elected  by  the 
trustees  of  the  hospital  for  a  third  term  of  four  years. 

Dr.  Florence  H.  Watson,  formerly  of  the  hospital  at  Norris- 
town,  Pa.,  has  been  elected  assistant  superintendent  of  the  State  Hos- 
pital for  the  Insane  at  Farnhurst,  Pa.,  vice  Dr.  John  H.  Hammond, 
resigned. 

Dr.  T.  J.  W.  Burgess,  superintendent  of  the  Protestant  Hos- 
pital for  the  Insane,  Quebec,  is  going  to  recuperate  his  health  in  Eu- 
rope during  the  three  months'  leave  of  absence  which  has  just  been 
granted  him. 

The  forty-seventh  annual  report  of  the  Taunton,  Mass.,  In- 
sane Hospital,  just  issued,  shows  that  1,249  patients  were  treated 
during  the  past  year.  There  were  389  admissions  and  382  patients 
were  discharged,  105  as  cured. 

The  Illinois  Western  Hospital  for  the  Insane,  at  Watertown, 
has  asked  the  legislature  for  $12,500  for  a  society  hall,  $5,500  for  a 
male  dormitory  $2,500  for  a  laundry  building-,  $2,500  for  a  refrigerat- 
ing plant,  and  $6,000  for  a  parole  ward. 

The  Secretary  of  the  State  Board  of  Charities,  of  Pennsylvan- 
ia, gives  the  following  as  the  weekly  cost  of  maintaining  each  pa- 
patient  in  the  various  hospitals  for  the  insane  in  that  state:  Harris- 
burg,  $3.75;  Danville,  $3-73',  Norristown,  $3.29;  Warren,  $3.50;  Dix- 
mont,  $3.85;  Wernersville,  $2.06. 

The  Superintendent  of  the  schools  of  Baltimore  has  called  the 
attention  of  the  school  board  to  the  necessity  of  making  provision 
for  the  instruction  of  epileptics  who  are  barred  from  the  school.  He 
suggests  that  a  school  room  be  set  part  for  such  children. 

Dr.  Irving  C.  Rosse/  of  Washington,  D.  C,  died  recently  of 
hydatid  obstruction.  He  was  a  specialist  in  mental  diseases,  author  of 
several  medical  books,  and  was  a  witness  in  the  Guiteau  and  other 
famous  trials. 

The  National  Council  of  Women  is  asking  the  state  depart- 
ment of  the  Ontario,  Canada,  government,  to  appoint  a  woman  phy- 
sician to  the  post  of  assistant  medical  superintendent,  when  a  staff 
is  selected  for  the  new  Coburg  asylum  for  female  patients. 

The  Homeopaths  of  Pennsylvania  are  making  a  strong  plea  for 
an  insane  asylum  to  be  under  the  control  of  members  of  their  school 
as  there  is  not  an  asylum  in  Pennsylvania  where  a  homeopathic  doc- 
tor is  admitted  to  practice.  They  ask  for  $200,000  with  which  to  erect 
a  building. 

Dr.  F.  W.  Robertson,  formerly  in  charge  of  the  insane  pavil- 
ion at  Bellevue  Hospital,  and  for  the  last  few  months  resident  phy- 
sician and  acting  superintendent  of  the  Elmira  Reformatory,  has 
been  appointed  permanent  general  superintendent  of  that  institu- 
tion. 

The  Senate  Committee  on  public  health  has  reported  a  substi- 
tute for  the  bill  of  Senator  McCabe  to  regulate  the  practice  and 
teaching  of  hypnotism,  mesmerism,  suggestive  therapeutics,  and  oth- 
er kindred  sciences.  The  substitute  relates  only  to  hypnotism  and 
mesmerism,  and  provides  that  any  person  who  practices  such  and  is 
not  a  duly  licensed  physician  or  graduate   from   some   educational 
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institution  for  the  teaching  of  such  sciences  duly  licensed  by  the  re- 
gents of  the  state,  shall  be  deemed  guilty  of  a  misdemeanor. 

The  incorporation  of  the  Inebriates'  Home  of  New  York  City 
is  the  object  of  a  bill  recently  introduced.  This  Home  is  to  have 
the  power  to  receive  and  retain  inebriates,  under  rules  provided  by 
the  State  Board  of  Charities,  for  periods  varying  from  six  months  to 
a  year.  The  city  is  to  provide  for  the  maintenance  of  the  home,  and 
those  who  are  unable  to  pay  will  be  treated  free.  Drs.  William  T. 
Jenkins,  A.  Campbell  White,  and  I.  N.  Love  are  said  to  be  among 
the  trustees. 

The  location  of  the  State  Colony  for  Epileptics,  in  Illi- 
nois, has  not  been  yet  decided  upon.  Three  members  of  the  Board 
of  Charities  favor  the  location  at  Elsah,  Jersey  County,  while  two 
members  prefer  Grand  de  Tour  in  Ogle  County.  The  latter  place 
is  considered  by  physicians  and  specialists  to  be  more  healthful  and 
better  adapted  for  such  a  colony,  and  to  be  more  advantageously  sit- 
uated in  the  state.  It  is  only  one  hundred  miles  from  Chicago, 
while  Elsah  is  270  miles  from  Chicago,  and  230  miles  from  the  cen- 
ter of  the  population  of  the  state. 

The  medical  faculty  of  the  University  of  Pennsylvania  and  oth- 
ers have  appeared  before  Councils,  of  Philadelphia,  for  the  purpose 
of  urging  the  speedy  removal  of  the  almshouse  and  insane  depart- 
ments of  the  Philadelphia  Hospital  (Blockley)  to  a  more  suitable  lo- 
cation. As  it  is  now  arranged,  the  insane  department  and  the  alms- 
house militates  against  the  institution  as  a  source  of  great  benefit 
to  the  thousands  of  medical  students  who  annually  come  to  Philadel- 
phia. It  is  now  believed  that  both  these  departments  will  be  re- 
moved to  a  place  near  the  house  of  correction,  at  Holmesburg  Junc- 
tion. The  sum  of  $200,000  has  been  made  available  for  the  erection 
of  these  new  buildings  through  the  action  of  Councils. 

The  Ataxia  Club  is  the  name  suggested,  by  a  writer  to  the 
N.  Y.  Herald,  for  a  club  which  he  proposes  to  found,  whose  mem- 
bers shall  all  be  sufferers  from  locomotor  ataxia.  The  writer  has 
had  the  disease  for  eighteen  years  and  has  had  twenty-four  doctors 
treat  him,  but  it  was  only  during  the  last  six  years  that  his  condition 
has  been  recognized  as  locomotor  ataxia.  His  idea  is  to  form  the 
club  of  those  only  who  are  afflicted  with  locomotor  ataxia,  secure  a 
physician  to  give  his  whole  attention  to  the  members  of  the  club, 
and  procure  a  cottage  by  the  sea  where  those  members  who  wished 
might  live  and  have  all  their  comforts  looked  after.  The  writer  also 
thinks  that  by  thus  combining  the  sufferers  might  discover  some  spe- 
cific for  the  disease. 

The  State  Charities  Aid  Association,  in  its  report  to  the 
State  Commission  in  Lunacy,  calls  attention  to  the  rapidity  with 
which  insanity  is  increasing  in  this  state  and  urges  in  strong  terms 
the  need  of  taking  some  steps  to  check  its  spread.  The  report  states 
that  mental  disease  is  increasing  faster  in  proportion  than  the  popu- 
lation and  that  in  the  various  hospitals  for  the  insane  there  are  now 
2,000  more  patients  than  can  be  properly  accommodated.  It  is  es- 
timated that,  in  addition  to  the  buildings  now  being  erected,  pro- 
vision must  be  made  for  2,100  additional  patients,  the  average  rate  of 
increase  being  700  per  year.  In  this  report  the  abolition  of  the  pa- 
vilion for  the  insane  at  Bellevue  Hospital  is  advocated  on  the  ground 
that  the  early  treatment  and  classification  of  insane  patients  there 
is  unscientific  and  antiquated.  There  are  now  22,000  dependent  in- 
sane persons  in  this  state.  In  order  to  insure  the  proper 
treatment  and  classification  of  the  insane  the  Association  proposes 
the  establishment  of  a  reception  hospital  in  this  city,  and  to  place 
this  hospital  in  charge  of  the  Manhattan  State  Hospital,  thus  elim- 
inating the  Bellevue  insane  pavilion. 
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PRESIDENT'S  ADDRESS.^ 
By  G.  L.  Walton,  M.D. 
Gentlemen : 

In  opening  the  twenty-seventh  session  of  the  Association, 
I  wish  first  to  express  my  deep  sense  of  the  honor  conferred 
in  election  to  this  office.  I  shall  not  detain  you  by  a  lengthy 
address,  for  many  scientific  communications  claim  your  at- 
tention. I  have  the  pleasant  duty  to  extend  a  hearty 
welcome  on  behalf  of  my  colleagues  in  this  city.  We  have 
not  forgotten  the  pleasure  derived  from  your  sojourn  among 
us  six  years  ago;  far  less  have  we  forgotten  the  visits,  both 
pleasant  and  profitable,  we  have  made  to  other  cities  here 
represented,  and  we  sincerely  hope  that  this  meeting  may 
draw  still  closer  the  bonds  which  have  gradually  united  us, 
so  that  we  now  meet,  not  simply  as  associates,  but  as  friends. 

We  have  lost  by  death  three  members  since  our  last  meet- 
ing. Dr.  Gray,  Dr.  Rosse  and  Dr.  Worcester. 

Dr.  Gray  was  one  of  our  early  members,  and  to  his  zeal 
and  devotion  is  largely  due  our  rapid  increase  of  membership 
and  elevation  of  standard.    We  not  only  miss  to-day  the  stim- 

^Read  before  the  American  Neurological  Association,  June, 
1901. 
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ulus  of  his  scientific  enthusiasm,  but  we  miss  also  the  genial 
personality  which  endeared  him  to  us  as  individuals. 

Dr.  Rosse  reflected  credit  on  the  Association  by  his  con- 
tributions to  medical  literature,  and  rendered  special  ser- 
vice, as  did  Dr.  Gray,  in  representing  us  at  the  triennial 
meetings  of  the  Congress  of  American  Physicians  and  Sur- 
geons. 

Dr.  Worcester,  a  more  recent  member  of  the  Association, 
was  a  conscientious  student  and  tireless  worker  in  his  chosen 
field. 

The  progress  of  neurological  science  has  been  continuous 
during  the  past  year.  If  we  can  point  to  no  lofty  pinnacle  of 
special  achievement  it  is  because  industrious  endeavor  and 
untiring  research  have  raised  the  whole  level  of  the  science 
to  which  our  work  is  dedicated. 

A  few  vv^ords  may  be  in  place  regarding  the  present  status 
of  the  neurologist  as  a  consultant  and  as  a  special  practition- 
er of  medicine.  Others  have  dwelt  upon  the  rapid  advance 
in  recent  years  in  the  anatomy,  physiology,  and  pathology  of 
the  nervous  system,  and  the  high  standard  in  these  studies 
now  required  even  of  the  general  medical  student.  But  this 
is  not  the  only  direction  in  w^hich  a  change  has  come  about  in 
our  department.  The  function  of  the  neurologist  as  a  con- 
sultant has  been  gradually  extended  during  the  same  period. 
In  earlier  times  his  waiting  room  served  chiefly  as  a  recepta- 
cle for  the  nervous  invalid,  the  mentally  incapacitated,  and 
the  sufferer  from  incurable  disease  of  the  central  nervous 
system.  His  income  was  eked  out  by  general  practice,  and, 
in  his  early  days,  by  giving  electricity  and  applying  the  cau- 
tery. At  present  he  is  summoned  quite  as  often  by  the  sur- 
geon as  by  the  physician,  to  advise,  for  example,  in  case  of 
fractured  spine  or  skull,  and  in  the  constantly  increasing  op- 
erations on  the  nervous  system,  both  central  and  peripheral. 
His  aid  is  sought  not  only  in  cases  recognized  as  falling  into 
his  peculiar  province,  but  by  general  practitioner,  sur- 
geon, and  specialist  alike  he  is  called  to  assist  in  the  solution 
of  problems  of  varied  nature,  particularly  in  the  analysis  of 
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disturbances  of  motion,  sensation  and  nutrition  often  involv- 
ing other  than  purely  nervous  structures. 

The  alienist  knows  that  Bright's  disease  may  produce  de- 
lirium without  fever;  the  surgeon  knows  that  the  signs  of 
pelvic  pressure  may  be  mistaken  for  those  of  peripheral  dis- 
ease; the  orthopedist  knows  that  pain  in  the  knee  or  hip 
may  result  from  flat-foot,  and  that  the  symptoms  of  osteo-ar- 
thritis  are  often  erroneously  attributed  to  hysteria  or  even  to 
cord  affection;  the  rhinologist  knows  that  adenoids  may 
cause  night-terrors, that  cerebro-spinal  fluid  may  escape  from 
the  nostril,  and  that  brow  ague  even  though  periodic  may  be 
due  to  disease  of  the  frontal  sinus  as  well  as  to  malaria.  It 
remains  for  the  neurologist  to  have  these  and  innumerable  al- 
lied facts  so  far  assimilated  that  he  is  ready  to  turn  them  to 
practical  use  in  diagnosis  by  tracing  to  its  cause  and  direct- 
ing to  its  appropriate  department  the  malady  which  has  come 
under  the  observation  of  one  not  skilled  in  the  branch  of  med- 
icine peculiarly  concerned.  In  other  words,  the  clearing  house 
function,  constantly  increasing  .in  all  professional  work,  has 
become  the  special  province  of  our  department. 

To  perform  these  duties  it  is  necessary  not  only  to  acquire 
and  keep  up  the  familiarity  with  general  medicine  to  which 
my  predecessors  have  alluded,  and  upon  which  too  much 
stress  cannot  be  laid,  but  the  neurologist  must  also  keep  in 
touch  with  the  progress  made  in  other  specialities  than  his 
own.  It  should  be  impressed,  therefore,  upon  the  student 
proposing  to  devote  himself  to  this  branch  of  medicine,  that 
the  other  specialities  are  not  to  be  neglected  in  his  training. 

With  the  constantly  extending  demands  upon  his  intellec- 
tual activity,  and  with  the  rapid  advance  of  neurology  and 
the  collateral  sciences,  no  one  individual  can  hope  to  cover 
thoroughly  every  field  of  even  this  one  specialty.  Indeed 
with  its  broadening  scope  we  may  be  forced  eventually  to  re- 
cognize the  neuro-pathologist,  the  clinical  investigator  and 
consultant,  and  the  practising  neurologist,  though  never,  it  is 
to  be  hoped,  with  restrictions  well  defined.  While  such  ten- 
dencies may  be  the  inevitable  result  of  existing  conditions, 
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and  while  the  accurate  observations  resulting  from  concen- 
trated study  may  further  the  cause  of  science,  and  indirectly 
benefit  the  community,  it  behooves  the  practitioner  who  will 
enter  this  field  to  bear  constantly  in  mind  the  importance  of 
keeping  his  interests  general  though  the  paths  of  his  effective 
labor  may  narrow. 

Even  general  practice  tends  toward  subdivision.  The  gen- 
eral consultant  is  now  summoned  not  merely  to  share  the  re- 
sponsibility, and  to  add  by  weight  of  years  and  experience  to 
the  value  of  the  opinion,  but  on  account  of  his  proficiency  in 
some  department  within  the  domain  of  general  medicine. 

There  need  be  little  fear,  however,  that  the  family  physi- 
cian will  be  crowded  from  the  field.  While  expert  opinions 
are  more  and  more  in  request,  the  very  withdrawal  of  those 
with  special  aptitude  and  peculiar  training  leaves  a  demand 
to  be  met  by  those  whose  habit  of  mind,  whose  broad  inter- 
est in  humanity,  whose  adaptibility  to  circumstances,  and 
disregard  of  personal  comfort,  fit  them  to  undertake  the  la- 
bors and  accept  the  responsibilities  of  general  practice. 

The  session  is  now  open  for  scientific  communications. 


A  CASE  OF  SIMPLE  SEROUS  CYST  OF  THE  CEREBEL- 
LUM, WITH  AUTOPSY/ 
By  George  W.  Jacoby,  M.D. 

The  case  which  I  herewith  present  for  your  consideration 
is  considered  worthy  of  being  reported  because  it  was  well 
observed  during  life,  and  yet  did  not  admit  of  a  positive  clin- 
ical diagnosis ;  because  it  was  completed  by  an  autopsy  which 
revealed  a  localization  so  precise  as  to  savor  almost  of  a  phy- 
siologic experiment ;  and  because  the  completed  case  has  its 
value  in  connection  with  the  question  of  cerebellar  localiza- 
tion and  the  origin  of  cerebellar  cysts. 

The  patient,  a  married  woman,  31  years  of  age,  mother  of 
one  child,  came  under  my  observation  in  November,  1897. 
The  family  history  presented  nothing  noteworthy,  and  the 
patient  herself  had  been  healthy  and  uncomplaining  as  a 
child,  and  apparently  well  until  3  months  previous  to  my  see- 
ing her.  She  was  married  at  the  age  of  24,  and  was  for  a  time 
thereafter  restless  and  nervous,  being  unable  to  sit  still  for 
any  length  of  time,  picking  her  fingers,  and  biting  her  nails. 
This  nervousness  was  not  of  long  duration  and  two  years  lat- 
er when  she  was  visited,  at  her  home  in  the  West,  by  rela- 
tives, they  found  her  to  be  the  same  as  they  had  always 
known  her,  quiet,  cheerful,  and  healthy.  One  trait  of  her  pre- 
vious life  which  was  related  to  me  merits  special  mention  in 
view  of  subsequent  occurrences ;  this  was  that  she  was  never 
able  to  ride  in  a  railway  car  without  becoming  nauseated  and 
very  soon  being  attacked  by  retching  and  vomiting.  Aside 
from  such  railway  journeys  she  never  vomited. 

In  the  summer  of  1895  every  one  thought  she  was  irrita- 
ble, not  markedly  so,  but  still  more  than  usual ;  she  was  also 
nervous  and  fussy,  allowing  every-day  trifles  to  annoy  and 
worry  her.  This  irritability  persisted  and  gradually  became 
more  and  more  pronounced  until  the  summer  of  1897,  when 
it  culminated  in  repeated  outbreaks  of  anger,  and  in  loss  of 
self-control  which  was  so  great  as  to  excite  comment.  At 
this  time  also  she  began  to  complain  of  feeling  tired,  and  of 
vague  pains  in  the  lower  part  of  the  back.  She  began  to  lose 
in  weight,  and  her  body  weight  fell  from  120  to  115  lbs.  No 
other  symptoms  were  present  nor  did  she  consider  herself  ac- 

*Read  at  the  meeting  of  the  American  Neurological  Asso- 
ciation, June,  T901. 
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tually  ill.  About  November  i,  1897,  the  first  symptoms  man- 
ifested themselves,  which  led  her  to  seek  medical  advice ;  she 
then  began  to  complain  of  dizziness ;  at  first  especially  in  the 
morning,  shortly  after  rising,  she  experienced  sensations  of 
dizziness,  feeling  as  though  the  room  were  turning  around, 
then  repeatedly,  usually  at  the  breakfast  table,  she  would 
support  her  head  in  her  hand  saying  that  she  was  dizzy,  that 
everything  was  swimming.  After  holding  her  head  she  would 
feel  better;  there  was  at  that  time  no  difificulty  in  walking, 
and  no  further  loss  in  weight.  For  a  week  she  kept  up,  be- 
ing treated  at  the  offtce  of  a  physician,  and  during  this  time 
she  was  repeatedly  examined  without  the  discovery  of  any 
objective  symptoms.  The  attacks  of  dizziness  increased  in 
frequency  and  intensity,  and  she  was  obliged  to  take  to  her 
bed. 

During  the  following  two  or  three  weeks  nausea  and 
vomiting  set  in  and  were  of  more  or  less  frequent  occurrence, 
always  following  movements  of  the  head  and  never  taking 
place  when  she  was  at  perfect  rest.  She  complained  of  gener- 
al weakness  and  appeared  to  be  emaciating.  She  also  showed 
certain  psychic  changes,  becoming  petulant,  irritable  and  wil- 
ful, cried  a  great  deal  and  appeared  to  be  purely  hysterical. 
About  the  middle  of  November  she  complained,  for  the  first 
time,  of  headache,  pain  which  she  characterized  as  splitting 
and  which  was  not  specially  localized.  At  this  time  she  was 
examined  carefully  by  her  attending  physician  and  by  an 
ophthalmologist,  again  with  negative  result.  It  is  necessary 
to  emphasise  the  fact  that  her  eyes  were  carefully  and  re- 
peatedly examined,  and  fundus,  muscles  and  visual  field  were 
always  found  normal. 

Her  gait  was  not  then  tested,  but  a  relative  who  is  a  phy- 
sician stated  with  certainty  that  there  was  no  disorder  of  gait 
prior  to  her  going  to  bed  about  the  commencement  of  No- 
vember. 

When  I  examined  the  patient  on  November  27  I  was  un- 
able to  elicit  a  single  objective  symptom  beyond  that  of  gen- 
eral emaciation.  The  result  of  that  examination  and  another 
one  made  a  few  days  later  was  as  follows :  weight  95  lbs ; 
temperature  normal ;  pulse  76  to  84  per  minute ;  thoracic  and 
abdominal  organs  normal ;  amount  of  urine  passed  in  24 
hours  56  oz. ;  urine  contains  neither  albumin  nor  sugar. 
Eyes:  visual  field,  muscles,  fundus,  normal;  pupils  equal  and 
react  promptly  to  light  and  accommodation ;  no  nystagmus ; 
smell,  taste  and  hearing  normal ;  no  facial  involvement ;  no 
hypoglossal  involvement ;  a  general  weakness  of  the  entire 
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body  in  accord  with  her  general  emaciation,  was  present, 
but  no  special  weakness  of  any  extremity  or  muscular  group 
was  discoverable,  and  the  lower  extremities  showed  abso- 
lutely no  motor  insufficiency.  There  was  no  ataxia  and  all 
her  muscles  were  under  complete  control,  she  being  able  up 
to  a  certain  reduced  maximum,  to  regulate  the  force,  and  the 
extent  of  any  voluntary  movement.  There  was  no  tremor. 
The  patellar  reflexes  were  equal  and  lively,  and  sensation  was 
normal  in  all  its  qualities.  Subjectively  she  was  weak  and 
complained  only  of  becoming  dizzy  when  she  raised  or  moved 
her  head  suddenly;  once  her  head  in  a  certain  position, 
whether  she  was  lying,  sitting  or  standing,  the  dizziness 
passed  away. 

The  subsequent  history  of  the  case  is  brief  and  is  one  of 
constant  anorexia,  gradual  and  marked  emaciation,  some 
headache,  considerable  vomiting,  occasional  dizziness  occur- 
ring when  the  head  was  raised  from  the  recumbent  posture ; 
and  sudden  death  on  January  11,  1898,  about  9  weeks  after 
the  onset  of  the  first  distressing  symptoms. 

An  analysis  of  the  nurses'  daily  record  and  of  my  notes 
shows  the  relative  preponderance  of  certain  symptoms ;  thus 
the  temperature  remained  throughout  between  98°  and  99°, 
usually  being  98° ;  the  pulse  varied  from  76  to  120;  it  was  84 
on  the  majority  of  dates,  rose  to  100  on  January  3,  and  re- 
mained above  100  until  the  end. 

Respirations  were  normal  as  to  frequency  and  quality  dur- 
ing the  entire  time.  The  average  quantity  of  urine  passed 
was  normal ;  there  was  never  any  polyuria,  nor  was  any  albu- 
min or  sugar  found.  Sleep  was  interfered  with  only  on  three 
nights,  December  3,  13,  and  25.  Headache  was  complained 
of  on  13  days,  twelve  of  which  were  prior  to  December  26, 
so  that  the  patient  was  practically  free  from  headache  from 
that  date  until  her  death.  The  character  of  the  headache  is 
noted  as  severe  on  5  days,  on  each  of  which  it  was  occipital 
and  lasted  all  day;  upon  the  other  occasions  the  ache  was 
slight,  not  specially  localized,  and  passed  away  in  a  few  hours. 
Pain  or  tenderness  upon  percussion  of  the  head  was  not 
present.  Vomiting  occurred  at  least  once,  sometime  oftener, 
on  the  majority  of  days,  yet  she  was  entirely  free  from  vomit- 
ing on  20  days  of  the  time  here  referred  to ;  the  longest  con- 
secutive period  of  freedom  from  vomiting  was  5  days,  while 
from  December  29  until  her  death,  she  vomited  repeatedly 
every  day  practically  retaining  no  food  and  being  nourished 
entirely  per  rectum.  The  vomiting  was  always  projectile 
in  character. 
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Her  body  weight  on  December  31  was  only  84  lbs. 

Her  gait  was  again  examined  on  January  7,  and  while  in- 
dicative of  general  weakness  gave  no  indication  of  swaying, 
staggering,  or  ataxia.  On  this  day  she  sat  up  for  a  half  hour 
without  dizziness. 

Her  psychic  state  was  peculiar  in  so  far  as  during  the  en- 
tire time  she  was  markedly  susceptible  to  suggestive  influ- 
ence. This  susceptibility  may  be  illustrated  by  the  following 
incident:  On  December  18  and  19  she  lay  all  day  with  her 
eyes  closed,  saying  that  she  could  not  open  them ;  all  her 
efforts  to  raise  the  lids  were  manifestly  futile.     On  the  20th 


Fig.  I.  Cyst  of  the  right  cerebellar  hemisphere. 


she  was  first  told  positively  that  she  could  keep  her  eyes  op- 
en for  five  minutes,  and  then  commanded  to  do  so.  The 
command  was  effective,  and  every  few  hours  thereafter  a 
similar  order  was  given,  the  time  allotted  being  suggestively 
increased ;  on  the  22nd  the  disability  had  passed  away  and 
thereafter  no  trouble  of  this  kind  was  experienced.  The  vom- 
iting also  covild  be  influenced  suggestively  to  a  certain  ex- 
tent. 

Exitus   occurred   suddenly   and   unexpectedly;    although 
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she  was  very  much  emaciated  and  very  weak,  no  indications 
of  impending  death  were  present. 

The  autopsy  made  36  hours  after  death  gave  the  follow- 
ing result :  The  lungs  were  not  retracted  and  no  adhesions 
were  found ;  the  left  apex  contained  a  small  tubercular  focus, 
while  the  right  apex  was  perfectly  normal ;  the  heart  was 
small,  but  showed  nothing  pathological.  In  the  liver  a  num- 
ber of  thin  walled  cysts  containing  clear  fluid  were  found. 
This  was  also  the  case  in  both  kidneys.  Each  kidney  con- 
tained numerous  small  cysts  varying  in  size  from  that  of  a 
pea  to  a  cherry ;  the  contents  were  limpid  in  some,  in  others 
thick  and  syrup-like.  The  pelvis  of  the  kidneys  was  markedly 
dilated  the  cortex  of  normal  breadth  and  the  papillae  shor- 
tened. 

Ureters  and  adrenals,  pancreas,  intestines,  ovaries  and 
tubes  normal.    The  stomach  was  dilated  and  etnpty. 

The  calvarium  was  very  thick ;  it  was  easily  removed  and 
no  adhesions  to  the  dura  were  present.  The  sinus  longitu- 
dinalis  was  empty,  and  the  brain  membranes  showed  no  dis- 
order. The  brain  itself  was  apparently  normal  in  size,  with 
smooth  and  unchanged  vessels.  The  cerebellum  at  once  gave 
evidence  of  being  the  seat  of  disease.  The  right  half  was 
markedly  increased  in  size,  the  upper  surface  being  promi- 
nent and  fluctuating.  The  vermis  was  not  deviating  nor  ap- 
parently compressed.  An  incision  into  the  prominent  fluc- 
tuating part  of  the  right  cerebellar  hemisphere  revealed  a 
cyst,  from  which  about  50  c.cm.  of  a  clear  watery  fluid  was 
evacuated.  Chemical  and  microscopical  examination  of  this 
cvst  fluid  revealed  nothing  of  importance ;  no  formed  mor- 
phological elements  nor  hematoidin  crystals  were  present. 

The  brain  was  then  hardened  for  further  examination. 
During  this  hardening  process  the  whole  cerebellum  became 
badly  distorted  in  consequence  of  lack  of  care,  but  the  var- 
ious parts  and  their  relationship  to  each  other  were  thereby 
not  further  disordered. 

Upon  examination  after  hardening  the  cvst  was  found  to 
lie  entirely  in  the  quadrangular  lobe  and  to  have  roughly  the 
shape  of  an  inclined  pyramid,  the  base  beingf  in  the  inferior, 
and  the  apex  in  the  superior  portion  of  the  lobe.  Fig.  I  shows 
the  shape  and  location  very  well.  The  cyst  begins  close  to 
the  outer  marg-in  of  the  flocculus  and  involves  nearly  all  of 
the  lower  and  internal  portion  of  the  lobus  quadrangularis 
adiacent  to  the  flocculus.  The  apex  of  the  pyramid  is  in  the 
upper  portion  of  the  quadrangular  lobe  opposite  and  external 
to  the  junction  of  the  culmen  and  the  declive  of  the  monticu- 
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lus.  Therefore  the  direction  of  the  axis  of  the  cyst  is  upward, 
inward  and  backward.  Thus  anatomically  there  can  be  no 
direct  communication  between  the  cyst  and  the  lateral  re- 
cesses or  the  subarachnoid  space. 

Many  portions  of  cyst  wall  were  taken,  imbedded  in  cel- 
loidin,  and  cut  to  thickness  of  lo  to  15  micra.  The  stains 
employed  were  carmine,  Van  Gieson  and  Gudden.  In  all  more 
than  a  hundred  specimens  were  examined. 

Microscopic  examinations  show  that  at  all  sides  the  cyst 
is  covered  by  cerebellar  tissue.  The  wall  is  often  very  thin, 
but  still  the  same  relation  prevails  at  all  parts,  all  specimens 
showing  distinct  cerebellar  structure  external  to  the  cyst  wall. 

Fig.  II  represents  a  low-power  picture  of  the  external  wall 
of  the   cyst,  and   shows   the  typical   relation  which  obtains 


Fig.  II.  Topography  of  cerebellar  cyst,    a  a,  cerebellum,    b,  cyst  wall. 

throughout  the  cyst.  Internally  (at  b)  is  the  smooth  lining 
cyst  wall,  and  directly  externally  to  it  (at  a)  is  the  tissue  of 
the  cerebellum  proper.  This  latter,  of  course,  is  slightly  dis- 
torted and  thinned,  on  account  of  the  pressure  from  the  dis- 
tended cyst,  but  otherwise  its  structure  is  normal. 

Fig.  Ill  shows  a  portion  of  the  cyst  wall  (viz.  b  of  Fig. 
II),  magnified  500  diameters.  Here  we  have  characteristic 
neuroglia  in  the  cyst  wall.  The  small  cells  with  their  com- 
paratively large  nuclei,  lying  in  the  fibrillar  network  are  typi- 
cal. At  the  edge  of  the  reticulum  small  isolated  neuroglia 
cells,  the  so-called  spider  cells  with  their  processes,  may  be 
seen.  These  can  be  still  further  isolated  by  teasing  the  cyst 
wall,  and  such  a  teased  specimen  magnified  1,000  diameters, 
is  represented  in  fig.  IV. 
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Upon  first  view  the  cyst  wall  as  seen  in  fig.  Ill  looks 
somewhat  gliomatous,  but  when  we  note  how  thin  the  layer 
of  cells  is,  and  that  they  are  not  crowded  together  closely  and 
irregularly,  the  idea  of  glioma  formation  must  be  given  up. 
This  is  still  further  emphasized  by  the  representation  in  fig. 
V.  Here  we  have  a  portion  of  the  cyst  wall  tal^en  at  random 
from  the  many  specimens  at  our  disposal,  and  here  the  ques- 
tion of  tumor  structure  cannot  arise,  for  it  is  apparent  that 
we  are  dealing  with  simple  neuroglia.  We  here  see  that  all  the 
vessels  (c)  are  in  the  surrounding  tissue  and  do  not  run  into 
the  cyst  wall,  while  in  gliomata  we  are  apt  to  find  blood  ves- 
sels, at  least  capillaries,  running  into  the  tumor  structure. 


—  ^ 


Fig.  III.  Portion  of  cyst  wall   magnified  500  diameters,     a,  cerebel- 
lum,    b,  cyst  wall. 

This  is  true  also  of  all  the  other  specimens  examined,  and  the 
conclusion  is  thus  warranted  that  the  cyst  wall  is  composed 
of  neuroglia  only. 

The  points  of  interest  in  this  case  appertain,  firstly  to  the 
clinical  picture  and  its  relation  to  the  pathological  finding,  and 
secondly  to  the  nature  and  mode  of  origin  of  the  cyst. 

The  clinical  picture  is  understood  when  we  recall  that  the 
symptoms  of  disease  of  the  cerebellum  may  present  them- 
selves in  two  categories,  viz.,  those  common  to  any  intra- 
cranial lesion,  and  those  special  to  the  cerebellum.  In  the 
light  of  modern  investigations,  concerning  the  structure  of 
the  cerebellum  and  its  connections  with  other  parts  of  the 
nervous  system,  we  have  learned  that  the  cerebellum  may  be 
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considered  the  complementary  center  of  a  reflex  arc,  to  which 
the  centripetal  fibers  from  the  cord  ascend  and  from  which 
the  centrifugal  fibers  descend.  All  of  these  fibers  pass  through 
the  inferior  peduncles.  Above  it  is  connected  with  the  optic 
thalamus  by  means  of  fibers  which  originate  in  the  red  nu- 
clei and  pass  down  through  the  superior  peduncles  to  enter 
the  cerebellum.  These  fibers  are  essentially  efferent,  con- 
ducting from  the  thalamus  to  the  cerebellum,  and  as  such  are 
of  little  interest  in  connection  with  the  present  subject. 


Fig.   IV.  Neuroglia  cells  teased  from  cyst  wall. 

The  middle  peduncles  may  also  be  here  disregarded  as 
they  serve  merely  to  connect  the  two  lateral  lobes  of  the 
cerebellum  with  each  other. 

Those  tracts,  however,  that  run  to  and  from  the  cord 
through  the  inferior  peduncles,  and  take  their  terminations 
or  origin  in  the  cerebellum,  are  the  ones  which  concern  us 
very  materially. 

In  order  to  understand  these  different  sets  of  fibers,  it 
is  necessary,  as  Bruce  points  out,  to  have  a  clear  idea  of  how 
the  fibers   are  given  off  from  Deiters'  nucleus.     Until  re- 
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cently  very  little  was  known  about  this  nucleus,  whose  large 
cells  greatly  resemble  the  large  motor  cells  of  the  anterior 
horns  of  the  cord,  and  which  on  account  of  its  location  above 
and  external  to  the  nucleus  of  the  n.  acusticus  (viii)  was  con- 
sidered as  an  accessory  acoustic  nucleus. 

Although  one  set  of  fibers  which  originates  in  Deiters' nu- 
cleus does  join  the  acoustic  and  terminate  in  the  semicircular 
canals,  these  are  by  no  means  the  most  important  fibers  given 
off  by  this  nucleus.    Two  further  bundles  are  given  ofif  which 
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Fig.  V.  Portion  of  cyst  wall,     a,  cerebellum,     h,  cyst  wall,     c,  blood 

vessels. 

descend  to  occupy  certain  positions  in  the  cord ;  one  of  these 
sets  of  fibers  splits  up  into  two  branches,  which  take  their  re- 
spective places  in  the  anterior  and  lateral  pyramidal  tract, 
while  the  other  set  runs  down,  either  crossed  or  uncrossed, 
to  ramify  in  end  brushes  around  the  large  motor  cells  of  the 
anterior  horn.  It  is  now  but  a  step  to  complete  the  spino- 
cerebellar arc ;  on  the  one  hand  we  have  the  crossed  fibers 
from  the  olive  coursing  to  the  dentate  nucleus  of  the  oppo- 
site side  and  from  here  to  the  cortex  of  the  vermis,  while 
upon  the  other  hand  we  have  two  bundles  of  spinal  fibers  run- 
ning to  Deiters'  nucleus,  which  in  turn  gives  oflf  fibers  to  the 
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roof  nucleus.  Interference  with  this  spino-cerebellar  tract 
causes  no  change  in  tactile,  temperature  or  pain  sense,  but 
does  seriously  impair  muscular  sense. 

Deiters'  nucleus  furthermore  has  two  very  important  con- 
nections, both  of  which  are  with  the  motor  nuclei  of  the  ocu- 
lar muscles,  and  of  which  one  set  of  fibers  has  been  traced  to 
oculomotor  nuclei,  the  otli^r  to  the  abducens  nucleus  of  the 
same  side. 

We  thus  have  centripetal  impulses  reaching  the  cortex  of 
the  vermis  by  way  of  the  dentate  nucleus,  and  centrifugal,  or 
motor,  impulses  from  the  cortex  of  the  vermis  distributed  to 
the  ocular  muscles  and  to  the  spinal  motor  centers  for  the 
body  and  extremities.  From  all  of  which  it  is  easy  to  see 
how  extensively  the  nucleus  of  Deiters  is  related  to  the  var- 
ious structures  which  surround  it, and  how  easily  any  disturb- 
ance involving  this  nucleus  could  cause  severe  disturbances 
both  through  the  spinal  and  ocular  tracts. 

Of  all  the  structures  considered,  the  dentate  nucleus  is 
the  only  one  which  lies  in  the  lateral  lobes  ;  but  Edinger  main- 
tains that  embryologically  the  dentate  nucleus  belongs  to  the 
vermis,  a  fact  which  adds  considerable  significance  to  our 
preceding  considerations. 

The  most  constant  and  characteristic  'symptom  of  injury 
or  disease  of  the  cerebellum  alone  are :  the  disorder  in  the 
maintenance  of  the  body  equilibrium  or  so-called  cerebellar 
ataxia ;  dizziness ;  alterations  in  the  position  of  the  ocular 
axes;  nystagmic  jerkings,  and  finally,  a  weakness  of  the 
musculature  of  the  body,  which  in  a  unilateral  lesion  is  proba- 
bly present  upon  the  side  of  the  lesion. 

In  short  the  symptoms  may  be  summarized  as  ataxia  and 
dizziness,  both  of  which  symptoms  we  would,  from  our  ana- 
tomical knowledge,  expect  to  be  present  if  Deiters'  nucleus 
were  involved.  Interference  with  the  ocular  and  spinal  fibers 
would  give  us  disturbances  in  co-ordination  and  consequent 
ataxia,  while  involvement  of  the  vestibulary  fibers  of  the 
eighth  would  cause  dizziness.  Now  considering  the  location 
of  Deiters' nucleus  and  its  intimate  relation  with  the  surround- 
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ing  structures,  we  may  postulate  that  cerebellar  symptoms 
would  follow  any  involvement  of  that  portion  of  the  cerebel- 
lum lying  between  the  two  dentate  nuclei,  or  in  other  words, 
of  the  vermis  cerebelli.  It  has  already  been  noticed,  and  of- 
ten recorded,  that  very  extensive  lesions  of  the  lateral  lobes 
of  the  cerebellum  have  occurred  with  few  or  no  cerebellar 
symptoms,  and  Nothnagel  has  pointed  out  that  such  lesions 
produce  symptoms  only  when  they  also  involve  the  middle 
lobe  or  vermis.  Of  course  a  tumor  growth  or  any  process 
causing  enlargement  of  the  hemispheres  would  give  rise  to 
some  pressure  upon  the  middle  lobe  and  thereby  produce 
some  cerebellar  symptoms.  But  Nothnagel  has  gone  further 
and  maintains  that  in  any  lesion  causing  loss  of  substance  of 
the  lateral  lobes  only,  no  cerebellar  symptoms  whatever  will 
be  found. 

In  our  case  then,  the  symptoms  are  in  thorough  accord 
with  what  the  preceding  considerations  would  lead  us  to  ex- 
pect. The  cyst  involves  a  large  part  of  one  lateral  lobe  but 
is  confined  entirely  to  the  hemisphere,  leaving  the  structure 
of  the  vermis  free,  even  from  pressure.  AH  pressure  which 
here  existed  must  have  been  downward  and  inward  so  that 
none  of  the  nuclei  could  have  been  implicated. 

Yet  dizziness,  a  cerebellar  symptom,  was  present.  In 
this  connection  it  is  necessary  merely  to  recall  the  course  of 
the  eighth  nerve  before  it  makes  its  exit  from  between  the 
transverse  fibers  of  the  pons  and  the  external  margin  of  the 
olive.  Here  the  anterior  root  has  already  received  the  vestibu- 
lary  fibers  from  Deiters'  nucleus,  so  that  pressure  at  any  point 
in  this  vicinity  would  give  us  the  vestibulary  symptom.  The 
dizziness  accompanying  disease  or  involvement  of  the  eighth 
nerve  causes  the  patient  to  feel  as  though  he  were  being 
whirled  through  space — a  sensation  which  may  be  constant  or 
occur  only  in  attacks.  This  is  practically  the  same  character- 
isation as  that  of  cerebellar  dizziness,  and  there  can  hardly 
be  a  doubt  that  the  symptom  is  produced  by  a  disturbance  in 
Deiters'  nucleus  by  way  of  the  vestibulary  tract  to  the  acous- 
tic nerve. 
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A  brief  retrospect  thus  shows  us  that  all  of  the  symptoms 
in  our  case  fit  the  pathologic  finding.  The  only  symptoms 
present,  with  the  exception  of  the  dizziness,  are  those  which 
would  be  caused  by  any  intracranial  growth  or  condition 
causing  intracranial  pressure ;  the  dizziness  on  the  other 
hand  could  have  been  caused  by  any  disorder  involving  the 
middle  ear,  or  acoustic  fibers  at  any  point  in  their  course 
from  the  semicircular  canals  to  their  origin,  and  so  does  not 
necessarily  indicate  cerebellar  disease.  From  all  this  it 
seems  to  us  that  no  localization  of  the  process  could  have 
been  made  during  life.  Having  reconciled  the  clinical  picture 
with  the  pathologic  finding  let  us  turn  to  the  question  of  the 
origin  of  the  cyst. 

Various  kinds  of  cysts  are  met  with  in  the  cerebellum ; 
there  are  the  hydatid  cysts,  those  due  to  cysticercus  cellu- 
losae,  the  cysts  which  are  the  result  of  hemorrhage  or  soften- 
ing, and  those  due  to  cystic  degeneration  of  neoplasms  such 
as  gliomata  or  sarcomata;  or  there  may  occur  cystoid  dila- 
tations, eversions  of  the  ventricles,  or  the  transformation 
into  a  cyst,  of  pre-existing  physiologic  cavities,  such  as  the 
lateral  recesses,  through  agglutination  of  their  walls. 

Such  separation  from  the  original  cavity  may  take  place 
during  fetal  life,  in  consequence  of  developmental  anomalies, 
while  the  transformation  into  a  cyst  is  set  up  at  a  much  later 
period.  In  addition  to  the  foregoing  there  exists  a  com- 
paratively rare  variety  of  cerebellar  cyst,  of  which  a  number 
of  cases  have  been  described  and  which  upon  post-mortem  ex- 
amination have  revealed  a  cyst  containing  clear  fluid,  but  giv- 
ing no  evidence  of  having  been  produced  by  any  of  the  ways 
already  mentioned.  Such  cases  can  be  described  only  as  sim- 
ple serous  cysts  of  obscure  origin. 

Our  case  giving  no  evidence  of  hydatids,  cysticercus  cel- 
lulosse,  hemorrhage,  hematoidin  crystals,  nor  tumor  growth, 
and  the  absence  of  epithelial  or  endothelial  cells  pre- 
cluding the  formation  from  a  pre-existing  ventricular  cavity, 
I  can  range  it  in  no  other  class  than  that  of  simple  serous 
cyst.     I  do  this  in  full  knowledge  of  the  cases  described  by 
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Williamson.  This  observer  has  met  with  two  cases  in  which 
careful  dissection  and  fairly  complete  microscopic  examina- 
tion failed  to  give  any  evidence  of  new  growth ;  yet  a  more 
extended  examination  revealed  a  very  small  patch  of  tumor 
formation  in  a  part  of  the  cyst  wall.  In  case  I  of  Williamson 
in  the  entire  wall  of  the  cyst,  which  was  nearly  the  size  of  a 
pigeon's  egg,  no  evidence  of  new  growth  was  detected,  with 
the  exception  of  one  spot,  which  proved  to  be  a  minute  oval 
glioma  measuring  only  2.5  by  4  millimeters ;  nearly  one-half 
of  this  neoplasm  consisted  of  blood  vessels. 

In  connection  with  this  case  Williamson  himself  says :  *'If 
a  tumor  growth  can  undergo  cystic  degeneration  to  such  an 
extent  that  the  only  remaining  new  growth  shall  be  of  the 
dimensions  just  mentioned,  it  does  not  seem  improbable  that 
in  some  cases  the  whole  of  the  growth  may  disappear  and 
only  a  cyst  remain." 

In  my  case  the  entire  cyst  wall  was  carefully  examined 
with  a  magnifying  glass  and  nothing  but  a  perfectly  smooth 
cyst  wall  was  found.  Sections  for  microscopic  examination 
were  then  taken  from  various  parts  of  the  cyst  wall  and, 
considering  the  number  of  sections  made,  practically  the  en- 
tire area  was  examined. 

The  fact  that  this  examination  failed  to  reveal  any  evi- 
dences of  new  growth  does  of  course  not  answer  William- 
son's hypothesis  of  a  possible  complete  absorption  of  such  a 
growth.  If,  however,  we  add  the  other  facts  in  the  case,  viz., 
the  absence  of  all  symptoms  in  the  history  pointing  to  the 
growth  of  a  tumor,  the  inability  to  give  any  other  satisfactory 
explanation  as  to  the  origin  of  the  cyst,  and  the  fact  that  the 
autopsy  showed  cysts  in  other  organs,  in  the  liver  and  kid- 
neys, a  fact  which  warrants  the  assumption  of  a  common  ori- 
gin of  all  the  cysts,  then  I  can  arrive  at  no  more  satisfactory 
conclusion  than  the  one  that  we  are  dealing  in  this  case  with 
a  simple  serous  cyst.  Whether  such  a  cyst  may  arise  in  con- 
sequence of  dilatation  of  a  lymph  space,  or  whether 
such  cystic  formation  is  of  congenital  origin,  as  cys- 
tic kidney  and  liver  are  by  some  authors  assumed  to  be,  are 
questions  which  merit  consideration,  but  cannot  be  decided. 


BINOCULAR  HEMIANOPSIA  AND   OPTIC   NERVE  ATRO- 
PHY IN  A  CASE  OF  DIABETES  MELLITUS.' 

By  Howard  F.  Hansell,  M.D.,  Philadelphia. 

On  November  22,  1900,  Dr.  Cunningham,  of  Vineland, 
New  Jersey,  referred  to  the  Eye  Department  of  the 
Jefferson  Hospital,  Mrs.  E.  W.,  aged  55,  on  account 
of  faihng  vision.  He  wrote  that  the  patient's  vision 
had  been  decreasing  for  the  past  6  years  and  that  he 
had  been  unable  to  find  that  the  cause  lay  in  an  error  of  re- 
fraction. At  the  time  of  her  visit  vision  equalled  R.  20-200; 
L.  20-206,  not  improved  by  glasses.  The  ophthalmoscope 
showed  clear  media  and  advancing  atrophy  of  the  optic 
nerves.  The  retinal  arteries  and  veins  were  diminished  in 
size.  There  were  no  patches  of  exudation  or  of  hemorrhage 
in  the  retina.  The  pupils  were  equal  and  responsive,  slug- 
gishly to  light,  actively  to  accommodation.  Dr.  Cunningham 
reported  that  the  patient  had  been  suffering  from  diabetes 
mellitus  many  years,  but  for  some  weeks  the  urine  had  been 
free  from  sugar.  The  quantity  in  24  hours  did  not  exceed  the 
normal.  The  percentage  of  sugar  at  the  height  of  the  disease 
had  varied  from  6  to  8%.  He  had  regulated  her  diet  and  ad- 
ministered codeine  with  the  result  of  causing  the  disappear- 
ance of  the  sugar. 

The  most  remarkable  ocular  symptom  in  this  case 
was  the  peculiar  limitation  of  the  fields.  They  were  limited 
in  all  directions  and  were  irregularly  hemianopic,  with  de- 
tached scotomata.  The  perimetric  measurements  were  re- 
peatedly made  and  with  great  care  upon  the  hospital  perime- 
ter. Figs.  I  and  H  are  the  charts  made  with  white  and  col- 
ored test  objects  5  mm.  square;  the  larger  boundary  indicat- 
ing limits  for  white,  the  smaller  for  colors. 

The  atrophy  of  both  nerves  had  advanced  to  about  an 
equal  degree,  both  fields  were  irregularly  hemianopic  and 
showed  considerable  difference  in  their  forms;  the  boundary 


^Read  before  the  Section  of  Ophthalmology,  College  of  Physi- 
cians of  Philadelphia,  Feb.  19,  1901. 
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line  between  the  seeing  and  the  bHnd  fields  was  sharply  out- 
Hned  by  the  one  candle  power,  i  cm.  electric  light. 

The  patient  was  referred  to  Dr.  Dercum,  of  the  Neuro- 
logical Department,  who  reported  probable  disease  of  the 
4th  ventricle,  basing  this  diagnosis  upon  the  diabetes  and 
upon  the  ophthalmic  report  which  was  confirmed  by 
repeated  observations.  The  urine  report  made  December  6: 
Reaction  very  acid,  specific  gravity  1034;  urea  i  J%  ;  sugar 
present  by  Fehling's,  Boettger's  and  Trommer's  test;  quan- 
titative estimation  of  glucose  shows  3  gr.  to  the  fluid  ounce, 
or  about  \%  ;  no  casts ;  no  albumin. 


Figs.  I  and  II.  Charts  made  with  white  and  colored  test  objects. 
5  mm.  square;  the  larger  boundary  indicating  the  limits  for 
white,  the  smaller  for  colors. 

The  ocular  complications  of  diabetes  are  so  varied  and  the 
literature  so  extensive  that  it  is  beyond  the  limits  of  a  clinical 
paper  to  give  more  space  than  that  required  for  simple  enum- 
eration, excepting  the  complications  especially  illustrated  by 
the  reported  case.  Lawford,  in  Norris  and  Oliver's  System, 
describes  them  in  the  following  order :  Failure  of  accommo- 
dation ;  mydriasis ;  increase  of  refraction ;  paralysis  of  ocular 
muscles;  keratitis,  iritis  and  iridocyclitis;  cataract;  retinitis 
and  disease  of  the  optic  nerve. 

Optic  nerve  disease  has  been  described  by  Leber^  under 

'Graefe  Saemisch  Handbuch,  Vol.  iv. 
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three  headings :  (i)  Amblyopia  without  ophthalmoscopic 
changes  with  or  without  limitation  of  the  field;  (2)  Atrophy; 
(3)  Hemianopsia.  He  believes  in  the  few  cases  of  hemianop- 
sia reported  the  defective  vision  was  not  due  to  the  glycosu- 
ria but  to  the  localized  intracranial  disease.  R.  T.  William- 
son, in  his  work  on  ''Diabetes  Mellitus  and  Its  Treatment," 
1898,  does  not  mention  hemianopsia  among  the  eye  symp- 
toms of  diabetes.  He  describes  at  length  the  differential  diag- 
nosis between  diabetic  retinitis  and  albuminuric  retinitis,  and 
refers  most  of  the  causes  of  the  defective  vision  to  the  retini- 
tis, failure  of  accommodation  and  vitreous  opacities.  Gale- 
zowski,^  reports  the  case  of  a  man  58  years  old  with  myopia 
of  5  D.  who  had  suffered  for  two  years  with  right  homony- 
mous hemianopsia  that  had  suddenly  appeared.  He  sought  ad- 
vice on  account  of  diabetic  keratitis.  This  patient  also  had 
anesthesia  of  the  left  cornea.  The  author  questioned  whether 
this  complication  was  simply  a  symptom  of  paralysis  of  the 
5th  nerve  or  whether  it  also  could  be  referred  to  an  intracra- 
nial lesion.  He  was  inclined  to  refer  also  the  keratitis  to  a 
central  disturbance.  He  collected  10  cases  of  diabetic  kerati- 
tis of  which  this  was  the  only  one  with  hemianopsia. 

Atrophy  of  the  optic  nerve  in  diabetes  is  either  primary  or 
secondary  to  retinitis.  In  the  former  the  loss  of  visual  acuity 
is  rapidly  progressive  until  it  is  complete.  The  field  shows  con- 
traction, sometimes  concentric,  sometimes  irregular.  The  oph- 
thalmoscopic appearances  are  those  usual  to  simple  optic  nerve 
atrophy.  Lawford*says  the  complication  is  extremely  rare  and 
the  cases  on  record  in  which  simple  optic  nerve  atrophy  was 
present  are  few  in  number  and  in  several  of  them  it  is  ques- 
tionable if  the  optic  nerve  lesion  should  be  considered  the  re- 
sult of  the  glycosuria.  "Of  fifty  cases  with  ocular  symptoms, 
observed  by  Leber^  there  were  fourteen,  i.e,  twenty-eight 
per  cent.,  with  optic  nerve  trouble."  In  two  cases  in  which 
a  post-mortem  examination  was   made  a  tumor  was  found 


^Recueil  de  Ophtal.,  1879. 

*Norris  and  Oliver's  System. 

^Bericht  der  ophthal.  Gesell.,  Heidelberg,  1896,  S.  104. 
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pressing  on  the  optic  chiasm  in  one,  and  in  the  other  there 
was  no  cerebral  lesion,  but  there  was  distinct  degeneration 
of  the  kidneys.  Williamson  says  it  is  stated  that  occasionally 
the  retinal  changes  are  associated  with  primary  optic  nerve 
atrophy  and  he  gives  an  illustration  of  such  a  case.  He  also 
says  that  it  is  exceedingly  rare  that  a  central  lesion  has  given 
rise  to  an  optic  neuritis  and  glycosuria  in  the  same  patient.  In 
the  examination  of  140  diabetic  patients,  Schmidt-Rimpler® 
obtained  evidence  of  retro-bulbar  neuritis  not  traceable  to  the 
abuse  of  alcohol  or  tobacco  in  34.  In  one  case,  distinct  atro- 
phy of  the  macular  fibers  of  the  optic  nerve  was  found  on  mi- 
croscopical examination.  Wiesinger^  describes  in  detail  a  pa- 
tient 57  years  old  with  plastic  iritis  who  had  amblyopia ;  the 
ophthalmoscopic  appearances  were  those  of  simple  optic  nerve 
atrophy  without  other  limitation  of  the  field  than  color  sco- 
toma; and  another  case  with  recurring  iritis,  senile  cataract, 
glaucoma,  and  finally  optic  nerve  atrophy  of  the  left  eye,  all 
of  which  symptoms  he  traced  to  diabetes. 

Oscar  Dodd®  in  an  able  article  on  diabetic  retinitis  has  pub- 
lished a  list  of  47  cases  with  their  references ;  among  them  I 
find  some  that  bear  on  the  subject  of  this  paper,  which  I  will 
briefly  mention:  No.  4,  HaltenhoflF,^  duration  of  disease  5 
years,  grayish-white  papilla  not  clearly  marked;  No.  10, 
Culbertson,^*'  patient  recovered  but  right  eye  terminated  in 
atrophy  of  retina  and  optic  nerve;  No.  17,  Legrange,^^  dura- 
tion of  disease  5  years,  right  eye  edema  of  papilla  with  small 
hemorrhages  around  it,  left  eye  papilla  excavated  and  atro- 
phied without  increase  of  tension;  No.  19,  Legrange,^^  papil- 
la swollen  and  irregular  in  outline ;  No.  25,  Legrange,^^  optic 
nerve,  left  eye,  atrophied,  com.mencing  atrophy  of  right  op- 
tic nerve.  Thus,  among  all  the  cases,  he  mentions  only  4 
that  had  distinct  optic  nerve  inflammation  or  atrophy,  and 

"Ber.  d.  ophthal,  Gesell.,  Heidelberg,  1896. 

'Arch.  f.  Oph.,  1885,  No.  2. 

''Arch,  of  Oph.,  April,   1895. 

"Zehender's  klin.  Monatsb.  f.  Augen,  1893. 

^"Detroit   Lancet,    1882. 

"Arch.  d'Ophtal,   1887. 

"Ibid. 

"Ibid. 
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makes  no  comment  whatever  in  the  table  upon  the  visual 
fields  of  these  patients.  He  believes  the  optic  atrophy  to  be 
due,  in  at  least  some  of  the  cases,  to  embolus  of  the  central 
vein. 

Nettleship^*  describes  the  pathology  of  ocular  changes,  in 
which  but  very  few  investigations  have  been  made,  as  fol- 
lows :  Most  of  the  changes  were  found  in  the  blood  vessels  of 
the  kidneys,  spleen,  liver  and  some  of  the  smaller  vessels  of 
the  brain.  There  was  thickening  of  the  retina  in  all  its  lay- 
ers with  numerous  varicose  swellings ;  the  nerve  fibers  were 
slightly  swollen  and  meshes  formed  by  the  separated  fibers 
were  partly  empty  and  partly  filled  by  swellings  similar  to 
those  in  the  retina.  In  the  other  layers  there  was  a  chronic 
edema  with  hypertrophy  of  the  connective  tissue  frame-work. 
The  retinal  arteries  were  greatly  changed;  thickenings  were 
present  between  the  epithelium  and  fenestrated  membrane, 
contracting  the  lumen.  The  relative  thickening  was  much 
greater  in  the  very  minute  arteries  than  in  those  of  larger 
size ;  the  muscular  coat  was  not  generally  affected ;  the  veins 
were  distended  without  alteration  of  their  coats ;  the  capillar- 
ies of  all  parts  were  distended  w4th  groups  of  aneurysms. 

Mr.  Lawford^^  made  the  microscopical  examination  of  an 
eye  in  case  No.  ii,  reported  by  Nettleship,  in  which  the 
changes  recorded  were  those  mentioned  above.  Dodd  says 
that  edema  and  active  changes  of  the  retina  and  optic  nerve 
are  rarely  present,  and  gives  this  as  one  of  the  chief  distin- 
guishing features  between  diabetic  and  albuminuric  retinitis. 
Embolism  of  the  retinal  artery  was  present  in  two  cases, 
thrombosis  of  the  central  vein  in  one  case  (de  Wecker  and 
Masselon).  Juler^®  says  "In  the  early  stage  papillitis  is  not 
a  marked  sign,  but  later  it  becomes  very  prominent." 

It  would  seem  from  this  imperfect  review  of  the  most  re- 
cent writings,  that  optic  nerve  disease  is  a  rare  complication 
of  diabetes,  and  that  the  inflammatory  changes  of  recurring 
double  iritis  are  the  most  common.    Amblyopia  without  oph- 

"Opthal.  Hosp.  Rep.  Vol.  ix.,  1877. 
"Trans.  Oph.  Soc.  U.  K.,  1882. 
^^Handbook  Uph.  Science,  1893. 
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thalmoscopic  changes,  so  often  referred  to  by  writers,  is  pro- 
bably due  in  all  cases  to  an  intracranial  lesion  or  is  the  earliest 
stage  of  the  retro-bulbar  neuritis  which  leads  to  atrophy. 
Hemianopsia,  optic  nerve  atrophy  and  amblyopia,  are  proba- 
bly but  indications  of  the  three  stages  of  one  affection,  name- 
ly, retro-bulbar  neuritis  terminating  in  atrophy.  The  case  above 
reported  seems  to  prove  the  truth  of  this  statement,  because 
(i)  the  patient  has  rapidly  failing  vision;  (2). an  ill-defined  but 
still  unmistakable  hemianopsia;  and  (3)  double  optic  nerve 
atrophy.  The  opportunity  of  examining  a  patient  in  this  late 
stage  of  diabetes  without  inflammatory  changes  or  loss  of 
transparency  in  any  of  the  media,  can  rarely  occur  and  the 
report  of  the  case  seems  to  me  worthy  to  be  placed  on 
record. 


REPORT  OF  A  CASE  OF  MELANCHOLIA  FOLLOWED  BY 

STUPOR      LASTING     THREE     YEARS     AND 

EIGHT  MONTHS;  RECOVERY. 

By  Cecil  Mac  Coy,  M.D. 

assistant  physician  binghamton  state  hospital. 

Michael  D.,  aged  28,  one  of  twins,  single,  laborer,  of  in- 
temperate habits,  and  with  a  specific  history,  was  admitted 
November,  1895,  to  the  Binghamton  State  Hospital.  The 
duration  of  the  insanity  dated  back  two  weeks  previous  to  his 
admission  to  the  hospital.  On  admission  he  gave  a  history 
common  to  alcoholic  melancholiacs,  i.e.,  of  excessive  use  of 
alcohol  and  tobacco,  of  gastritis,  lack  of  food  and  sleep,  to- 
gether with  untreated  syphilis.  He  attempted  to  commit  sui- 
cide by  hanging  and  drowning,  but  was  rescued  both  times. 

From  November,  1895,  until  September,  1896,  his  history 
was  of  the  ordinary  type  of  melancholia.  He  exhibited  hal- 
lucinations of  hearing  and  sight,  marked  delusions  of  perse- 
cution, fear  of  impending  evil,  etc.  He  would  not  converse 
with  those  about  him,  and  his  appetite  was  poor  and  he 
seemed  to  be  slowly  becoming  demented. 

In  September,  1896,  he  refused  to  leave  his  bed.  Here  he 
remained  in  a  condition  of  stupor  refusing  to  move,  to  accept 
any  nourishment,  and  in  a  completely  untidy  condition,  for 
three  years  and  eight  months,  until  May,  1900.  During  this 
latter  period  he  constantly  received  anti-syphilitic  treatment. 
He  was  fed  three  times  a  day  by  a  nasal  tube  and  bulb  sy- 
ringe, receiving  at  each  meal  a  pint  of  milk,  two  eggs,  salt 
and  sugar. 

Photograph  i  illustrates  his  position  during  his  stay  in 
bed.  In  order  that  bedsores  should  not  develop,  his  back 
was  daily  rubbed  with  alcohol  and  water,  equal  parts,  and 
several  times  during  the  day  he  was  turned  from  his  back  to 
his  right  or  left  side.  In  the  early  months  of  1900  a  strong 
faradic  current  was  daily  applied  to  the  various  groups  of 
muscles.  During  the  appliance  the  expression  on  his  face 
showed  his  dislike  and  pain  at  this  therapeutic  procedure,  but 
he  refused  to  make  any  motion  of  resistance.  In  May,  1900, 
he  commenced  to  show  signs  of  returning  mental  activitv. 
Occasionally  he  would  open  his  eyes  and  wink  them  for  sev- 
eral minutes  at  a  time,  and  shift  himself  about  his  bed  to  as- 
sume a  comfortable  attitude.  In  every  movement  he  was  en- 
couraged, and  in  June,  1900,  he  sat  up  unassisted  in  his  bed 
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and  ate  a  meal  of  soft  diet  for  the  first  time  in  over  three  years 
and  a  half.  Directly  following  this,  he  was  dressed  and  has 
since  slowly  improved  in  both  mental  and  physical  condition 
until  at  the  present  time  his  general  health  is  so  comfortable 
that  he  will  shortly  be  discharged  recovered. 

Picture  2  was  taken  quite  recently.  His  own  story  of 
himself  and  his  condition  is  as  follows :  "The  trouble  was 
with  me  that  I  took  too  much  whiskey.  I  took  all  I  could 
get,  and  I  didn't  get  enough  food.  Then  way  back  in  1890  I 
had  a  sore,  and  a  couple  of  doctors  treated  me  with  tincture 
of  iron  and  iodine,  but  I  guess  they  didn't  cure  me.  The 
first  time  I  heard  a  voice  calling  me  names  was  during  the 


Fig.  I.  Position   of  the  patient   during   his   stay  in  bed. 

summer  of  1894  when  I  was  tramping  it  with  my  brother 
along  the  Erie  road.  We  were  hungry  and  we  visited  a  large 
institution,  and  while  waiting  in  the  kitchen  for  some  one  to 
give  us  a  meal,  I  heard  people  shouting  at  me,  'Tramp,  thief,' 
etc.  On  this  account  we  both  left  the  kitchen  without  waiting 
for  our  food.  For  nearly  a  year  after  this  I  drank  pretty  hard 
but  never  heard  any  voice  until  a  couple  of  weeks  before  they 
sent  me  to  the  hospital.  At  this  time  I  was  in  a  saloon  and 
hadn't  had  anything  to  eat  for  ten  or  twelve  days.  It  was 
about  election  time  and  a  prominent  politician  addressed  me 
and  asked  me  to  drink.  For  some  reason  I  refused  and  when 
he  left  the  saloon  I  could  hear  him  curse  me  and  his  curses 
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rang  in  my  ears  for  hours  afterwards.  Here  I  made  up  my 
mind  that  I  was  sick  and  needed  care,  so  I  decided  to  act 
disorderly  and  get  arrested.  This  was  easily  accompHshed 
and  soon  I  was  in  jail  for  ten  days.  Here  in  order  to  get  more 
attention  than  I  was  receiving  I  tried  to  hang  myself,  but 
with  poor  success  although  I  did  get  a  little  medicine.  I 
couldn't  sleep,  my  brain  was  on  fire  from  the  alcohol  I  had 


Fig.  II.    Photograph  of  the   patient  after  he  had  recovered. 

been  drinking.  I  wanted  care  and  couldn't  get  it  and  the 
voice  still  followed  me  accusing  me  of  all  manner  of  vile 
acts.  When  my  ten  days  were  up  they  discharged  me  and  1 
decided  once  more  to  try  to  end  my  life.  So  I  stole  a  boat 
in  front  of  a  West  End  hotel  shed  on  the  Chemung  river  and 
rowed  out  in  the  middle  where  I  jumped  over,  hoping  that 
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the  water  was  deep  enough  to  drown  me.  I  guess  the  water 
was  pretty  cold,  because  they  told  me  afterwards  that  I  yelled 
for  help,  and  I  was  rescued  and  sent  to  jail.  I  remember  com- 
ing to  the  hospital,  I  recollect  some  things  that  were  said  to 
me  before  I  went  to  bed,  but  I  had  an  idea  that  it  was  my 
place  to  keep  quiet  and  let  the  doctors  change  me  as  they  saw 
fit,  and  when  I  first  came  to  the  hospital  some  one  said  it 
was  one  of  the  rules  to  keep  still.  When  I  staid  in  bed  I  did 
so  because  I  thought  I  didn't  have  any  muscles,  something 
told  me  to  lie  still  with  my  eyes  closed.  I  have  no  recollec- 
tion of  how  long  I  was  there,  but  I  could  usually  tell  the  time 
of  day  by  what  was  going  on  in  the  ward.  I  remember  the 
ointment  being  rubbed  into  me,  and  the  electricity  which 
hurt  me,  but  I  was  afraid  to  open  my  eyes  because  everybody 
that  I  looked  at  turned  white  and  became  as  wicked  as  I  was. 
The  only  reason  I  ever  spoke  was  that  after  being  carried  out 
on  the  ward  veranda  one  warm  day,  my  appetite  got  the  best 
of  me  and  the  food  smelled  so  good  that  I  was  obliged  to 
ask  for  something  more  substantial  than  milk  and  eggs." 

Another  case  about  parallel  in  its  course  to  the  above,  but 
with  shorter  duration  of  stupor,  is  that  of  John  Q.,  admitted 
January,  1895,  aged  30  years,  married,  cigarmaker.  Cause  of 
insanity,  the  grippe.  This  patient  became  stuporous  on  ad- 
mission, and  remained  in  bed  in  a  rigid  state  for  twenty-one 
months  when  he  regained  his  consciousness  but  retained  his 
persecutory  delusions  for  two  years,  at  which  time  he  was  dis- 
charged, and  is  now  actively  engaged  in  his  trade,  supporting 
himself  and  family  in  comfort. 


A  CASE  OF  PERONEAL  MUSCULAR  ATROPHY 
(TYPE  CHARCOT-MARIE). 

By  Charles  Gilbert  Chaddock.  M.D., 

PROFESSOR    OF   DISEASES    OF   THE      NERVOUS      SYSTEM,      MARION-SIMS 
COLLEGE    OF    MEDICINE,    ST.    LOUIS. 

The  following  case  is  worthy  of  record  as  a  clinical  exam- 
ple of  the  type  of  peroneal  muscular  atrophy. 

The  patient,  an  intelligent,  unmarried  man,  aged  42  years, 
gives  a  very  clear  history  of  his  trouble,  and  of  his  family. 

The  family  history  is  entirely  negative,  except  concerning 
the  father,  of  whom  the  patient  remembers  nothing,  though 
he  has  never  been  told  that  his  father  had  any  symptoms  like 
his  own.  An  only  sister  has  five  healthy  children.  His  moth- 
er died  of  an  acute  intestinal  disorder.  A  half-brother  of  his 
father  died  of  pulmonary  tuberculosis. 

The  patient  is  6  feet  3  inches  tall,  and  weighs  156  lbs.  He 
has  never  weighed  more  than  165  lbs.  He  walks  with  some 
difficulty.  His  gait  is  distinctly  that  of  "steppage,"  owing  to 
bilateral  foot-drop.  While  standing  he  constantly  changes 
the  position  of  his  feet  (treading)  in  order  to  maintain  his 
equilibrium,  using  his  eyes  at  the  same  time  as  an  aid.  He 
cannot  stand  still  and  talk  with  a  person  without  the  aid  of  a 
cane  or  other  support.  At  night  he  feels  very  uncertain  in 
walking.  He  is  left-handed  but  uses  his  right  hand  in  writ- 
ing. The  grip  in  each  hand  is  very  powerful,  but  there  is 
clearly  a  slight  degree  of  incoordination  in  the  hands ;  for 
he  buttons  his  clothing  with  difficulty,  and  coarse  coordinat- 
ed movements  of  the  arms  show  some  slight  lack  of  precis- 
ion.   He  is  not  aware  of  any  trouble  in  his  hands  or  arms. 

The  face  and  tongue  present  no  peculiarities.  The  eyes 
are  in  all  respects  normal  save  for  a  slight  degree  of  presby- 
opia of  recent  date.  All  the  higher  senses  are  normal.  There 
are  no  anomalies  of  the  vegetative  organs,  and  his  general 
health  is  excellent. 

Of  late  years  the  patient  has  found  occupation  in  a  coun- 
try store.  As  a  school  teacher  he  became  unable  to  move 
about  with  required  promptness.  Before  teaching  school  he 
did  farm  work. 

He  was  healthy  until  the  age  of  16,  and  then  had  an  at- 
tack of  acute  articular  rheumatism;  one  joint  after  another 
became  swollen  and  painful,  and  he  was  ill  for  six  weeks. 

About  fifteen  years  ago  he  noticed  the  gradual  develop- 
ment of  numerous,  very  painful  corns  on  both  feet.    To  avoid 
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pain  he  tried  walking  in  various  ways,  and  finally  some  twelve 
years  ago,  after  suffering  with  corns  for  a  long  time,  he  began 
to  have  shoes  made  to  prevent  suffering.  At  this  time  he  no- 
ticed that  his  toes  had  become  flexed,  this  causing  prominence 
of  the  joints.  He  cannot  recall  the  beginning  of  the  weakness 
and  atrophy  now  so  noticeable  in  his  legs,  for  as  he  states, 
both  have  developed  so  gradually.  Aside  from  the  pain  due  to 
corns,  he  has  never  had  any  kind  of  pain  in  his  legs,  though 
occasionally  he  has  cramps  in  the  calves  of  his  legs  at  night, 
so  severe  that  he  has  to  get  up  and  walk  about  to  get  relief. 

He  has  never  been  a  drinker,  but  has  chewed  tobacco 
to  excess  for  years.  He  has  never  had  any  venereal  disease. 
Five  years  ago  he  had  pneumonia,  and  an  attack  of  malaria 
three  years  ago. 

During  the  last  five  years  he  has  noticed  a  decided  weak- 
ening of  sexual  power ;  lack  of  desire  and  infrequency  and  de- 
ficiency of  erection.  At  no  time  has  there  been  any  vesical 
or  rectal  disturbance. 

He  states  that  he  has  seen,  and  more  frequently  felt, 
twitchings  in  the  muscles  of  his  legs ;  but  this  on  the  whole 
was  rare  and  has  not  been  noticed  of  late. 

As  already  stated,  the  gait  is  that  of  "steppage"  with  a 
slight,  though  very  evident,  degree  of  incoodination.  Rom- 
berg's sign  is  very  marked.  Without  assistance,  the  patient 
would  fall  in  an  attempt  to  stand  with  the  eyes  closed. 

Careful  examination  of  the  sensory  functions  reveals  no 
disturbance  anywhere  of  senses  of  touch,  pain,  and  tempera- 
ture. With  his  eyes  closed,  the  patient  is  perfectly  aware  of 
the  position  of  all  his  limbs,  and  he  instantly  and  correctly 
indicates  any  passive  movements  communicated  to  arms, 
legs,  hands,  feet,  fingers  or  toes. 

Voluntary  movement  is  everywhere  normal,  except  in  the 
legs  and  feet.  He  can  move  the  left  foot  slightly  in  dorsal 
flexion.  He  can  extend  the  right  great  toe  slightly.  All  oth- 
er voluntary  movements  of  the  feet  and  toes  are  impossible. 

The  power  of  the  muscles  of  the  thighs  is  normal,  save 
for  some  slight  weakness  of  the  flexors  of  the  knee  on  each 
side.  When  leaning  forward,  the  patient  has  some  trouble  in 
bringing  the  trunk  to  an  erect  position  on  the  pelvis.  The 
muscles  of  the  buttocks  are  soft  and  flabby,  and  evidently 
weak  though  not  reduced  in  volume  when  compared  with  the 
musculature  in  general.  Flexion  of  the  thighs  on  the  pelvis 
is  normal  in  force.  In  the  upper  extremities  there  is  nothing 
abnormal  in  movement,  but  there  is  distinct  weakness  of  the 
right  deltoid,  without  atrophy. 
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Fibrillary  twitching  is  noticeable  in  the  outer  heads  of 
each  gastrocnemius  muscle  close  to  the  knee  as  the  patient 
stands. 

The  spinal  column  is  markedly  prominent  in  the  lower 
dorsal  and  lumbar  regions ;  a  general  and  equal  prominence 
without  an  angle. 

There  is  marked  vasomotor  disturbance  in  the  legs.  The 
thighs  are  warm  as  low  as  the  beginning  of  the  lower  third, 
but  from  this  point  downwards  the  limbs  are  cold,  and  the 
feet  are  bluish  and  a  little  edematous.  The  patient  has  a  sen- 
sation of  coldness  of  feet  and  legs,  and  goes  to  great  trou- 
ble in  dressing  to  keep  them  warm. 

The  toe-nails  are  much  thickened  and  corrugated.  He 
has  no  corns  at  the  present  time. 

There  is  no  tenderness  of  muscles  or  nerve-trunks  any- 
where. 

Muscular  atrophy  is  far  advanced  in  all  the  muscles  of 
both  legs,  and  is  quite  symmetrical ;  it  is  noticeable  in  the 
thighs  up  to  the  beginning  of  the  middle  third.  The  vaso- 
motor anomaly  has  a  distribution  exactly  corresponding  with 
the  distribution  of  muscular  atrophy. 

The  deformity  due  to  the  muscular  atrophy  is  double  ta- 
lipes equino-varus  of  moderate  degree.  There  is  retraction 
shown  in  the  flexed  and  elevated  position  of  the  toes,  but  the 
feet  are  "balottants,"  when  the  leg  is  passively  shaken. 

All  the  superficial  reflexes  are  present  and  lively.  The 
plantar  reflex  is  remarkably  lively,  with  flexion  (slight)  of  the 
toes,  and  retraction  of  the  whole  limb  (both  sides).  The  deep 
reflexes  at  the  ankles  are  absent.  The  knee-jerks  are  both 
present.  That  on  the  right  side  is  very  slight  without  reinforce- 
ment; that  on  the  left  side  appears  feebly  with  Jendrassik's 
maneuver.  The  reflexes  of  the  upper  extremities  are  nor- 
mal. 

All  the  muscles  of  the  thighs,  even  the  atrophied  recti, 
respond  normally  to  faradism  and  galvanism.  In  the  muscles 
of  the  legs  and  feet  no  response  to  either  can  be  obtained. 
Elsewhere  electrical  reactions  are  normal. 

The  accompanying  reproduction  of  a  photograph  shows 
clearly  the  areas  affected  by  the  muscular  atrophy. 

The  history  of  this  case  shows  that  the  trouble  began 
about  the  age  of  24 ;  that  probably  the  peroneals  and  exten- 
sors of  feet  and  toes  were  first  attacked  (corns  due  to  flex- 
ion of  toes).  Doubtless  the  weakness  and  atrophy  of  the 
muscles  of  the  legs  developed  pari  passu,  and  came  on  so  in- 
sidiously and  slowly  that  years  elapsed  before  the  patient 
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knew  to  what  to  attribute  his  increasing  difficulty  in  walking, 
deceived  at  first  by  the  assumption  that  it  was  entirely  due  to 
corns. 

The  family  etiological  element  is  entirely  wanting.  Acute 
rheumatism  eight  years  before  the  trouble  was  noticed  is 
worthy  of  emphasis. 

The  case  corresponds  in  all  points  with  cases  of  amyotro- 


The  photograph  shows  the  areas  affected  by  the  muscular  atrophy. 

phy  of  the  Charcot-Marie  type,  but  there  is  one  symptom 
present,  the  absence  of  which  is  emphasized  in  all  cases  thus 
far  reported,  and  which  I  have  not  seen  in  any  case  that  has 
come  under  my  observation,  i.e.,  the  marked  and  unmistake- 
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able  Romberg's  sign.  If,  as  is  held  by  some  observers,  the 
posterior  columns  of  the  cord  are  degenerated  in  this  disease, 
the  usual  absence  of  Romberg's  sign  calls  for  explanation. 

In  this  case  there  is  some  evidence  that  other  muscles  are 
destined  to  be  invaded,  as  shown  by  the  condition  of  the 
glutei  and  the  right  deltoid.  The  right  thenar  muscles  also 
present  a  suspicion  of  atrophy.  The  slight  incoordination  of 
the  hands  and  arms  is  also  noteworthy. 

The  weakening  of  sexual  power  in  this  patient  is  a  symp- 
tom to  which  I  have  found  no  reference  in  recorded  cases 
of  this  disease. 

It  should  be  added  in  conclusion  that  the  patient  has  al- 
ways lived  in  a  very  low  malarial  district  near  the  Mississippi. 


\  ■! 
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March  5,  1901. 
The  President,  Dr.  Joseph  Collins,  in  the  chair. 

A  CASE  FOR  DIAGNOSIS. 

Dr.  Joseph  Collins  presented  a  boy  of  ten  years  who  had  a 
complex  of  symptoms  which  could  not  easily  be  placed  under 
any  one  designation.  He  was  one  of  twelve  children,  seven 
of  whom  had  had  in  infancy  marasmus  or  gastro-intestinal 
disorders.  The  present  ailment  had  begun  about  nine  months 
ago,  at  which  time  the  boy  had  commenced  to  "hop."  He 
complained  of  pain  in  the  great  toe  of  the  left  side,  and  also 
of  pain  in  the  precordial  region.  He  had  then  been  taken  to 
the  Mt.  Sinai  Hospital,  and  while  there  some  stiffness  or 
weakness  in  the  lower  limbs  on  walking  had  been  observed. 
This  impairment  of  motion  had  steadily  increased,  so  that  at 
the  present  time  he  was  practically  unable  to  walk  more  than 
a  few  steps.  According  to  the  history  great  difficulty  in  com- 
mencing the  act  of  micturition  had  been  experienced.  At  pres- 
ent there  were  no  symptoms  referable  to  the  bowel  or  blad- 
der. He  has  a  peculiar  waddling  gait,  and  when  standing, 
there  is  a  typical  flat-foot.  There  is  a  peculiar  knocking  to- 
gether of  the  thighs.  The  spasticity  of  the  gait  had  been 
found,  on  closer  examination,  to  be  more  apparent  than  real. 
There  is  a  marked  ankle-clonus,  but  no  sensory  disturbances. 
The  boy  gets  up  from  the  reclining  postion  as  children  do  in 
the  early  stages  of  progressive  muscular  dystrophy.  These 
symptoms,  the  speaker  said,  seemed  to  point  distinctly  to  a 
lesion  in  the  spinal  cord  in  the  crossed  pyramidal  tracts. 

Dr.  Sachs  said  that  he  had  been  much  interested  in  this  boy  at 
the  time  he  had  been  in  the  hospital.  The  combination  of  the 
waddling  gait,  so  characteristic  of  muscular  dystrophy,  with  an  in- 
crease in  the  reflexes,  seemed  to  be  very  unusual.  When  the  boy 
was  stripped,  it  seemed  to  Dr.  Sachs  very  evident  that  he  had  pro- 
gressive muscular  atrophj\  In  addition  to  this  he  thought  there  was 
a  subacute  myelitis,  possibly  of  traumatic  origin.  There  could  be 
no  question  that  the  calves  were  hypertrophied.  This  diagnosis  had 
been  arrived  at  only  after  careful  observation  for  a  period  of  sever- 
al weeks.  The  frequent  falls  which  such  children  have,  would  eas- 
ily explain  the  occurrence  of  a  subacute  myelitis.  The  spasticity 
had  been  more  marked  nine  weeks  ago. 

Dr.  Graeme  M.  Hammond  said  that  from  the  cursory  examina- 
tion that  he  had  made  he  felt  inclined  to  accept  the  diagnosis  given 
by  Dr.  Sachs. 

Dr.  William  M.  Leszynsky  said  that  it  seemed  to  him  to  be  a 
very  atypical   case.     He   had   seen   quite   a   number   of   patients   in 
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whom  there  had  been  complete  spasticity,  and  yet  the  ankle-clonus 
had  been  very  marked. 

Dr.  Joseph  Fraenkel  said  that  the  most  prominent  symptoms 
were  those  of  disease  of  the  lateral  and  posterior  columns.  At  first 
sight  the  gait  was  that  of  ataxic  paraplegia.  On  the  supposition 
that  the  myelitis  was  the  later  disease,  one  would  expect  less  evi- 
dence of  the  second.  The  evidences  of  pseudo-hypertrophy  were 
certainly  quite  trifling,  while  the  disease  of  the  cord  was  very  mark- 
ed. He  inclined  to  the  diagnosis  of  a  subacute  multiple  sclerosis 
of  a  paraplegic  type. 

Dr.  J.  Arthur  Booth  said  that  there  was  certainly  a  greater  de- 
posit of  soft  tissue  in  the  left  than  in  the  right  calf.  He  accepted 
the  diagnosis  given  by  Dr.   Sachs. 

Dr.  Collins  thought  it  was  safe  to  assume  that  the  boy  had  a 
dystrophy,  but  not  that  there  was  a  subacute  myelitis.  No  one  could 
say  whether  the  changes  in  the  spinal  cord  which  accompany  the 
dystrophies  are  not  of  such  nature  that  double  ankle-clonus  and 
double  knee-jerk  might  not  develop.  It  was  certainly  a  form  of 
dystrophy  which  did  not  conform  strictly  to  the  description  of  any 
usually  given.  If  there  were  an  implication  of  the  cord  it  was  con- 
fined entirely  to  the  crossed  pyramidal  tracts.  He  would  not  be 
willing  to  admit  that  there  were  any  changes  in  the  spinal  cord  ex- 
cept secondary  ones. 

PROGRESSIVE   MUSCULAR   DYSTROPHIES   WITH   A   RE- 
PORT OF  A  POST-MORTEM  EXAMINATION. 

Drs.  B.  Sachs  and  Harlow  Brooks  presented  this  paper. 
The  authors  stated  that  it  could  not  be  denied  that  there  was 
any  sufificient  distinction  between  the  amyotrophies  and  the 
dystrophies.  In  former  years  much  stress  had  been  laid  on 
the  muscular  structure.  Hypertrophied  fibers  were  found  in 
abundance  in  dystrophies,  whereas  in  the  amyotrophies  these 
fibers  were  not  found.  But  later  it  had  been  shown  that  the 
hypertrophied  fibers  were  found  in  other  diseases  than  dys- 
trophies. It  was  also  a  question  whether  the  gray  matter  of 
the  cord  was  affected  in  the  primary  dystrophies.  The  case 
to  be  reported  was  one  of  progressive  muscular  dystrophy  of 
fifteen  years'  duration,  yet  the  structural  changes,  as  demon- 
strated by  the  latest  methods  of  staining,  were  very  slight. 
The  patient  had  been  admitted  to  the  Montefiore  Home  elev- 
en years  ago  at  the  age  of  twelve  years.  Early  in  hfe  the  par- 
ents had  noticed  peculiar  movements  of  the  head  and  eyes. 
He  had  been  in  good  health  up  to  about  the  age  of  ten  years, 
when  he  had  fallen  and  broken  his  leg.  At  the  age  of  twelve 
years,  after  an  attack  of  typhoid  fever,  the  calves  were  ob- 
served to  be  decidedly  hypertrophied.  The  head  was  en- 
larged and  exhibited  certain  movements.  There  was  a  marked 
atrophy  of  all  the  muscles  of  the  shoulder-girdle,  arm  and 
forearm.  The  deep  spinal  muscles  were  intensely  atrophied. 
The  thigh  muscles  were  -atrophied.    The  case  became  an  ex- 
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treme  illustration  of  a  progressive  muscular  disease  of  the 
pseudo-hypertrophic  type.    The  lad's  intelligence  was  fair. 

Dr.  Brooks  said  that  at  the  autopsy  the  organs  were  nor- 
mal with  the  exception  of  an  acute  pneumonia  and  slight  myo- 
carditis. There  were  no  gross  lesions  of  the  brain  or  spinal 
cord.  No  lesion  of  the  smooth  voluntary  muscular  tissue 
could  be  found  anywhere  in  the  body.  The  psoas  muscle 
showed  extensive  fibrosis.  All  the  muscles  of  the  back 
showed  extensive  fibroid  replacement,  and  in  places  there 
was  a  replacement  by  yellow  fat.  The  trapeziiwere  very  exten- 
sively invaded.  The  most  extreme  changes  were  in  the  mus- 
cles of  the  calves,  where  normal  muscular  tissue  was  lost. 
The  autopsy  had  been  done  twenty-four  hours  after  death, 
and  at  that  time  there  had  been  no  evidence  of  post-mortem 
decomposition.  On  microscopical  examination,  the  muscles 
showed  extensive  replacement  with  areolar  tissue  of  the  adult 
type.  In  the  calf,  occasional  remnants  of  voluntary  muscle 
were  found.  Most  of  the  fibers  of  the  psoas  muscles  were 
either  larger  or  smaller  than  normal.  The  course  striae  could 
usually  be  made  out.  The  changes  in  the  other  voluntary 
muscles  were  of  the  same  character,  though  varying  in  ex- 
tent. In  the  occipital  muscles  the  amount  of  connective  tis- 
sue hyperplasia  was  less,  but  nuclear  proliferation  was  promi- 
nent. Examination  of  various  portions  of  the  smooth  mus- 
cles failed  to  show  degeneration  or  hyperplasia  of  the  con- 
nective tissue  forming  its  framework.  The  heart  muscle 
showed  much  less  connective  tissue  increase  than  had  been 
expected  from  the  gross  examination.  The  cardiac  muscle 
was  in  a  very  natural  condition,  there  being  no  atrophy,  no 
abnormal  pigmentation  or  abnormal  nuclear  activity.  The 
blood  vessels  in  the  various  tissues  showed  uniformly  an  in- 
crease in  the  connective  tissue.  No  evidences  of  new  vessel 
formation  were  found.  Numerous  peripheral  nerves  were 
examined,  but  no  appreciable  degeneration  of  fibers  was  dis- 
covered. Only  a  few  of  the  spinal  ganglia  had  been  properly 
prepared  for  examination,  but  these  few  showed  a  shrinkage 
of  the  ganglion  cells  similar  to  that  produced  by  fixing  agents. 
The  irregular  perilymphatic  spaces  were,  however,  found 
filled  with  proliferating  capsular  cells,  apparently  indicating 
that  this  was  not  an  artefact,  but  a  distinct  pathological  pro- 
cess. Apparently  the  connective  tissue  of  the  ganglia  had 
been  increased.  The  connective  tissue  throughout  the  entire 
cord  was  found  to  be  increased.  The  blood  vessels  of  the 
cord  were  universally  congested,  but  this  was  apparently  of 
a  hypostatic  nature,  due  to  the  position  of  the  patient  before 
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death.  Nothing  in  the  nature  of  a  systemic  degeneration  of 
the  fibers  was  found  at  any  level.  In  the  cervical  region  the 
ganglion  cells  in  the  anterior  horn  showed  a  slight  nuclear 
eccentricity.  The  dendrites  universally  retained  their  power 
to  respond  to  the  stain.  Occasionally  the  achromatic  ele- 
ments stained  to  a  slight  degree.  Eccentricity  of  the  nucleus 
was  found  more  commonly  in  the  dorsal  cord  than  elsewhere. 
Lesions  in  the  cells  of  the  posterior  horns  were  more  infre- 
quent than  in  the  anterior  horns.  The  most  common  lesion 
was  a  finely  granular  subdivision  of  the  plaques,  usually  not 
involving  the  entire  cytoplasm.  A  few  of  the  lumbar  cells 
showed  an  unusual  amount  of  brown  pigment  collected  about 
the  nucleus. 

The  chief  lesions  were :  (i)  Extensive  atrophy,  which  af- 
fected apparently  all  of  the  voluntary  skeletal  muscles  and 
was  confined  to  these  muscles ;  (2)  the  production  of  areolar 
connective  tissue  and  adipose ;  (3)  slight  general  perivascular 
hyperplasia ;  (4)  moderate  interstitial  myocarditis ;  (5)  exten- 
sive degenerative  changes  in  a  few  of  the  posterior  root  gan- 
glia, and  (6)  rare  changes  in  the  cytoplasm  of  the  ganglion 
cells  of  the  spinal  cord. 

The  complete  absence  of  the  changes  in  the  smooth  mus- 
cles showed  that  the  disease  process  was  strictly  localised  in 
the  voluntary  muscular  system.  The  authors  did  not  look 
upon  the  connective  tissue  increase  as  an  essential  feature 
of  the  pathological  process,  but  as  an  example  of  a  universal 
function  of  this  tissue  to  take  the  place  of  any  tissue  which 
had  been  removed.  The  perivascular  connective  tissue  hyp- 
perplasia  was  very  slight,  and  could  not  be  considered  as  ty- 
pical of  the  disease  or  as  produced  by  it.  Possibly  the  mod- 
erate myocarditis  was  associated  with  the  connective  tissue 
hyperplasia  of  the  blood  vessels.  It  did  not  seem  to  be  in  any 
way  connected  with  the  factors  producing  atrophy  of  the 
voluntary  muscles.  The  changes  in  the  posterior  root  ganglia 
seemed  to  be  of  great  significance,  though  it  was  not  clear 
that  they  bore  any  direct  relation  to  the  changes  in  the  vol- 
untary muscles.  These  degenerations  seemed  to  be  secon- 
dary in  their  nature,  and  dependent  upon  death  or  disease  of 
certain  portions  of  the  neurone.  A  process  similar  to  this 
occurred  after  amputation.  There  were,  therefore,  no  evi- 
dences of  tract  disease.  The  cytoplasmic  degeneration  of  the 
ganglion  cells  in  the  cord  were  rare,  and  might  represent 
the  early  stage  of  post-mortem  change.  Dr.  Sachs  said 
that  these  findings  did  not  indicate  that  the  cause  was  to  be 
found  in  the  gray  matter  of  the  cord.    The  disease  represents 
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a  primary  affection  of  the  muscular  fiber.  The  occurrence 
of  stigmata  of  degeneration  in  so  many  cases  of  this  dystro- 
phy would  lead  one  to  think  that  these  should  be  broadly 
classified  under  family  affections.  The  question  arose  as  to 
whether  these  muscular  dystrophies  were  essentially  progres- 
sive, and  the  statement  was  made  that  in  every  case  the  pos- 
sibility of  great  improvement  by  systematic  exercise  should 
always  be  kept  in  mind  in  the  early  stage.  Two  illustrative 
cases  were  briefly  reported  which  had  been  followed  for  many 
years. 

Dr.  C.  L.  Dana  said  that  so  far  as  the  dystrophies  were  con- 
cerned, which  were  not  strictly  of  the  so-called  pseudo-hypertrophic 
type  but  rather  of  the  arm  and  leg  type,  it  seemed  to  be  a  well-known 
fact  that  many  of  them  cease  to  progress  and  patients  live  years  in 
comparative  comfort.  He  had  personal  knowledge  of  two  families 
in  which  there  were  six  or  seven  persons,  belonging  to  three 
generations,  who  were  afflicted  with  the  leg  or  arm  type  of  dystro- 
ph3\  Some  had  lived  to  old  age  with  only  an  inability  to  use  the 
upper  arm  or  perhaps  the  thigh  muscles.  One  of  these  patients, 
when  thirty-nine  years  of  age,  had  been  seen  at  many  clinics  in  New 
York.  The  atrophies  had  begun  at  the  age  of  nineteen,  and  had 
reached  their  height  at  about  the  age  of  twenty-nine.  His  weight 
had  been  reduced  to  eighty-eight  pounds.  A  fairly  hopeful  prog- 
nosis could  be  given  in  this  class  of  cases,  especially  when  the  atro- 
phies do  not  begin  very  early  in  life.  In  Dr.  Dana's  experience 
with  pseudo-muscular  hypertrophy,  there  had  been  only  one  case  in 
which  the  disease  had  been  really  checked.  This  person  was  a  lady 
of  twenty-three,  in  whom  the  trouble  had  begun  at  the  age  of  eigh- 
teen. She  had  presented  all  of  the  typical  symptoms  of  pseudo- 
hypertrophy of  late  development.  He  had  put  her  upon  systematic 
exercises,  and  as  a  result  the  disease  had  not  only  ceased  to  pro- 
gress, but  she  had  absolutely  improved.  In  another  case  which  had 
been  faithfully  treated  by  exercise  and  massage  for  four  years,  there 
had  been  continued  progress.  Dr.  Dana  said  he  would  like  to  have 
Dr.  Brooks  explain  why  there  should  be  so  much  fibrosis  in  these 
cases.  It  might  be  that  in  the  death  of  the  muscle  fiber  an  irritant 
poison  is  formed,  and  that  this  gives  rise  to  the  increased  prolifer- 
ation. There  was  a  striking  difference  clinically  between  a  typical 
spinal  atrophy  and  an  ordinary  dystrophy,  and  he  believed  these  di- 
seases were  very  different  in  their  origin  also.  The  hereditary  cases 
were  of  a  type  which  is  quite  distinct  from  that  of  the  acquired 
forms. 

Dr.  A.  Wiener  said  that  about  six  years  ago  he  had  presented 
to  the  Society,  a  patient  who  was  very  much  crippled  in  his  muscular 
movements.  In  that  case  he  had  been  so  convinced  that  many  mus- 
cular fibers  were  still  intact  that  he  had  carefully  trained  him  in  ex- 
ercises for  six  months.  He  had  been  again  presented  to  the  Socie- 
ty at  the  end  of  that  time,  and  the  improvement  had  certainly  been 
very  marked — indeed,  the  day  previous  he  had  been  able  to  ride  for- 
ty miles  on  his  bicycle.  On  the  other  hand,  in  the  dystrophies  oc- 
curring early  in  life,  he  did  not  believe  much  could  be  gained  by  ex- 
ercise. 

Dr.  Leszynsky  exhibited  photographs  of  two  patients  whom  he 
had  had  under  his  care  for  a  number  of  years,  with  pseudo-hypertro- 
phy of  the  lower  extremities,  and  progressive  muscular  atrophy  of 
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the  upper  extremities.  Both  had  died  of  some  intercurrent  disease 
at  the  age  of  twenty-five.  Before  he  had  seen  them,  both  had  re- 
ceived massage  and  careful  training  in  physical  exercise. 

Dr.  Hammond  said  that  he  had  recently  made  a  post-mortem 
examination  upon  a  case  of  pseudo-hypertrophy,  with  rather  inter- 
esting findings.  In  the  lumbar  enlargement  of  the  cord,  there  had 
been  found  a  distinct  cavity  extending  for  several  inches.  In  the 
dorsal  segment  was  a  large  gliomatous  mass  pressing  upon  the  cord. 
This  was  apparently  a  lesion  independent  of  the  disease  in  question. 
He  was  in  a  position  to  agree  entirely  with  Dr.  Wiener,  as  to  the 
beneficial  effect  of  exercise.  He  had  tried  systematic  exercise  in 
those  affected  early  in  life,  and  had  not  found  the  slightest  benefit 
from  carefully  conducted  exercise  of  this  kind,  carried  on  for  a  con- 
siderable time. 

Dr.  B.  Onuf  said  that  the  muscles  which  have  to  do  the  most 
work  were  the  ones  most  affected;  the  muscles  which  must  bear  the 
weight  of  the  body  are  the  first  ones  to  become  afifected.  It  was  be- 
cause of  this  fact  that  he  had  been  led  to  try  the  effect  of  the  op- 
posite plan  of  treatment,  i.e.,  rest  in  bed.  However,  the  result  had 
been  disappointing. 

Dr.  Collins  said  that  the  post-mortem  examination  referred  to 
by  Dr.  Hammond,  had  been  on  a  patient  that  had  been  under  his 
own  observation  for  over  two  years.  This  man  had  been  twenty- 
four  years  of  age  at  the  time  of  his  death,  and  the  disease  had  exist- 
ed for  fourteen  years.  Careful  investigation  into  the  family  history 
had  shown  no  similar  case.  Up  to  his  eleventh  year  he  had  been 
free  from  all  disease.  For  eleven  years  he  had  been  unable  to  walk, 
and  for  eight  years  had  been  bed-ridden.  Up  to  a  short  time  before 
death  he  had  retained  the  ability  to  move  his  finger,  though  he  could 
not  move  his  arm,  and  his  facial  muscles  continued  to  act  well.  It 
was  a  most  typical  case  of  progressive  muscular  dystrophy.  Death 
had  resulted  from  a  tuberculous  infection.  The  brain  reported  by 
Dr.  Sachs  had  been  from  a  boy  under  his  observation  for  six  or 
seven  years.  Assiduous  attention  to  calisthenic  exercises  had  made 
him  worse  in  proportion  to  the  assiduity,  and  that,  too,  although  he 
had  had  an  excellent  calisthenic  teacher.  This  had  been  Dr.  Collins' 
experience  in  all  other  cases  in  which  the  disease  had  begun  early  in 
life.  The  changes  described  by  Dr.  Brooks,  as  having  taken  place 
in  the  ganglion  cells,  certainly  opposed  one's  ideas  of  the  relation 
of  the  neurone  to  disease.  After  five  years'  experience  with  the 
Nissl  stain,  he  felt  in  a  position  to  assert  positively  that  nuclear  ec- 
centricity means  absolutely  nothing. 

Dr.  Smith  Ely  Jellifife  said  that  he  had  heard  nothing  said  by 
Dr.  Brooks  about  the  terminal  end  plate  of  the  motor  nerve. 

Dr.  Brooks  replied  that  after  attempting  to  study  end  plates,  he 
had  come  to  the  conclusion  that  this  could  only  be  done  with  methy- 
lene blue  during  life,  and  that  he  had  been  unable  to  do.  He  could 
not  tell  Dr.  Dana  why  the  connective  tissue  should  grow  up  so 
much  more  in  one  place  than  in  another.  In  the  calves  there  had 
been  an  increase  in  volume,  and  in  the  pectoral  muscles  a  decrease. 
It  was  not  improbable  that  it  was  due  to  some  inflammatory  or  tox- 
emic condition  in  these  particular  muscles,  or  possibly  that  the  mus- 
cle had  been  over-exercised.  He  agreed  with  Dr.  Collins  about  the 
uncertainty  of  the  Nissl  stain,  and  that  the  findings  described  by  him 
as  having  been  observed  in  the  ganglion  cells  were  negative. 

Dr.  Sachs  closed  the  discussion.  He  admitted  that  the  findings 
reported  in  the  paper  certainly  did  tend  to  shock  one's  confidence  in 
the  neurone  theory  as  a  whole. 
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January  nth,  1891. 

Vice  President,  Dr.  Hugh  T.  Patrick,  in  the  chair. 

Drs.D.  R.  Brower  and  H.Gideon  Wells  reported,  and  pre- 
sented specimens  from,  a  case  of  paralysis  of  the  fifth  to  the 
twelfth  cranial  nerves  of  the  left  side  of  about  twelve  years' 
duration.  Death  was  due  to  angina  pectoris.  The  paralysis 
had  reached  its  full  extent  in  the  course  of  a  few  months  and 
then  remained  perfectly  stationary.  A  diagnosis  was  made 
of  infra-nuclear  paralysis  due  to  a  growth  in  the  dura.  Be- 
cause of  the  history  of  the  case,  coupled  with  the  occurrence 
of  twelve  miscarriages  and  a  slight  improvement  under 
iodides,  the  lesion  was  thought  to  be  syphilitic.  At  the  autop- 
sy a  tumor  resembling  somewhat  a  psammoma  was  found  in 
the  dura,  and  extended  into  the  left  petrous  bone,  and 
pressed  upon  the  paralyzed  nerves  at  their  points  of  emer- 
gence from  the  brain.  Microscopically  it  was  found  to  be 
a  vascular  endothelial  tumor  derived  from  the  endothelium  of 
the  perivascular  lymphatics — a  periendothelioma. 

ACROMEGALY  TREATED  WITH  PITUITARY  BODY. 

Dr.  Sydney  Kuh  reported  three  cases  of  acromegaly  treat- 
ed with  pituitary  body.  In  the  first  case  the  existing  head- 
ache and  mental  depression  seemed  somewhat  relieved,  w^hile 
in  the  other  two  cases  the  patients  were  benefited  to  a  more 
marked  degree :  headache,  vertigo,  general  weakness,  hyper- 
idrosis  and  projectile  vomiting  ceased,  and  in  one  instance 
trophic  disturbances  in  the  nails  of  the  hands  showed  well- 
marked  changes  for  the  better.  In  case  3  cramps  in  the  calves 
of  the  legs  appeared  after  the  patient  had  been  under  treat- 
ment for  nearly  one  and  a  half  years  and  the  woman  be- 
came very  much  depressed  mentally. 

Dr.  Kuh  stated  that  he  did  not  believe  the  results  to  be 
due  to  suggestion  only.  He  believed  that  the  disease  of  the 
pituitary  body  is  the  cause  of  acromegaly.  In  every  case  of 
this  malady  in  which  a  thorough  post-mortem  examination 
was  made,  the  gland  was  found  to  be  affected  not  only  in  man 
but  also  in  one  case  known  to  have  occurred  in  an  animal. 
There  is  a  good  deal  of  evidence  to  show  that  the  hypophysis 
exerts  some  influence  upon  our  physical  development,  and 
that  it  may  not  only  cause  acromegaly  but  under  certain 
conditions  the  opposite  condition,  stunted  growth. 
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Dr.  Brower  mentioned  a  case  of  acromegaly  in  which  death  was 
sudden.  One  of  the  main  points  of  interest  in  the  case  was  the  fact 
that  a  Gowers'  blood  test  showed  104  degrees  of  hemoglobin.  The  pa- 
tient was  sent  to  the  hospital  the  day  of  examination,  and  died  of  pul- 
monary edema.  At  necropsy  the  pituitary  body  was  found  enlarged. 
In  a  second  case,  Dr.  Brower  gave  thyroid  extract  and  followed  it  by 
pituitary  body.  There  was  apparent  subjective  improvement.  Death 
was  caused  by  the  grippe.  How  much  of  the  improvement  in  this 
case  was  due  to   suggestion,   was  an  open   question. 

Dr.  Barker  said  he  was  much  interested  in  Dr.  Kuh's  paper,  and 
also  in  Dr.  Brower's  suggestions,  as  there  was  certainly  an  intimate 
relation  between  the  thyroid  and  pituitary  bodies.  Dr.  Barker  asked 
Dr.  Kuh  whether  he  looked  upon  the  treatment  of  acromegaly  by 
pituitary  body  as  a  substitution  method,  or  whether  he  believed 
acromegaly  was  due  to  a  degenerative  process.  Dr.  Kuh  said  treat- 
ment would  indicate  that  a  degenerative  process  was  taking  place, 
and  that  the  good  obtained  was  by  substitution. 

Dr.  Dewey  asked  if  any  systemic  change  took  place  during  treat- 
ment. Dr.  Kuh  replied  that  there  was  no  change  in  pulse  or  tem- 
perature. 

Dr.  Wells  pointed  out  the  fact  that  hypertrophy  of  an  organ  was 
not  necessarily  followed  by  hypersecretion  of  that  organ. 

Dr.  Patrick  asked  if  there  were  any  change  in  the  visual  fields. 
Dr.  Kuh  said  not. 

Dr.  Kuh  closed  the  discussion  by  saying  that  the  solution  of 
organo-therapy  was  not  so  easy  as  it  might  seem.  The  substitu- 
tion theory  was  the  one  generally  accepted,  but  he  had  a  case  of 
myxedema  under  observation  which  had  been  cured,  and  stayed 
cured  for  years  without  further  use  of  thyroid  extract.  Substitu- 
tion would' not  account  for  the  change  being  permanent. 
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SURDITE   CORTICALE   AVEC    PARALEXIE    ET    HALLUCINATIONS    DE    l'OUIE 

(des  kystes  hydatiques  du  cerveau)  (Cortical  Deafness 
with  Paralexia  and  Hallucinations  of  Hearing,  due  to  Hydatic 
Cysts  of  the  Brain).  P.  Serieux  and  R.  Mignot  (Nouvelle  Icon- 
ographie  de  la  Salpetriere,  14  Year,   No.   I,  Jan.   Feb.,   1901,  p. 

39). 

Man  75  years  old,  eight  years  previously  had  for  the  first  time  an 
epileptiform  attack.  For  the  last  two  years  subject  to  periodic  con- 
vulsive crises,  followed  recently  by  psychical  symptoms,  lasting  three 
or  four  days.  On  November  30,  1900,  following  an  epileptic  attack, 
the  following  train  of  symptoms  was  observed:  total  deafness,  man- 
iacal excitement,  hallucinations  of  hearing  and  sight.  The  patient 
presents  neither  motor  aphasia,  word-blindness,  nor  paraphasia,  in 
spontaneous  speech.  The  deafness  of  cortical  origin  was  accompan- 
ied by  paralexia,  loss  of  comprehension  of  words  read  to  him,  and 
disturbances  of  writing.  The  maniacal  excitement  and  hallucina- 
tions ceased  in  a  short  time,  but  the  cortical  deafness  persisted  until 
the  patient's  death,  three  weeks  after  the  last  attack.  Autopsy  showed 
the  presence  of  more  than  twenty  hydatids  in  the  cerebral  hemis- 
pheres; six  of  which  were  in  the  temporal  lobe.  The  cortical  deaf- 
ness was  based  upon  the  following  conditions:  the  patient  is  com- 
pletely deaf  both  to  sounds  and  to  spoken  words,  he  obeys  no  order, 
and  comprehends  nothing  spoken,  though  he  pays  attention  and  at- 
tempts to  listen.  The  osseous  perception  is  likewise  abolished.  The 
autopsy  findings  confirm  this  diagnosis,  as  follows:  There  is  a  cyst 
at  the  posterior  extremity  of  the  first  temporal  in  the  right  hemis- 
phere, and  in  the  temporal  region  of  the  left  hemisphere  there  are 
five,  one  in  T^  in  the  anterior  half,  two  in  T'  middle  region,  and  a 
cyst  in  T^  There  exists  little  observation  in  regard  to  bilateral  deaf- 
ness due  to  lesions  in  T\  In  those  of  Wernicke  and  Friedlander, 
sensory  aphasia  coexisted.  The  etiological  factor  in  this  case  was 
the  presence  of  hydatid  cysts,  recognized  as  such  by  their  contents 
and  by  their  walls.  They  were  for  the  most  part  superficial  in  loca- 
tion, as  is  usually  the  case  in  cysts  of  the  brain.  They  presented  a 
certain  degree  of  symmetry;  the  temporal  lobe,  the  Rolandic  zone 
and  frontal  pole  being  involved  on  both  sides.  About  one-fourth  of 
the  parasites  were  dead.  They  had  existed  a  long  time  before  pro- 
ducing any  symptoms.  Schwab. 

The  Danger  of  Spinal  Anesthesia.    J.  V.  Shoemaker  (Journ.  Am. 

Med.  Assoc,  Nov.  24,  1900). 

The  author  in  reviewing  this  subject,  says  that  he  has  seen  a 
single  injection  give  rise  to  symptoms  of  respiratory  failure.  The  pro- 
cedure is  also  productive  of  pain.  In  order  to  avoid  this  effect.  Bier 
and  others  have  employed  Schleich's  infiltration  anesthesia  as  a  pre- 
liminary measure.  In  some  cases  chill  and  fever  have  followed  the  in- 
jection. Severe  and  long-continued  headache  is  not  uncommon.  Dis- 
tressing nausea  and  vomiting  have  also  been  excited.  Exceptionally 
staggering  gait  and  sharp  spinal  pains  were  experienced  on  the  day 
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following  the  injection.  In  some  patients  profuse  sweating,  and  in 
others  marked  debility  have  occurred.  In  certain  cases  anesthesia 
was  not  produced  by  the  operation,  therefore  great  caution  in  the 
use  of  this  method  should  be  exercised. 

Jelliffe. 

Etude  sur  l'ophthalmoplegie  congenttale  (Opthalmoplegie  Com- 
plex. (Study  of  Congenital  Opthalmoplegia).  Cabannes  and  B. 
V.  Barnefif  (Nouvelle  Iconographie  de  la  Salpetriere,  13th  Year, 
No.  6,  p.  615). 

From  a  clinical  point  of  view  congenital  paralyses  of  the  ocular 
muscles  can  be  divided  into,  (a)  Isolated  paralyses;  (b)  associated 
paralyses;  (c)  complex  paralyses.  Under  (a)  are  included  congenital 
ptosis,  congenital  strabismus;  under  (b)  combined  paralysis  of  the 
levator  and  superior  rectus,  internal  rectus  of  one  side,  external  rec- 
tus of  the  other;  congenital  ptosis  associated  with  abnormal  move- 
ment in  opening  the  jaw  where  the  eyelid  tends  to  become  elevated; 
under  (c)  formed  by  the  union  of  the  following:  ptosis,  paralysis  of 
the  superior  rectus,  paralysis  or  paresis  of  the  internal,  external,  or 
inferior  recti,  paralysis  or  paresis  of  the  oblique  (rare),  with  integri- 
ty of  the  internal  eye  muscles  (sphincter  of  the  pupil  and  ciliary  mus- 
cle). These  latter  can  be  designated  as  complex  paralyses.  The 
case:  Infant  28  months;  no  syphilis,  or  neuropathic  history  in  par- 
ents. The  child  was  born  normal,  but  the  eyes  remained  closed  for 
fifteen  days  after  birth,  when  the  eyelids  began  to  move  automatical- 
ly. It  seemed  even  then  that  one  of  the  eyelids  was  raised  sooner 
than  the  other.  At  19  months  the  parents  noticed  the  immobility  of 
the  eyeballs.  Vision  was  normal.  At  the  age  of  3  years  the  condi- 
tion was  found  to  be  the  same;  mobility  of  the  eyes  and  the  lids  did 
not  appear  to  be  improved.  An  analysis  of  the  forty  cases  found  in  lit- 
erature is  added  by  the  authors.  The  pathology  of  congenital  oph- 
thalmoplegia is  yet  unsettled  on  account  of  the  rarity  of  postmor- 
tems on  these  cases.  There  are  in  the  main  two  theories,  the  nervous 
and  the  muscular.  The  former  teaches  that  there  is  a  faulty  develop- 
ment of  the  bulbar  nuclei  which  preside  over  the  motor  nerves  of  the 
eye;  the  latter  teaches  that  tke  seat  of  the  process  is  in  the  muscles 
themselves.  The  authors  believe  in  conclusion  that  a  rarer  form  of 
congenital  ophthalmoplegia  exists  of  which  this  case  is  a  type,  and 
they  give  it  the  name  of  complex  ophthalmoplegia  (Ophthalmople- 
gic complexe).  Schwab. 

Hvpertrophie  osseuse  dans  UN  CAS  d'hemiplegie  infantile  avec 
athetose-choree  (Bony  hypertrophy  in  a  case  of  infantile  hemi- 
plegia with  athetosis-chorea).  Lannois  et  Fayolle  (Lyon  medi- 
cal, Nov.   18,  1900). 

The  introduction  of  radiography  has  enabled  the  authors  to  dern- 
onstrate  the  rare  condition  of  bony  hypertrophy  in  case  of  hemi- 
athetosis  due  to  cerebral  apoplexy  in  infancy.  A  case  had  already  been 
reported  by  Lannois  in  1898,  because  one  of  the  breasts  had  under- 
gone hypertrophy.  At  that  time  it  was  stated  that  the  pareto-atheto- 
tic  muscles  had  undergone  hypertrophy.  The  authors'  case  already 
alluded  to,  together  with  a  hemiathetotic  epileptic,  were  selected  for 
radiographic  measurement.  Both  these  cases  had  distinct  muscu- 
lar hypertrophy,  but  radiography  failed  to  reveal  any  corresponding 
changes  in  the  bones.  In  a  third  case  of  the  same  nature,  however, 
not  only  the  muscles,  but  the  bones  were  hypertrophic.     The  wrist 
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of  the  athetotic  side  measured  16  cm.  to  15  cm.  on  the  sound  side. 
Mensuration  was  confirmed  by  the  radiographic  test.  Not  only  the 
bones  of  the  carpus  but  the  lower  ends  of  the  radius  and  ulna  were 
distinctly  enlarged.  The  patient  had  ordinary  infantile  cerebral  hemi- 
plegia of  the  face  and  limbs,  followed  by  athetoso-chorea.  The  affec- 
tion was  due  to  hard  labor  and  obstetrical  intervention. 

The  authors'  conclusions  are:  This  phenomenon  may  possibly 
be  due  to  the  athetotic  movements.  But  why  then  does  it  not  always 
occur  along  with  the  muscular  hypertrophy?  Excessive  use,  besides, 
does  not  explain  the  hypertrophy  of  the  breast  in  one  of  the  cases, 
nor  the  enlargement  of  the  testicle  of  the  paralytic  side  in  a  case  of 
Bourneville's.    The  cause  must  be  trophic.  Clark. 

ZWEI   BEMERKENSWERTHE  FaLLE    VON    ErKRANKUNG   DER   NeRVEN  AUS 

DEM  Plexus  Sacrolumbalis  (Two  unusual  Cases  of  Disease  of 
the  Sacrolumbar  Plexus).  F.  Hartman  (Jahrbiicher  fiir  Psychia- 
tric und  Neurologic,  19th  Vol.,  1900,  p.  471). 

Case  I.  An  injury  to  the  nerve  plexus  of  the  lower  extremity 
by  means  of  a  stab  wound  through  the  ischiaticuu  majus 
without  other  serious  injury  to  the  pelvic  organs.  There  resulted 
from  this  a  total  paralysis  of  the  left  leg,  with  corresponding  loss  of 
sensation.  The  total  paralysis  indicated  a  lesion  of  the  ischiatic, 
crural,  and  obturator  nerves.  In  studies  upon  the  cadaver  it  is  ap- 
parent that  the  lesion  must  have  been  in  the  region  where  the  roots 
of  the  ischiatic  come  together,  that  is  in  the  sacral  plexus  in  the  re- 
gion where  the  fibers  which  go  to  make  up  the  ischiatic  are  situated. 
The  third  and  fourth  sacral  roots  escaped.  The  obturator  in  its 
course  through  the  pelvis  and  the  crural,  to  the  linea  innominata, 
are  injured,  and  by  the  same  mechanical  lesion  the  muscle  iliopsoas, 
the  glutei  and  pyriform.  Diagnosis:  Neuritis  of  the  ischiatic,  obtu- 
rator and  crural  nerves. 

Case  II.  A  man  50  years  old,  noticed  for  the  past  year  a  small 
spot  on  the  thigh  which  felt  dead,  no  pain.  Shortly  after  this  continu- 
ous pain  in  this  region  was  felt,  as  also  in  the  small  of  the  back,  on 
slight  exertion.  Decrease  in  size  of  the  left  upper  leg.  Cremaster  reflex 
right  lively,  left  absent.  Gluteal  reflex  present.  Patellar  reflex  right 
slightly  increased,  left  absent.  The  extensors  of  the  knee  joint  are 
paretic.  Flexion  of  the  hip  joint  weaker  than  normal.  Abduction 
of  the  leg  normal.  Adduction  weak.  Rotation  not  changed.  Elec- 
trical examination  shows  moderate  R.  D.  In  this  case  there  is  a 
group  of  symptoms  which  results  from  some  injury  of  the  territory 
supplied  by  the  crural,  obturator  and  external  spermatic  nerves.  The 
seat  of  the  disease  is  taken  to  be  in  the  lower  plexus,  the  first  four 
roots  being  involved.  Iliopsoas,  sartorius.  and  abdominal  muscles 
(I  and  II),  quadriceps,  adductors,  pronators  (III  and  IV),  cremas- 
ter reflex  (I-III),  plantar  reflex  (II-IV),  skin  over  pubes.  anterior 
aspect  of  scrotum  (II-IV).  external  side  of  the  hip  (II),  anterior  and 
inner  side  of  the  hip  (III),  inside  of  foot  (IV).  A  condition  of  de- 
generative neuritis  was  present  in  this  case,  the  possible  etiological 
factors  being  diabetes  and  alcohol,  though  the  strictly  unilateral  dis- 
tribution of  the  process  would  not  favor  either  of  these  assumptions. 

Schwab. 

KlINISCHE  und    PATHOLOGI3CH-ANATOMISCHE   UnTERSUCHUNGEN   UBER 

DIE  uncomplicirten,  traumatischen  Ruckenmarkserkrank- 
ungen    (Clinical  and    Anatomico-pathological    Investigations  on 
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Uncomplicated,  Traumatic  Spinal  Cord  Affections).  F.  Hart- 
man  (Jahrbiicher  fiir  Psychiatrie  und  Neurologic,  Vol.  19,  1900, 
p.  380). 

A  very  careful  study  of  this  most  complicated  question,  in  an  ab- 
stract only  a  few  of  the  more  important  points  can  be  brought  out. 
'J  he  author  bases  his  study  upon  the  theory  that  every  force  which 
acts  upon  the  bony  framework  of  the  central  nervous  system  must 
be  followed  by  changes  in  the  inclosed  structures.  In  the  spinal 
cord,  as  in  the  brain,  the  symptoms  following  trauma  must  be  divided 
into  the  curable  and  the  incurable,  and  the  pathological  conditions 
into  temporary  and  permanent  anatomical  changes.  The  rapid  ap- 
pearance and  disappearance  of  symptoms  is  regarded  by  Kocher  as 
typical  of  commotio  cerebri.  This  is  also  the  case  in  spinal  cord 
trauma,  but  a  pure  commotio  spinalis  is  much  more  difficult  to  find 
than  a  commotio  cerebri.  This  difference  is  easily  appreciated 
when  the  elastic  completely  inclosing  skullcap  and  the  segmentary 
structure  of  the  spinal  cord  with  its  many  bony  openings  are  com- 
pared.    In  the  latter  a  trauma  can  act  to  much  better  advantage. 

Case  I.  A  typical  example  of  the  much-discussed  term  commo- 
tio spinalis  following  a  fall  on  the  neck  after  which,  without  any  se- 
vere signs  of  commotio  cerebri,  symptoms  appeared  which  could 
only  be  interpreted  as  depending  upon  disturbances  of  the  func- 
tions of  the  medulla  and  cord,  the  areas  of  distribution  of  these 
symptoms  depending  upon  the  spinal  nerves  arising  from  it.  The 
following  cases  are  discussed  as  being  those  of  uncomplicated,  di- 
rect traumatic  diseases  of  the  cord.  Case  I.  Contusion  of  the  spinal 
column,  spondylitis  traumatica,  mild  transverse  disease  of  the  mid- 
dorsal  region  of  the  cord.  Case  II.  Contusion  of  the  spinal  column, 
spondylitis  traumatica,  transverse  lesion  of  the  fifth  lumbar  segment, 
with  possible  Brown-Sequard  symptoms.  Case  III.  Fall  upon  the 
buttocks,  contusion  of  the  spinal  cohtmn,  unilateral  lesion  of  the 
tenth  dorsal  segment.  Case  IV.  Contusion  of  the  spinal  column, 
partial  lesion  of  the  fifth  cervical  segment,  with  small  disseminated 
foci  in  the  lower  cervical  cord  (indirect  cord  lesion).  Case  V. 
Contusion  of  the  spinal  column,  central  disease,  especially  of  the  mo- 
tor territory  of  the  eighth  cervical  and  first  dorsal  segments  (indirect 
cord  lesion).  Case  VI.  Contusion  of  the  spinal  column,  partial  lesion 
of  the  sixth  and  seventh  cervical  segments  and  their  roots,  severe 
root  disease  of  the  lumbar  cord  (disseminated  diseased  foci  in  the 
medulla  spinalis  without  primary  or  secondary  hemorrhages.  Case 
VII.  Contusion  of  the  spinal  column,  central  disease  of  the  cord 
in  upper  portion  of  the  spinal  column,  severe  transverse  lesion  in  re- 
gion of  the  fifth  cervical  segment.  These  cases  are  all  carefully  de- 
scribed and  the  post-mortem  examinations,  both  macro-  and  micro- 
scopical are  carefully  noted.  The  following  are  some  of  the  clinical 
and  pathological  conclusions.  We  divide  traumatic  diseases  of  the 
cord  into  complicated  (direct,  accompanied  by  spinal  column  disease), 
and  uncomplicated.  The  uncomplicated  variety  is  divided  into  direct 
traumatic,  in  which  the  disease  of  the  cord  follows  the  trauma  imme- 
diately, and  into  indirect  traumatic,  in  which  the  trauma  forms  the 
starting  point  for  the  development  of  a  chronic  cord  disease  later. 
In  this  group  the  author  includes  poliomyelitis  anterior  chronica 
(Erb),  sclerosis,  gliosis,  sclerogliosis,  and  syringomyelia  of  trauma- 
tic origin.  In  respect  to  the  mechanics  of  the  spinal  cord  injury  we 
distinguish  a  direct  and  an  indirect  form.  The  latter  depends  upon 
the  influence  of  the  peculiar  structure  of  the  spinal  column,  and  we 
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believe  that  we  have  found  in  this  fact  a  reason  for  the  greater  fre- 
quency of  traumatic  diseases  of  the  cervical  cord  than  elsewhere.  Ac- 
cording to  our  opinion,  we  are  not  in  a  position  to  determine  from  the 
clinical  picture  of  a  spinal  cord  trauma  the  definite  pathological  pro- 
cess which  underlies  it.  The  primary  degeneration  is  divided  into  a 
lymphogenous  and  an  ischemic  form.  The  pathological  changes  in 
the  meninges  are  divided  into  hemorrhages,  scar-tissue  formation, 
shrinking  and  adhesive  meningitis.  The  lymphatic  apparatus  into 
lymph  infiltration,  degeneration,  cavity  formation;  vascular  system 
into  a  primary  and  secondary  hemorrhage,  hyperemia,  endothelial 
growth,  change  of  the  adventitia  into  embryonic  tissue  with  regener- 
ative function,  pure  periarteritis  and  arteritis;  Glia  tissue  into  moder- 
ate proliferation;  Nervous  tissue  into  primary  mechanical  destruc- 
tion, lymphogenous  and  ischemic  degeneration  (primary  necrosis). 
Root  diseases  and  cell  changes  are  often  found  at  a  distance  from  the 
location  of  the  lesion.  Schwab. 


RePERTO    ANATOMO-PATOLOGICO    DI    UN    CASO    DI    EPILESSIA    CON     MIO- 

CLONiA  (Report  of  Autopsy  of  a  Case  of  Epilepsy  with  Myoclo- 
nus). Rossi  and  Gonzales  (Annali  di  Nevrologia,  Vol.  xviii.  No. 
iv). 

The  authors  refer  to  the  three  cases  reported  in  this  journal  in 
1899  by  Verga  and  Gonzales,  in  which  epilepsy  and  myoclonus  were 
associated.  The  first  case  reported  by  these  authors  having  died,  the 
present  writers  secured  the  opportunity  for  an  autopsy  including 
histological  studies.  (But  one  or  two  pathological  studies  are  on 
record.)  The  history  of  the  patient  is  briefly  recapitulated  as  fol- 
lows: Carlo  B.,  single,  entered  Milan  Provincial  Insane  Asylum  in 
1894  when  2>^  years  of  age,  for  epileptic  insanity,  for  which  he  had 
been  treated  on  several  prior  occasions  at  the  Ospedale  Maggiori. 
The  epilepsy  began  when  the  patient  was  seven  years  old.  His  fam- 
ily history  was  very  bad;  his  father  demented,  mother  eclamptic,  one 
brother  and  two  sisters  epileptic.  Toward  the  age  of  20,  patient 
had  added  to  his  epilepsy  the  phenomena  of  myoclonus,  which  be- 
came more  and  more  frequent,  and  was  accompanied  at  times  by  vio- 
lent maniacal  agitation.  Upon  admission,  patient  was  seen  to  have 
notable  facial  asymmetry,  but  no  other  anomalies.  His  epileptic  at- 
tacks did  not  exceed  one  a  month.  The  phenomena  of  myoclonus 
were  seen  to  be  present  in  the  limbs  and  face,  especially  the  frontal 
muscles,  the  head  being  moved  backward  and  sidewise,  the  shoul- 
ders suddenly  elevated  and  depressed,  the  arms  and  legs  elevated  and 
abducted.  The  patient  had  to  keep  his  bed  on  account  of  the  dan- 
ger of  falling,  and  was  unable  to  feed  himself  properly.  His  mental 
condition  became  worse,  and  from  a  mild  disposition  he  developed  in 
the  last  few  months  of  life  an  irascibility  and  impetuosity,  with  hal- 
lucinations. The  myoclonus  became  worse  and  worse,  nutrition 
failed,  finally  pleurisy  developed  with  a  high  degree  of  effusion,  the 
patient  dying  in  March,  1900.  An  autopsy  was  held  March  27,  1900, 
the  day  after  death.  Dr.  Verga  was  responsible  for  the  macrosco- 
pic and  Dr.  Gonzales  for  the  microscopic  findings.  External  ap- 
pearances: emaciated;  rigor  mortis  only  in  the  right  lower  extrem- 
ity; slate  colored  macules  on  trunk  (inferior  external  aspect  of  tho- 
rax). Head  irregular  in  shape.  Thorax  right  pleural  sac  filled  with 
bloody  serum.    Lung  on  that  side  compressed.    The  left  lung  showed 
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old  pleuritic  adhesions.  A  small  amount  of  fluid  in  pericardium. 
Heart  of  normal  size.  No  evidences  of  atheroma  of  aorta  or  coron- 
aries.  Valves  all  normal.  Abdomen:  viscera  normal.  Brain:  cranial 
bones  thicker  than  normal;  no  traces  of  sutures;  two  depressions 
by  the  side  of  the  sagittal  line  in  front.  Right  half  of  cranium  has 
less  capacity  than  the  left.  When  the  dura  was  incised  a  clear  se- 
rum escaped;  the  dura  was  thickened;  arachnoid  and  pia  pallid  and 
infiltrated  with  serum.  Pia  readily  came  away  from  cortex  beneath. 
No  atheroma  of  Sylvian  artery  or  other  vessels.  The  brain  sub- 
stance was  pale,  and  of  normal  consistency.  Nothing  abnormal  was 
discovered  in  the  nerve  centers  as  far  as  the  naked  eye  appearances 
are  concerned.  The  microscopic  findings  are  as  follows:  the  dendri- 
tes showed  a  rosary-like  series  of  swellings,  varicosities.  The  fibers 
in  the  white  substance  also  exhibited  varicosities  and  atrophy.  The 
neuroglia  was  in  general  atrophic.  In  the  cerebellum  the  pigment 
in  the  nerve  cells  was  much  diminished.  In  the  cord,  the  ganglionic 
elements  exhibited  a  breaking  up  of  the  pigment.  This  chromatoly- 
sis  was  marked  in  all  the  cells  of  the  medulla.  The  entire  nervous 
system  whether  encephalon,  spinal  cord,  peripheral  nerves,  etc., 
showed  the  same  type  of  degeneration.  This  degeneration  was  based 
upon  the  anemic  condition  of  the  brain,  especially  in  the  Rolandic 
region  and  foot  of  the  third  frontal  convolution  on  both  sides,  in 
v/hich  regions  the  epileptogenous   zone   appears  to   be   seated. 

Clark. 

EiN  Fall  von  traumatischer  Spatapoplexie  (A  Case  of  late  Trau- 
matic Apoplexy)  J.  Mazurkiewicz  (Jahrbiicher  fiir  Psychiatric 
und  Neurologic,  Vol.  xix,  19th  Year,  p.  551). 
Case  of  a  man  who  received  a  trauma  from  a  fall.  No  symptoms 
followed  immediately  upon  the  accident.  A  few  weeks  later  the  pa- 
tient fell  again.  Following  this  there  developed  headaches,  somno- 
lence, speech  disturbance,  paralysis.  An  examination  made  five  days 
after  the  second  fall  showed  no  paresis,  ataxia,  or  sensory  disturb- 
ance. No  mental  involvement.  The  speech  however  was  monoton- 
ous and  heavy.  There  developed  in  the  course  of  a  week  aphasia 
with,  however,  a  complete  comprehension  of  words,  difficulty  in 
deglutition,  and  gradually  increasing  right-sided  paralysis  with  spas- 
tic condition  of  lower  extremities.  Under  increasing  stupor  and 
inability  to  take  nourishment,  the  patient  died.  Autopsy:  Left  later- 
al ventricle  is  full  of  blood  originating  from  a  hemorrhagic  focus 
in  the  thalamus  opticus,  which  had  broken  through  into  the  ventricle. 
Third  ventricle  also  contained  fluid  blood.  Hehorrhagic  focus  in  left 
side  of  pons.  These  findings  are  typical  of  late  apoplexy  and  con- 
firm the  opinion  of  Michel  that  the  site  of  predilection  in  late  trau- 
matic apoplexy  is  first  the  base  of  the  brain,  then  the  walls  of  the 
lateral  ventricle,  the  aqueduct  of  Sylvius  and  the  fourth  ventricle. 
^J  he  diagnosis  of  this  condition  can  be  very  difficult,  even  impossible, 
especially  when  the  clinical  history  cannot  be  obtained.  Tumor,  ab- 
scess, encephalitis  are  of  differential  diagnostic  importance.  When 
symptoms  pointing  to  a  break  into  the  ventricles  are  present  a  lum- 
bar puncture  may  show  the  presence  of  a  hemorrhagic  fluid,  as 
was  found  in  this  case.  Schwab. 

ToxiciTE  DE  LA  SUEUR  DES  EPiLEPTiQUES  (Toxicity  of  the  Sweat  of 
Epileptics),  Mairet  and  Ardin-Delteil  (Soc.  de  Biol.  Dec.  14, 
1900). 
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These  authors  have  recently  studied  the  toxicity  of  the  normal 
sweat  and  have  repeated  the  experiments  with  epileptic  sweat.  In 
the  first  series  of  ten  cases  the  epileptic  sweat  exhibited  no  diflfer- 
ence  in  comparison  with  normal  sweat,  save  that  the  digestive  tube 
was  more  affected  than  in  the  latter  case,  while  the  urine  was  also 
more  frequently  voided.  Fatalities  were  not  more  commonly  pro- 
duced. In  a  second  series,  however,  the  epileptic  sweat  proved  fatal 
in  every  one  of  eight  cases,  and  in  as  small  amounts  as  137  c.  c,  151 
c.  c,  etc.  It  was  exceptional,  however,  for  convulsions  to  develop. 
The  autopsy  findings  showed  much  inconstancy.  To  explain  such 
radical  differences  in  results  in  these  two  groups  of  cases,  the  authors 
state  that  in  the  first  series,  the  sweat  used  was  interparoxysmal, 
while  in  the  second  series  it  was  taken  either  at  the  onset  of  the  at- 
tack or  very  soon  afterward. 

To  sum  up,  the  interparoxysmal  sweat  is  normal  sweat,  and  the 
paroxysmal  sweat  is  toxic  and  lethal  in  action.  The  toxicity  is  soon 
lost  after  the  attack.  This  toxic  property  of  sweat  is  genuine  and  not 
due  to  want  of  isotony  with  the  blood  serum  of  the  rabbit.  For  that 
matter,  the  isotony  is  often  almost  perfect.  Thus  freezing  point  of 
the  naroxysmal  sweat  runs  from  40  to  56,  while  the  interparoxysmal 
sweat  is  about  40. 

Referring  to  the  prior  article  by  these  authors  on  the  normal 
sweat  (Compes  Rend.  Soc.  de  Biol.,  Nov.  23,  1900),  a  description  for 
their  method  of  collecting  the  sweat-  is  given.  The  patient  is  placed 
in  a  coffin-shaped  oven,  his  head  alone  being  outside  of  the  appara- 
tus. The  latter  is  heated  by  a  current  of  hot  air;  the  skin  was 
previously  ascepticised.  The  sweat  during  the  baking  process  ran 
down  into  a  trough  whence  it  gravitated  to  a  sterile  collecting  ves- 
sel. In  some  cases  the  authors  collected  as  much  as  800  c.  cm.  of 
sweat  from  a  single  individual.  Clark. 

Unfall  und  Epilepsie  (Epilepsy  and  Accident  ).     F.  Bahr   (Mon- 

atssch.  f.  Unfallheilkunde,  Oct.  15,  1900). 

The  literature  of  traumatic  epilepsy  of  peripheral  origin  is  a  mea- 
ger one.  Cases  are  confined  almost  wholly  to  the  results  of  direct  in- 
jury to  the  skull  and  brain.  There  is  hardly  anything  on  the  subject 
of  epilepsy  as  a  result  of  peripheral  wounds.  In  the  Franco-German 
war,  out  of  77,461  wounded  (not  including  cases  which  resulted  fa- 
tally) there  were  17  cases  of  traumatic  reflex  epilepsy.  Despite  this 
infrequency  the  author  believes  it  well  to  call  attention  to  the  sub- 
ject. He  has  been  able  to  get  notes  of  three  cases  in  which  an  un- 
mistakeable  connection  can  be  shown  between  accident  and  epilepsy. 

Case  I.  Male,  aged  44:  his  history  negative.  He  wrenched  his 
right  shoulder  while  carrying  a  drain  pipe.  The  clavicle  of  the  same 
side  also  was  fractured;  the  whole  right  half  of  thorax  was  sensitive. 
Traumatic  hemoptysis.  After  his  injuries  had  healed,  he  comnlained 
of  spells  of  forgetfulness.  unconsciousness,  vertigo,  etc.  About  a 
year  after  the  injury,  he  developed  typical  epileptic  attacks.  Case  II. 
Male,  aged  44;  history  before  injury  was  quite  negative.  His  ac- 
cident consisted  of  a  fall  which  apparently  caused  a  contusion  of  the 
lung.  He  became  subject  to  epileptic  attacks.  Case  III.  Male,  aged 
56;  his  history  was  negative;  he  had  a  fall  from  a  ladder.  He  devel- 
oped epileptic  attacks  which  appeared  to  be  called  forth  by  injury  to 
the  left  lower  extremity. 

All  these  cases  were  in  middle-aged  men;  it  is  rare  for  epilepsy 
to  begin  after  the  age  of  20  years.     The  coincidence  is  a  much  more 
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plausible  explanation  than  a  reflex  epilepsy  of  traumatic  peripheral 
origin,  cases  of  which  occur  much  less  frequently  the  more  careful- 
ly epilepsy  is  studied.  Clark. 

PATHOLOGY. 

Pathology  of  Herpes  Zoster.     C.  Head  and  P.  Campbell  (Brain, 

Autumn  Number,  1900). 

These  authors  have  made  an  extensive  series  of  observations  on 
the  pathology  of  herpes  zoster,  founded  on  cases  where  the  patient 
died  at  various  periods  subsequently.  The  acute  changes  found  in 
the  posterior  root  ganglion  of  the  nerve  supplying  the  affected  area 
of  the  skin,  consist  of  (i)  an  extensive  acute  inflammation  with  the 
exudation  of  small  round  deeply-staining  cells;  (2)  extravasation  of 
blood;  (3)  destruction  of  ganglion  cells  and  flbers;  (4)  inflammation 
of  the  sheath  of  the  ganglion.  If  severe,  such  a  condition  leaves  a 
scar  in  that  part  of  the  ganglion  aflfected  and  leads  to  thickening  of 
the  sheath  above  the  affected  area.  On  the  other  hand  if  the  erup- 
tion has  not  been  severe,  all  traces  of  the  inflammation 
present  in  the  acute  stage  may  pass  away,  leaving  the  gan- 
glion apparently  normal.  The  changes  in  the  posterior  nerve  root 
corresponded  to  the  results  which  might  have  been  expected  from 
the  lesion  of  the  ganglion;  they  consisted  of  an  acute  degeneration 
followed  by  a  greater  or  less  amount  of  secondary  sclerosis  accord- 
ing to  the  severity  of  the  acute  destruction.  The  anterior  root  was 
in  all  cases  normal.  In  the  mixed  peripheral  nerves  degeneration 
likewise  occurs  and  can  be  traced  right  up  to  the  fine  twigs  which 
pass  into  the  skin  to  supply  the  area  over  which  the  eruption  is  dis- 
tributed. The  time  relations  of  the  degeneration  and  subsequent 
sclerosis  to  the  eruption  was  the  same  in  the  peripheral  nerve  and 
the  posterior  root.  The  degeneration  in  the  posterior  roots  can  be 
traced  into  the  posterior  columns  of  the  spinal  cord.  Where  the  erup- 
tion extends  on  to  the  arm  the  degenerated  fibers  can  be  followed 
in  the  cord  from  the  root  zone  to  the  postero-external  column,  and 
by  this  path  up  to  the  nucleus  cuneatus.  Where  the  eruption  is  on 
the  leg  the  field  of  degeneration  passes  into  the  postero-median  col- 
umn. The  posterior  roots  in  the  dorsal  region,  containing  as  they 
do  afferent  fibers  from  the  trunk,  consist  mainly  of  short  fibers  which 
do  not  not  form  a  part  of  either  the  postero-internal  or  the  postero- 
external columns  in  the  cervical  region  of  the  spinal  cord,  but  run 
up  in  the  root  zone  adjacent  to  the  posterior  horn,  get  less  in  num- 
ber as  they  ascend  and  disannear  in  a  variable  (6  to  16)  number  of 
segments.  Thus  the  long  fibers  which  form  the  postero-internal  and 
postero-external  columns  in  the  cervical  region  come  almost  ex- 
clusively from  the  leg  and  arm  respectively.  Zoster  of  the  branches 
of  the  trigeminal  is  associated  with  a  similar  lesion  in  the  Gasserian 
ganglion  to  that  found  in  the  posterior  root  ganglia  in  cases  of  zos- 
ter of  the  trunk  and  limbs.  This  lesion  causes  secondary  degenera- 
tion in  the  sensory  root  of  the  Gasserian  ganglion  both  in  its  extra- 
and  intra-medullary  course.  Zoster  in  all  respects  resembling  that 
arising  spontaneously  may  be  produced  by  implication  .of  a  poster- 
ior root  ganglion  in  inflammatory  processes  secondary  to  malignant 
disease,  tubercle,  or  injury. 

Sections  through  an  unbroken  vesicle  of  herpes  zoster  show  a 
cavity,  the  floor  of  which  is  formed  of  naked  papillae  which  are  in  a 
condition   of  profound  inflammation   and  are   infiltrated   with    small 
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round  cells  which  stain  deeply.  The  cavity  of  the  vesicle  is  filled  with 
fluid  which  contains  broken-down  epithelial  cells  of  all  sizes  and 
shapes,  and  small  round  cells.  No  sign  of  micro-organisms  either  in 
the  vesicle  or  its  surroundings  can  be  found.  The  lymphatic  glands 
enlarge  and  frequently  become  tender,  and  are  found  on  section  to 
be  in  a  condition  of  inflammation  and  are  free  from  micro-organisms. 
Thus  there  is  the  curious  fact  that  a  collection  of  inflamed  vesicles 
containing  a  sterile  fluid  gives  rise  to  enlargement  and  inflammation 
of  the  lymphatic  glands  which  also  show  no  sign  of  bacterial  invas- 
ion. 

Herpes  zoster  must  be  considered  an  acute  specific  disease  of  the 
nervous  system,  in  which  th-e  febrile  period  lasts  from  three  to  five 
days.  The  rash  may  appear  a  few  hours  after  the  onset  of  the  di- 
sease, or  may  tarry  till  the  fall  of  temperature.  As  in  the  case  of 
other  specific  diseases  second  attacks  are  very  uncommon.  An  ex- 
actly analogous  disease  is  acute  anterior  poliomyelitis,  which  simi- 
larly begins  with  malaise  and  fever  lasting  from  three  days  to  a  week, 
and  at  a  variable  time  during  this  febrile  period  paralysis  is  noted. 
Again,  the  pathological  anatomy  of  acute  anterior  poliomyelitis  is 
exactly  similar  to  that  of  the  posterior  root  ganglion  in  herpes  zos- 
ter. Herpes  zoster  might  justly  be  spoken  of  as  acute  posterior 
poliomyelitis.  The  changes  in  the  posterior  root  ganglion  consist 
of  an  acute  interstitial  inflammation  accompanied  by  necrosis  of  the 
ganglion  cells.  Of  the  nature  of  the  agent  which  is  responsible  for 
this  we  are  completely  igrnorant.  This  agent  commonly  attacks  one 
ganglion  only.  The  ganglion  most  commonly  affected  are  those 
which  receive  afferent  impulses  from  the  viscera  through  the  white 
ramus  of  the  sympathetic,  and  which  (anatomically)  contain  a  pre- 
ponderance of  the  smaller  type  of  ganglion  cells  that  give  rise  to 
the  shorter  fibers  of  the  posterior  columns.  These  smaller  cells  among 
other  functions  probably  subserve  those  of  pain,  for  the  long  tracts 
of  the  posterior  columns  do  not  conduct  pain  impre3sions.  Hence 
the  intense  pain  which  accompanies  an  attack  of  zoster.  The  erup- 
tion is  probably  produced  not  by  disturbance  of  special  trophic 
nerves,  but  by  irritation  of  cells  in  the  ganglion  which  subserve  the 
function  of  pain,  and  more  particularly  that  form  of  pain  produced 
by  afferent  visceral  impulses.  Jelliffe. 

PSYCHIATRY. 

Beitrag  zur  Dementia  Paralytica  beim  weiblichen  Geschlecht 
(General  Paresis  in  Women).  Jahrmarker  (Allg.  Zeitschrift  fiir 
Psychiatric,  1901,  Iviii,  i,  s.  i). 

The  author  gives  the  results  of  his  study  of  54  cases  of  paralytic 
dementia  in  women,  from  the  Marburg  Psychiatric  Clinic,  and  comes 
to  the  following  conclusions.  The  proportion  of  female  to  male  pa- 
retics in  the  district  from  which  his  material  came  was  about  i  to  7> 
figures  midway  between  the  extremes  given.  The  number  of  cases 
of  paresis  is  increasing,  in  females  slightly  more  rapidly  than  in 
males.  Women  of  the  working  classes  were  chiefly  affected.  Priva- 
tion and  care  played  a  great  role  and  in  about  one-third  of  the  cases 
syphilis  was  pretty  certain,  while  in  a  considerable  number  of  the 
remaining  patients,  there  was  reason  to  suspect  it.  Hereditary  pre- 
disposition was  frequent.  The  majority  of  the  patients  were  on  ad- 
mission between  40  and  45,  the  average  age  being  43%  years.  Alter- 
ation of  the  menses  apart  from  that  due  to  age,  was  present  in 
nearly  all  cases,  but  the  influence  of  the  climacteric  did  not  appear 
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to  have  the  importance  attributed  to  it,  by  Krafift-Ebing  and  oth- 
ers. Potus  was  present  in  but  six  cases.  The  course  of  the  disease 
did  not  differ  from  that  generally  described,  euphoria  being  usually 
present,  while  excitement  and  expansive  delusions,  though  not  in- 
frequent, did  not  reach  the  height  common  in  men.  The  average  du- 
ration of  the  disease  was  2  years  and  6  months.  Earlier  beginning, 
shorter  duration  and  altered  course  of  the  disease  was  not  evident 
in  the  cases  studied.  Allen. 

De  l'anesthesie  hysterique  (son  mechanisme  psychique),  (Hys- 
terical Anesthesia — Its  Psychical  Mechanism).  Prof.  Bernheim 
de  Nancy).  (Revue  de  Medicine,  ;«ist  Year,  No.  3,  March  10, 
1901,  p.   193). 

This  article  is  an  interesting  discussion  of  hysterical  anesthesia, 
"based  upon  the  author's  well-known  theory,  the  chief  elements  of 
which  are  that  hysterical  anesthesia  is  purely  psychical,  that  the  sen- 
sation is  perceived  but  is  neutralized  by  the  brain  and  creates  what 
the  author  has  called  a  negative  illusion.  The  striking  similarity  be- 
tween an  anesthesia  produced  by  hypnotic  suggestions  and  one  hys- 
terical in  character  led  Bernheim  to  accept  for  them  a  common  ex- 
j>lanation.  It  has  been  demonstrated  that  in  hysterical  anesthesia, 
jas  well  as  in  suggested  anesthesia,  sensations  reach  the 
cortical  nerve  cells  and  enter  into  the  domain  of  con- 
rsciousness.  The  sensation  is  perceived  in  consciousness,  nev- 
ertheless the  patient  shows  no  evidence  of  having  perceived  it 
and  has  no  knowledge  of  it  as  a  conscious  phenomenon.  This  seem- 
ingly apparent  paradox  is  explained  by  the  assumption  of  an  amne- 
sia, which  is  superimposed  upon  the  perception.  In  this  way  its  real- 
ity is  destroyed  and  a  negative  illusion  is  produced.  In  speaking  of 
amnesia,  the  author  says  that  the  memory  of  the  sensation  is  not 
abolished  but  it  has  merely  disappeared  from  the  field  of  conscious- 
ness, becoming  subconscious  or  latent.  The  conclusions  arrived  at 
in  this  study  are  the  following:  i.  Hysterical  anesthesia  is  purely 
psychical.  Its  characteristics  are  those  of  an  anesthesia  produced  by 
suggestion.  2.  It  is  much  less  frequent  than  is  commonly  believed. 
It  is  developed  or  made  complete  often  in  an  artificial  way,  by  inti- 
mation or  unconscious  medical  suggestion.  3,  It  is  always  amenable 
to  psycho-therapy  but  is  often  difficult  to  influence  by  reason  of  the 
auto-suggestive  resistance  of  the  subject.  4.  It  can  have  an  organ- 
ic origin,  as  a  peripheral  or  central  constriction  or  vasomotor  paraly- 
sis, and  can  be  retained  by  auto-suggestion  when  the  vascular  dis- 
turbance has  disappeared.  5.  The  hemianesthesia  of  organic  central 
origin,  due  to  a  lesion  affecting  the  sensory  tract,  can  remain  after 
the  lesion  and  be  retained  by  auto-suggestion.  6.  The  sensory  im- 
pressions in  psychical  anesthesia  are  perceived  and  are  conscious 
ones,  but  the  mind,  influenced  by  the  idea  of  anesthesia,  causes  an 
inhibition  and  effaces  the  sensation  as  soon  as  it  is  perceived,  thus 
producing  amnesia.  Schwab. 

THERAPY. 

La  dose  suffisante  de  bromure  et  le  signe  de  la  pupille  dans  le 
traitement  de  l'epilepsie  (The  Sufficient  Dose  of  Bromide  and 
the  Pupillary  Sign  in  the  Treatment  of  Epilepsy).  Gilles  de  la 
Tourette  (La  Semaine  Med.,  Oct.  3,  1900). 

Believing  bromides  to  be  the  best  if  not  the  only  treatment  for 
epilepsy,  the  author  directs  all  his  energies  to  studying  the  refine- 
ment of  its  administration. 
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In  the  first  place,  in  a  case  of  moderate  severity,  the  patient 
should  take  bromides  for  2,  2%,  and  even  3  years.  The  epileptic 
ought  to  be  treated  at  home,  under  the  charge  of  some  one  devoted 
to  his  interests.  This  attendant  should  take  notes  of  all  attacks,  ver- 
tigoes and  "absences,"  and  should  also  keep  a  record  of  all  the  medi- 
cines taken. 

Inexperienced  physicians  have  a  way  of  interrupting  the  course 
of  bromides  at  intervals,  for  fear  of  "producing  accummulations." 
of  bromides  at  intervals,  for  fear  of  "producing  accumulations." 
should  be  taken  during  menstruation,  and  even  during  pregnancy, 
should  that  condition  ever  supervene.  But  during  an  attack  of  fever, 
if  well  marked,  the  medicine  may  be  suspended  for  a  brief  interval. 
In  common  with  his  teacher,  Charcot,  the  author  prefers  the  bromide 
of  postassium  to  any  single  remedy,  but  as  a  rule  employs  the  tribro- 
mide  mixture.  R.  Pot.  brom.  40  gm..  Sod.  brom.,  Amon.  brom., 
Sod.  benz.,  aa  12  gm.,  Water  1000  c.  c.  M.  He  has  this  remedy  ad- 
ministered in  a  soup  spoon  holding  15  c.  c.  or  better  still  in  a  cylin- 
drical glass  so  graduated  as  to  hold  one  soup  spoon  at  the  upper  lim- 
it of  graduation.  Half  this  quantity  may  be  given,  but  there  are  no 
further  subdivisions.  The  remedy  must  be  given  at  convenient  hours. 
When  the  attacks  come  on  irregularly  and  cannot  be  definitely  fore- 
told, the  daily  dose  of  bromide  mixture  should  be  divided  into  two 
portions,  for  morning  and  evening  respectively.  But  when  the  at- 
tack is  expected  at  a  certain  moment,  at  least  two-thirds  of  the  daily 
dose  are  given,  two  hours  before  the  looked-for  outbreak.  Noctur- 
nal attacks  belong  under  this  head. 

Benzoate  of  soda  is  used  in  connection  with  bromides  as  an  in- 
testinal antiseptic.  After  extensive  deliberation  the  author  has  chos- 
en this  drug  in  preference  to  various  others,  because  it  is  well  toler- 
ated by  the  stomach,  intestines,  kidneys,  etc. 

Fixation  of  the  dose  of  bromides  is  of  prime  importance.  In- 
formation as  to  whether  or  not  the  patient  has  ever  taken  bromides 
before  should  be  determined;  the  state  of  the  renal  excretion  should 
be  inquired  into  to  ascertain  if  the  kidney  will  be  equal  to  eliminating 
the  drug.  Children  bear  a  larger  dose  of  bromide  per  kilo  of  weight 
than  do  adults.  If  the  dose  is  too  small,  it  is  insufficient  to  relieve;  if 
too  large  it  provokes  intolerance.  When  the  sufficient  dose  is  reach- 
ed it  must  also  be  maintained.  Age  has  more  to  do  with  fixing  the 
dose  than  the  number  of  attacks.  Some  patients  respond  to  the 
action  of  the  bromides  much  more  rapidly  than  others.  The  limits 
of  tolerance  should  be  manifested  in  certain  ways  short  of  intoxica- 
tion. As  the  bromides  abolish  hyperexcitability,  the  first  overaction 
should  aflfect  the  reflexes  and  produce  retardation.  The  author  thinks 
that  justice  has  never  been  done  to  this  conception,  and  that  certain 
phenomena  of  this  sort  have  never  even  been  described.  The  pupil 
of  the  eye  in  a  patient  who  is  tolerating  the  bromides,  is  moderately 
dilated.  As  the  remedy  is  pushed  the  dilation  is  increased  until  fin- 
ally there  is  a  sluggishness  of  accommodation,  and  the  pupil  fails  to 
contract  in  the  presence  of  light.  In  other  words,  permanent  dila- 
lation  and  sluggish  reaction  to  light  and  accommodation  constitute 
the  "sign  of  the  pupil"  which  proves  the  patient  is  becoming  satur- 
ated with  bromides.  Through  information  furnished  by  this  sign  the 
author  has  been  able  to  learn  that  certain  patients  were  not  taking 
their  bromides  as  ordered,  for  according  to  the  amount  ordered,  in- 
tolerance should  have  arrived.  The  author  discusses  the  various 
phenomena  of  bromism.  Among  other  symptoms  he  speaks  of  the 
"bromide  cough,"  which  is  dry  and  fatiguing  and  not  accompanied 
by  expectoration.  There  is  a  sense  of  burning  and  irritation  in  the 
larynx  due  to  the  depressed  secretory  activity  in  which  the  entire 
bodily  secretion  participates.  Clark. 
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ZuR  Behandlung  der  Epilepsie  MIT  Bromipin  (Treatment  of  Epi- 
lepsy with  Bromipin,  io%  sol.  of  Bromine  in  Ol.  Sesamum).  Lo- 
renz  (Wien.  klin.  Wochen.,  Nov.  i,  1900). 

Lorenz  gives  in  detail  the  histories  of  18  male  and  16  female  epi- 
leptics when  under  the  bromipin  treatment.  In  not  a  single  one  of 
these  cases  did  there  occur  any  unpleasant  collateral  action  of  the 
drug,  and  especially  no  gastro-intestinal  disturbance  or  anorexia. 
During  the  monthly  weighing  of  the  patients  a  gain  was  the  rule. 
Five  of  the  34  lost  weight,  7  held  their  own,  and  all  the  others  gained. 
Some  of  the  patients  took  the  remedy  with  pleasure  and  none  with 
repugnance.  As  a  rule  it  was  given  in  liquid  form,  only  a  few  pa- 
tients taking  it  in  capsules.  Bromipin  was  well  borne  as  a  rule,  but 
iti  a  few  patients  it  produced  confusion,  excitement,  etc.,  for  a  short 
time  only.  In  these  cases  bromipin  was  then  given  secretly,  mixed 
with  food.  Before  the  bromipin  treatment  was  actually  begun,  the 
patients  were  given  no  form  of  medicine  whatever  for  a  period  of 
two  weeks,  in  order  to  obtain  a  definite  idea  of  the  therapeutic  pow- 
er of  the  remedy.  During  this  period,  eleven  of  the  patients  had 
their  attacks  increased  in  number  and  severity.  The  dose  of  bromi- 
pin varied  greatly  in  the  individual  case.  In  some  patients  the  at- 
tempt was  made  to  determine  the  minimum  sufficient  dose.  In  gen- 
eral, the  daily  amount  varied  from  10  to  20  gm.  equal  to  from  1.75  gm. 
to  3.50  gm.  of  sodium  bromide.  The  available  dose  in  the  author's 
experience  varies  from  20  gm.  to  30  gm.,  equal  to  3.5-5.25  gm.  bro- 
mide sodium.  Thirteen  patients  showed  a  distinct  improvement  over 
previous  results  during  the  entire  period  of  treatment.  One  patient 
showed  an  actual  increase  in  the  number  of  his  attacks.  The  other 
patients  showed  no  improvement  over  other  methods  of  treatment. 
In  three  cases  major  attacks  remained  unchanged,  while  the  at- 
tacks of  petit  mal  were  increased  in  number.  The  improvement  in 
the  general  condition,  was  on  a  par  with  that  obtained  in  the  epilep- 
tic state.  The  bromic  acne  caused  by  former  treatment  disappeared 
completely  under  the  bromipin  in  five  cases,  while  in  sixteen  others  a 
decided  improvement  was  apparent.  Having  previously  made  a  trial 
of  the  Flechsig  method,  the  author  is  able  to  state  positively  that 
bromipin  gives  much  better  results.  Clark. 


IRotee  an&  IRewe* 


A  BILL  has  been  introduced  into  the  Florida  Legislature  asking  for 
a  repeal  of  the  recently-enacted  insanity  divorce  law. 

Dr.  Carl  Laufenauer,  Professor  of  Psychiatry  in  the  Universi- 
ty of  Buda  Pest,  has  just  died  at  the  age  of  sixty-five. 

Dr.  Charles  W.  Page,  Superintendent  of  the  Connecticut  Hos- 
pital for  the  Insane,  at  Middltown,  Connecticut,  has  resigned. 

Dr.  H.  C.  Rutter,  Manager  and  Superintendent  of  the  Ohio 
Hospital  for  Epileptics  at  Gallopolis,  O.,  has  resigned  and  taken  up 
private  practice  at  Columbus,  O. 

Dr.  Pearce  Baily,  of  New  York,  has  been  appointed  a  member 
of  the  Board  of  Managers  of  the  Craig  Colony  for  Epileptics,  in 
place  of  Dr.  Frederick  Peterson,  resigned. 

Dr.  Miles  D.  Baker  has  been  appointed  first  assistant  at  the 
Illinois  Southern  Hospital  for  the  Insane  at  Anna,  and  Dr.  David 
R.  Sanders,  Jonesboro,  physician  to  the  Annex. 

i 

Dr.  W.  a.  Stoker,  formerly  Superintendent  of  the  Southern 
Hospital  for  the  Insane  at  Anna.  111.,  has  been  appointed  Superin- 
tendent of  the  Indiana  Southern  Hospital  at  Evansville,  Ind. 

Professor  Hyspolyte  Gosse,  of  Geneva,  has  just  died.  He  was 
appointed  to  the  chair  of  Forensic  Medicine  in  the  University  of 
Geneva  in  1875,  which  position  he  retained  until  the  day  of  his  death. 

The  new  medical  laboratories  of  the  University  of  Pennsyl- 
vania are  to  be  unexcelled  in  arrangement  and  equipment.  One  of 
the  buildings  will  contain  laboratories  devoted  to  comparative,  neu- 
rological and  surgical  pathology. 

A  NEW  JOURNAL  OF  MENTAL  SCIENCE,  entitled  The  Journal  of  Men- 
tal Pathology,  edited  by  Dr.  Louise  G.  Robinovitch,  of  New  York,  has 
just  made  its  appearance.  A  number  of  distinguished  neurologists 
in  this  country  and  abroad  are  staff  contributors. 

Dr.  J.  B.  Learned,  of  Northampton,  Mass.,  has  offered  a  prize 
of  $100  for  the  best  essay  upon  some  method  of  inducing  sleep  in 
insomnia  without  the  use  of  drugs.  Representative  men  of  scientific 
medicine  are  to  be  judges  of  the  competition. 

The  State  Commission  of  Lunacy  has  approved  of  plans  for  a 
new  group  of  buildings  at  the  Rochester  State  Hospital,  to  cost  about 
$230,000.  These  buildings  will  afford  accommodation  for  about  500 
additional  patients,  thus  doubling  the  present  capacity  of  the  institu- 
tion. 

Camillo  Golgi,  Professor  of  General  Pathology  in  the  Univer- 
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sity  of  Pavia,  has  been  unanimously  invited  by  the  medical  faculty  of 
the  University  of  Turin,  to  fill  Dr.  Bizzozero's  vacant  chair.  His 
v/ork  in  histology  of  the  nervous  system,  his  reputation  as  Bizzo- 
zero's most  distinguished  pupil,  were  high  recommendations  for  the 
position. 

In  Japan  in  1883,  the  last  year  of  the  old  system  of  diet,  there  were 
1236  cases  of  beri-beri  out  of  a  force  of  5,346  men  in  the  navy,  or  a 
ratio  of  231  per  1,000  of  force;  the  deaths  from  the  disease  being 
49.  In  1898  16  out  of  a  total  of  18,426  men  were  afifected,  the  mortal- 
ity being  but  one.  A  revised  dietary  has  practically  driven  beri-beri 
out  of  the  Japanese  navy. 

Dr.  Livingston  S.  Hinckley  resigned  the  Superintendency  of 
the  Essex  County  Hospital  for  the  Insane  in  Newark,  New  Jersey,  to 
enter  upon  private  practice  in  Newark,  and  Dr.  Daniel  M.  Diel,  for- 
merly Chairman  of  the  Committee  on  Hospitals  of  the  Board  of 
Freeholders  of  Essex  County,  N.  J.,  has  been  appointed  in  his  place. 

Minnesota  claims  very  restricted  facilities  for  the  care  of  her 
epileptics.  Apart  from  145  patients  in  the  hospitals  for  the  insane, 
and  167  in  the  school  for  feeble-minded  at  Faribault,  no  provision  is 
made  for  this  class  of  sufferers.  Arrangements  have  been  made  for 
the  separate  care  of  150  epileptics  at  the  Faribault  school. 

The  seventh  annual  report  of  the  Craig  Colony  for  Epileptics 
at  Sonyea,  New  York,  shows  that  845  patients  have  been  admitted 
to  this  institution  since  its  opening  on  February  i,  1896,  of  which 
number  612  remain.  With  the  completion  of  buildings  now  under 
construction,  the  Colony  will  have  a  capacity  of  840  beds.  The  eco- 
nomical and  industrial  features  of  the  Colony  plan  in  the  care  and 
treatment  of  this  class  are  described  at  careful  length,  and  an  ear- 
nest plea  is  made  for  additional  facilities  to  care  for  the  large  class 
of  applicants  still  waiting  admission.  A  special  report  embracing 
clinical  and  pathological  work  of  the  Colony  stafif  is  in  preparation. 

A  NEW  BUILDING  which  will  accommodate  about  450  additional 
patients  has  just  been  opened  at  the  New  Jersey  State  Hospital  for 
the  Insane  at  Morris  Plains.  This  building  also  contains  extensive 
and  thoroughly  equipped  laboratories  for  neurological  research. 

The  Board  of  Managers  of  the  State  Hospital  for  the  Insane  at 
St.  Joseph,  Mo.,  have  requested  funds  for  the  accommodation  of  the 
tuberculous  insane  and  other  infectious  diseases,  and  a  reception  or 
psychopathic  hospital  for  the  insane. 

The  Superintendent  of  the  Eastern  Indiana  Hospital  for  the 
Insane,  states  that  25%  of  the  mortality  among  its  inmates  is  due  to 
tuberculosis.  All  the  acute  and  curable  insane  of  the  hospital  district 
are  under  treatment,  a  condition  not  before  known  in  the  history  of 
State  care  of  the  Insane  in  Indiana.  It  is  proposed  to  make  future 
extension  of  the  institution  upon  the  cottage  or  colony  system. 

The  bill  appropriating  $250,000  for  the  construction  of  an  insti- 
tution to  be  managed  exclusively  by  homeopaths,  has  been  reported 
favorably  in  the  Pennsylvania  Legislature. 
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A  CASE  OF   PERIPHERAL  PSEUDO-TABES  WITH   EXAG- 
GERATED  REFLEXES.     AUTOPSY   AND    MICROSCOP- 
ICAL EXAMINATION    SHOWING    DEGENERATION 
OF  THE    PERIPHERAL    NERVES    AND    NO  LE-      . 
SIONS  OF  THE  SPINAL  CORD.* 

By  Charles  K.  Mills,  M.D. 

The  term  pseudo-tabes  has  been  applied  to  a  variety  of 
spinal  and  neural  affections  with  symptoms  closely  simulating 
those  of  true  tabes  spinalis — to  forms  of  spinal  meningitis,  or 
meningo-myelitis  chiefly  affecting  the  dorsal  aspects  of  the 
cord,  or  involving  the  dorsal  roots ;  to  neuritis  or  degenera- 
tion of  the  nerve  trunks,  or  the  nerve  endings  in  skin  or  mus- 
cle. The  symptoms  in  these  cases  of  pseudo-tabes  simulate 
closely  or  incompletely  those  of  true  tabes.  The  syndrome 
usually  includes  all,  or  a  majority,  of  such  symptoms  as  neural- 
gic or  lightning  pains, anesthesias, incoordination, bladder  dis- 
turbances andJost  knee-jerks,  and  if  the  sciatic  distribution  is 
affected,  lost  Achilles  jerk.  More  or  less  marked  atrophy 
may  also  be  present.  In  a  majority  of  cases  the  disease  can 
be  traced  to  some  toxemia  or  infection,  as  to  alcohol,  ar- 

*Paper  read  before  the  American  Neurological  Association, 
Boston,  June,  190L 
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senic,  lead,  diabetes,  or  syphilis.  The  clinical  diagnosis  be- 
tween these  different  affections  and  true  tabes  is  made  by  a 
close  study  of  etiology,  of  previous  history,  and  of  the  pro- 
gress of  the  case,  and  is  much  helped  by  attention  to  a  few 
symptoms  which  are  usually  absent  in  the  one  case  and  pres- 
ent in  the  other.  The  iritic  reflexes,  for  instance,  are  not  com- 
m.only  affected  in  pseudo-tabetic  cases,  and  in  these  cases 
also  bladder  symptoms  may  not  play  so  important  a  role. 
The  pains  in  the  pseudo-tabetic  are  not  always  of  the  same 
character  as  those  in  true  tabes.  One  symptom,  lost  knee- 
jerk,  is  commonly  present  in  all  types  of  cases,  at  least  when 
the  lower  extremities  and  the  parts  of  the  nervous  system 
related  to  them  are  affected.  If  it  were  not  for  this  fact  some 
of  the  cases  would  bear  almost  as  strong  a  resemblance  to 
ataxic  paraplegia  or  combined  sclerosis  as  to  dorsal  tabes. 
In  a  case  observed  by  me  in  the  Philadelphia  Hospital,  and 
of  which  a  condensed  report  follows,  the  symptoms  present 
were  such  as  to  incline  me  to  regard  the  case  either  as  one  of 
ataxic  paraplegia  or  of  irregular  or  incomplete  tabes  (incom- 
plete in  the  chnical  sense),  the  term  irregular  tabes  being 
used  here  to  designate  those  cases  in  which  the  symptoms 
point  to  disease  both  of  the  dorsal  and  lateral  columns,  the 
lesions  however  predominating  in  the  former.  True  tabetic 
phenomena  such  as  shooting  pains  and  ataxia  were  present, 
but  the  patient  had  also  exaggerated  knee-jerks  and  other 
phenomena  which  seemed  to  point  to  implication  of  the  lat- 
eral columns,  or  at  least  of  the  pyramidal  tracts.  During 
the  short  time  that  the  patient  was  under  observation  the 
case  would  most  probably  have  been  regarded  by  others,  as 
it  was  by  me,  as  one  of  irregular  tabes  or  of  the  form  of  atax- 
ic paraplegia  in  which  tabetic  phenomena  predominate.  I  had 
the  opportunity  of  making  an  autopsy  in  this  case,  and  Dr. 
William  G.  Spiller  has  carefully  examined  microscopically 
the  spinal  cord,  specimens  of  peripheral  nerves,  and  of 
muscle,  with  the  unexpected  result  of  finding  that  the  spinal 
roots  at  all  levels  and  the  cord  at  all  levels,  except  some  of 
the  cell-bodies  of  the  ventral  horns,  were  free  from  disease, 
but  marked  degeneration  was  present  in  the  most  distal  por- 
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tions  of  the  nerve  trunks  and  in  the  small  nerve  bundles  with- 
in the  muscles  examined.  Some  degenerative  changes  in 
the  muscles  were  also  present.  Following  is  the  report  of 
the  case : — 

J.  M.,  75  years  old,  was  admitted  to  the  Philadelphia  Hos- 
pital in  1897,  having  had  good  health  until  twelve  years  be- 
fore this  time,  when  he  began  to  have  attacks  of  pain  in  the 
back  which  he  attributed  to  cold,  wet  and  over-exertion.  Six 
years  before  admission  to  the  hospital  he  began  to  show 
weakness  in  his  right  leg,  which  increased,  the  left  also  be- 
coming affected.  Two  years  later  ataxia  of  station  became 
prominent,  and  a  year  later  he  had  to  use  a  cane  in  walking, 
and  at  about  the  same  time  dull  aching  and  at  times  shooting 
pains  in  the  legs  occurred.  Later,  but  at  a  time  not  exactly 
recorded,  he  had  trouble  in  holding  his  urine.  Special  notes 
of  his  condition  were  made  in  June,  1898.  Tactile  and  pain 
senses  were  normal ;  temperature  sense  uncertain,  especially 
ac  tops  of  feet  and  outsides  of  thighs.  Station  and  gait 
showed  incoordination.  The  upper  as  well  as  the  lower  ex- 
tremities were  markedly  ataxic.  The  knee-jerks  were  plus ; 
patellar  clonus  absent;  ankle-clonus  absent;  biceps-jerk  and 
jaw-jerk ,  plantar,  cremasteric  and  abdominal  reflexes 
present.  The  patient  made  no  complaints  of  paresthesia  of 
the  feet  or  other  parts.  Additional  examination  and  notes 
were  made  in  May,  1899,  which  practically  agreed  with  those 
above  recorded  except  that  the  ataxia  had  become  more 
marked  in  both  legs  and  arms ;  the  left  pupil  responded  to 
light,  accommodation  and  convergence ;  the  right  pupil  did 
not  react  to  light,  and  but  poorly  to  accommodation  and  con- 
vergence. The  following  notes  were  made  July  10,  1899.  The 
patient  is  a  rather  poorly-nourished  man  of  average  height; 
his  face  is  dull  and  stupid;  tongue  is  coated  and  protrudes 
without  tremor ;  eyes  are  half  closed  most  of  the  time ;  extra- 
ocular movement  fairly  good.  The  left  pupil  reacts  to  light, 
in  accommodation  and  convergence ;  the  right  pupil  has  little 
or  no  reaction.  The  musculature  of  the  extremities  is  fairly 
well  preserved,  no  wasting  being  detected ;  both  legs  and  arms 
incline  to  a  condition  of  spasticity.  Station  was  markedly 
ataxic,  the  patient  tending  to  fall  unless  supported ;  his  gait 
also  was  ataxic.  His  arms  were  ataxic,  with  spastic  rigidity. 
The  grip  was  fairly  good  in  both  hands.  Knee-jerks  were 
plus ;  quadriceps-jerks  present ;  patellar-clonus  and  ankle-clo- 
nus ,  cremasteric  and  plantar  reflexes  absent ;  biceps-jerks 
plus ;  Sinkler's  toe-jerk  prese/it.    The  patient's  mental  condi- 
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tion  precluded  any  satisfactory  examination  as  to  sensation, 
but  tactile  and  pain  senses  seemed  to  be  retarded  in  both  legs. 
The  patient  died  August  31,  1899,  the  physical  signs  and  in- 
vestigations made  some  time  previous  to  death  showing  prob- 
able nephritis  with  cardiac  degeneration,  valvular  disease 
and  eventual  pulmonary  edema. 


Fig.  I.  The  upper  drawing  represents  degenerated  muscle  from 
the  sole  of  the  left  foot.  A,  group  of  degenerated  muscular  fibers. 
The  lower  drawing  represents  degenerated  nerve  fibers  from  the  sole 
of  the  left  foot. 


Dr.  Wm.  G.  Spiller  reports  as  follows  regarding  his  find- 
ings in  the  case :  The  spinal  cord  in  the  cervical,  thoracic,  and 
lumbar  regions  is  almost  normal.  Some  of  the  small  vessels 
of  the  pia  have  walls  of  hyaline  appearance  when  stained  with 
carmine,  and  occasionally  a  sligljt  round-cell  infiltration  about 


PERIPHERAL  PSEUDO-TABES.  439 

the  vessels  may  be  found  within  the  spinal  cord,  but  these  are 
unimportant  findings  and  do  not  explain  the  symptoms.  The 
nerve  cell-bodies  of  the  anterior  horns  in  the  cervical  and 
lumbar  regions  are  not  fully  normal,  as  in  some  the  chromo- 
philic  elements  in  the  center  of  the  cell-body  have  become 
granular,  and  in  some  the  nuclei  are  displaced.  Many  of  the 
cell-bodies  are  deeply  pigmented,  but  the  alteration  of  the 
nerve  cell-bodies  on  the  whole  is  not  very  intense.  The  ven- 
tral and  dorsal  roots  everywhere  are  normal.  Marchi 
preparations  of  sections  from  the  lumbar  region  reveal  noth- 
ing abnormal.  Sections  from  the  left  sciatic  nerve  appear  to 
be  normal.  The  left  internal  plantar  nerve  is  much  degener- 
ated, and  muscle  from  the  sole  of  the  left  foot  contains  many 
bundles  of  atrophied  muscular  fibers.  The  nerve  bundles 
within  the  muscular  tissue  are  also  much  degenerated.  The 
case  is  one  of  degeneration  of  the  peripheral  ends  of  nerve 
fibers  with  some  degeneration  of  the  muscles. 


A  STUDY  OF  THE  INSANITIES  OF  ADOLESCENCE.^ 
By  Wm.   Pickett,   A.M.,   M.D., 

REGISTRAR   TO   THE   NERVOUS   DEPARTMENT,   FORMERLY    FIRST   ASSISTANT 

PHYSICIAN   IN   THE   DEPARTMENT   FOR   THE    MALE   INSANE, 

PHILADELPHIA   HOSPITAL. 

In  two  periods  of  residence  at  the  Philadelphia  Hospital — 
the  first  beginning  in  the  spring  of  1896 — about  2,000  male 
insane  patients  came  under  my  observation,  of  which  num- 
ber nearly  400  were  between  15  and  30  years  of  age  on  ad- 
mission ;  and  I  have  chosen,  somewhat  arbitrarily,  for  this 
paper,  the  cases  within  these  age  limits. 

It  seemed  best  to  leave  out  of  this  list,  however,  those 
cases  which  were  admitted  before  the  days  of  improved  his- 
tory-taking introduced  by  the  Physician-in-chief,  D.  E. 
Hughes ;  and  so  I  have  actually  on  my  list  344  of  these  young 
men. 

Of  this  number  again,  43  were  epileptics,  12  were  imbe- 
ciles, 4  paretics,  and  one  a  case  of  acute  delirium.  Omitting 
these  we  have  to  consider  the  cases  of  284  young  men  whose 
histories  and  symptoms  compose  the  accompanying  table 
(No.  I.).    Their  ages  are  shown  in  Chart  I. 

It  will  be  seen  by  this  table  that  a  personal  history  of  al- 
coholism was  obtained  in  44  cases ;  yet  most  of  these  were 
probably  moderate  drinkers,  and  few  showed  the  clinical 
picture  of  any  of  the  ordinary  alcoholic  insanities  (see  Table 
II,  and  Chart  II,).  Indeed,  the  vulnerability  to  alcohol  in 
these  patients  was  striking,  and  often  called  to  mind  the 
well-known  teaching  that  intolerance  of  cerebral-excitants 
is  a  trait  of  the  degenerate.  What  relations  have  the  doc- 
trines of  degeneration  with  our  present  subject?  Esquirol 
recognized  the  tendency  of  hereditary  insanities  to  appear  at 
puberty  and  in  adolescence ;  and  Morel,  more  definitely 
pointed  out  that  at  this  period  degeneration  reveals  itself. 

In  192  cases  of  my  series,  reasonably  full  histories  were 
obtained,  and  a  summary  of  them  shows  insanity,  grave  ner- 

^Read  before  the  Philadelphia  Neurological  Society,  December 
17,  1900. 
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Chart  No.  I.  284  cases,  comprising  all  patients  between  15  and 
30  years  of  age  on  admission,  who  were  not  plainly  imbecile,  epilep- 
tic or  paretic. 

The  figures  at  the  bottom  represent  the  ages;  those  at  the  side, 
the  number  of  cases. 
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vous  disease,  phthisis  or  other  diseases  commonly  regarded 
as  degenerative  in  the  famihes  of  more  than  three-fourths — -a 
high  percentage  for  the  Philadelphia  Hospital,  where  it  is 
harder  to  obtain  correct  family  histories  than  in  the  insti- 
tutions over  which  our  distinguished  seniors.  Dr.  Chapin  and 
Dr.  Chase,  preside.  Doubtless,  many  of  these  young  men 
were  degenerates ;  in  addition  to  this  bad  heredity,  various 
anatomical  marks  of  it  were  common,  but  unfortunately  we 
made  no  systematic  study  of  them. 

As  students  of  Magnan  we  may  point  to  the  obsessions — 
much  more  frequent  than  our  table  shows — embracing  in 
them  part  of  the  hypochondriacs  who  were  more  obsessed 
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Chart  No.  II,     Patients  with  history  of  alcoholism,  44  in  number. 
The  figures  at  the  bottom  represent  the  ages;  those  at  the  side, 
the  number  of  cases. 

than  melancholy,  and  we  may  say,  "Here  are  the  'psychic 
stigmata  of  degeneration."  We  may  dwell  upon  the  fre- 
quency of  erotic  and  religious  delusions  and  of  sexual  per- 
version, upon  the  rapidity  of  onset  and  decline  of  delusional 
excitement  in  many  cases,  upon  the  multiformity  of  delusions 
often  seen  and  their  bizarre  character,  upon  the  speedy  de- 
mentia which  closes  the  histories  of  so  many  of  these  unfor- 
tunates ;  and  we  may  conclude  that  many  of  them,  perhaps 
most,  are  degenerates.  But  as  to  obsessions — these  psychic 
stigmata — are  they  not  rather  actual  insanities,  disorders  of 
will,  as  Regis  has  it,  on  a  basis  of  neurasthenia  ?    Coming  and 
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going  with  the  state  of  nervous  health  they  are  stigmata  only 
as  insanity  itself  is  a  stigma :  to  serve  as  a  real  test  of  degen- 
eracy, a  stigma  must  be  permanent.  And  as  to  the  other 
clinical  symptoms  mentioned,  they  suggest  degeneration,  but 
as  Toulouse  wisely  remarks,  "To  construct  this  nosological 
group  out  of  clinical  characters  is  begging  the  question." 

It  would  seem  that  only  by  close  anatomical  study  on  a 
•large  scale  with  classification  of  stigmata,  can  degeneration 
obtain  a  useful  clinical  significance.  The  theory  of  degenera- 
tion is  useful  if  we  keep  it  simple,  and  think  of  it  mainly  as 
related  to  heredity.  That  was  Morel's  idea  of  degeneration, 
let  us  cleave  to  that;  for  when,  following  the  later  French 
writers,  we  attempt  to  use  it  as  a  basis  of  classification  and 
say  that  mania,  melancholia,  circular  insanity  and  chronic  de- 
lusional are  not  degenerative  psychoses  while  the  others  are, 
we  begin  to  lose  faith  in  the  whole  matter. 

Nor  does  it  help  any  to  widen  Morel's  conception  and 
include,  as  Bouchereau,  Ballet  and  others  have  done,  a  great 
number  of  acquired  degenerative  causes,  for  then  the  delir- 
ium of  typhoid  fever  becomes  the  archtype  of  an  acute  de- 
generative psychosis,  and  general  paralysis  a  type  of  chron- 
ic degenerative  psychosis.  It  may  be  that,  as  Toulouse  holds, 
the  degenerate  with  typhoid  is  more  prone  to  mental  disturb- 
ance from  his  fever;  or  that,  as  D.  E.  Hughes  believes,  the 
degenerate  with  syphilis  is  more  liable  to  paresis  than  is  one 
not  degenerate  ;  but  in  these  instances  the  degeneration  which 
is  most  significant  for  us  is  not  the  cloudy  swelling  in  the 
one  case,  nor  the  parasyphilitic  change  in  the  other,  but  a 
more  intimate  and  hitherto  entirely  elusive  alteration  which 
is  merely  disclosed — not  caused — by  chance  poisons,  as  those 
of  infectious  disease.  It  is  important  not  to  confuse  these  two 
uses  of  the  word  "degeneration" — one  being  proper  to  psy- 
chiatry, the  other  to  pathological  anatomy.  Probably,  as 
Morel  said,  "Insanity  is  in  most  cases  a  state  of  degenera- 
tion ;"  or  rather,  as  Joffroy  puts  it,  "to  be  insane,  the  patient 
must  be  degenerate." 

We  come  then  to  the  old  question:  How  shall  we  classi- 
fy our  cases  ?    Wille,  in  his  excellent  book  on  the  "Insanities 


446  WM.  PICKETT,  A.M.  M.D, 

of  the  Puberty-age,"  divides  his  cases  in  the  old  way  into 
what  Magnan  calls  the  ''simple  elements  of  insanity" — man- 
ia, melancholia,  circular  insanity  and  so  on,  and  concludes 
that  there  is  no  insanity  peculiar  to  puberty,  but  only  "puber- 
ty-modified" insanity. 

When  we  read  Wille's  book  we  feel  that  the  author  re- 
gards mania,  melancholia,  etc.,  as  fundamental  in  the  way 
that  the  simple  elements  in  chemistry  are  fundamental,  or  the 
bones  and  ligaments  in  anatomy.  This  is  right  in  teaching, 
but  in  the  philosophic  study  of  psychiatry  it  is  wrong;  and 
so  when  Morselli — to  whom  psychiatry  owes  as  much  as  to 
any  single  author — when  Morselli  tells  us  that  hypochondria- 
sis is  a  "distinct  clinical  entity,"  we  point  to  a  row  of  cases 
ranging  from  downright  melancholia  to  pure  obsession — all 
hypochondriacs — and  doubt  the  correctness  of  this  state- 
ment; so  when  the  Germans  insist  upon  acute  paranoia  we 
answer  that  clinically  acute  paranoia  helps  us  little.  There 
is  no  boundary  we  admit,  between  mania  and  paranoia,  but 
the  prognosis  in  the  border-land  cases  is  that  of  mania  or  of 
paranoia  according  as  excitement  or  delusion  dominates  the 
picture.    There  is  no  prognosis  of  acute  paranoia  per  se. 

And  prognosis  should  be  our  guide.  It  is  only  through 
its  prognosis  that  general  paralysis  has  become  the  one  un- 
questioned clinical  form ;  and  it  was  on  this  basis  that  Kahl- 
baum  first  proposed  katatonia  as  a  clinical  type — a  basis 
which  is,  to  use  his  words,  "the  possibility  of  constructing  the 
subsequent  course  of  the  disease  and  its  further  development, 
not  only  as  to  life  and  health,  but  in  individual  cases  also  to 
predict  the  manifold  phases  of  the  clinical  picture." 

From  the  standpoint  of  prognosis,  then,  what  are  the  "pu- 
berty-modifications" of  insanity?  We  may  safely  say,  in  the 
first  place,  a  tendency  to  dementia.  It  seems  to  have  been  in 
this  very  connection  that  Morel  first  used  the  term  preco- 
cious dementia  (demence  precoce).  The  theory  is,  as  Charles 
K.  Mills  states  it,  that  with  many  individuals  the  potentiality 
of  life,  mentally,  is  early  exhausted.  Of  the  cases  in  my  ser- 
ies less  than  one-fourth  left  the  hospital  restored,  and  many 
of  these  "restored  cases"  probably  continued  "psychic  crip- 
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pies."  On  the  average  two-thirds  of  the  insane  men  at  the 
Philadelphia  Hospital  between  15  and  30  years  of  age  become 
chronic  dements  or  die  of  intercurrent  disease.  Clinically 
this  is  an  all-important  fact,  justifying  in  itself  a  separate  con- 
sideration of  the  insanities  of  puberty;  and  when  we  apply 
clinical  tests  we  apply  the  only  tests  that  hitherto  have  borne 
fruit  in  psychiatry.  With  Kraepelin,  then,  we  may  claim  spe- 
cial consideration  for  many  of  our  cases,  on  the  clinical 
ground  of  prognosis  : — Dementia  Praecox. 

To  make  this  ground  sure  for  our  study  I  have 
selected  from  my  series  58  cases  (Tables  III.,  IV.,  and  V., 
and  Chart  III.),  in  which  a  clear  family  and  personal  his- 
tory was  obtained ;  in  which  there  was  no  suspicion  of  alco- 
holism or  other  adventitious  or  diathetic  cause  for  insanity, 
and  in  which  hopeless  dementia  came  on  rapidly — many  be- 
ing at  present  in  the  actual  Blodsinn  of  the  Germans — and  I 
have  tabulated  these  cases  by  themselves. 

Following  still  the  clinical  method  which  was  indicated 
for  this  group  of  cases  by  Kahlbaum,  who  said  to  "group  by 
the  most  frequently-occurring  symptom,"  we  light  upon  two 
important  symptoms ;  first,  delusion,  second  catalepsy. 

Paranoiac-delusional  phases  of  a  fantastic  sort  are  ex- 
ceedingly common,  almost  the  rule,  in  these  cases ;  sugges- 
tions of  catalepsy,  too,  are  common,  but  in  some  cases  the 
delusions  or  the  catalepsy  so  dominate  the  clinical-picture 
that  I  have,  following  the  Germans,  separated  them  under 
the  heads  of  dementia  paranoides  and  dementia  katatonica. 
I  am  aware  that  katatonia  is  not  even  mentioned  in  such  re- 
cent text-books  on  insanity  as  Ballet's  among  the  French,  or 
Berkley's  in  our  own  country;  and  nothing  but  real  convic- 
tion of  its  importance  has  led  me  to  present  again  this  well- 
worn  "katatonia-question." 

Some  time  ago  I  was  escorting  Dr.  Chalmers  Da  Costa 
through  the  insane  wards  at  the  Philadelphia  Hospital  when 
he  exclaimed,  "Do  you  believe  in  katatonia?"  at  the  same 
time  stepping  up  to  a  patient  who  had  been  in  the  hospital 
but  a  few  weeks,  and  who  was  not  by  any  means  completely 
cataleptic.  What  Dr.  Da  Costa  recognised  in  him  was,  I 
think,  the  katatonic  manner,  which  is  distinctive. 
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The  classic  picture  drawn  by  Kahlbaum  has  been  Uttle 
altered  in  the  twenty-six  years  that  have  elapsed  since  it 
first  appeared;  the  bent  body,  the  stiffened  arms  and  legs,  the 
wrinkled  brow  and  downcast  eyes,  the  stubborn  silence  and 
negativism,  the  wasting  and  the  vasomotor  disturbance,  the 
stereotyped  ways  of  doing  things,  with  verbigeration,  the 
isolated  convulsions,  and  the  unforeseen,  sudden  impulses  to 
violence. 
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Chart  No.  III.  58  dements.  Varieties  indicated  as  follows: 
Katatonia  by  cross-hatching:  paranoia  by  stippling:  hebepherenia  by 
solid  black.  The  figures  ai  the  bottom  represent  the  ages;  those  at 
the  side,  the  number  of  cases. 

Brosius  alone  has  improved  it  at  one  point.  The  kata- 
tonic  excitement,  Brosius  said,  is  not  as  Kahlbaum  believed, 
a  simple  mania;  the  Ideenfliicht,  the  changing  ideas,  the 
lively  mood  of  true  mania,  are  absent.  The  katatonic  mania 
is  a  monotonous  flow  of  words  and  phrases,  often  repeated ; 
the  manner  is  dramatic  or  pathetic,  and  bodily  restlessness 
is  not  marked. 

It  seems  likely  that  katatonia  has  lost  advocates  through 
a  too  rigid  definition  copied  from  Kahlbaum's  original  arti- 
cle. This  definition  does  mention  the  cycle  of  melancholia, 
mania,  stupor,  confusion,  and  dementia,  with  "spasm"  (cata- 
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lepsy) ;  but  this  is  misleading  without  some  Hght  from  the 
text  of  the  monograph — "an  especially  pathetic  manner  with 
a  stiff  body-posture  in  a  melancholy  patient,"  says  the  au- 
thor, ''is  almost  sufficient  for  the  diagnosis." 

Perhaps  a  false  impression  is  made,  too,  by  the  bad  prog- 
nosis given  by  later  German  writers.  To  Kahlbaum  the  prog- 
nosis was  in  many  cases  good,  and  that  is  certainly  true.  In 
this  regard  a  parallel  may  be  drawn  between  the  katatonic 
and  the  paranoiac  states  at  this  period  of  Hfe,  each  being  of 
serious  import  according  as  its  specific  traits  are  deeply  im- 
pressed upon  the  case ;  in  the  milder  forms  of  each,  recovery 
is  possible. 

Perhaps  the  parallel  goes  deeper  than  this,  and  katatonia 
is  at  bottom  a  peculiar  psycho-motor  reaction  to  persecutory 
delusions,  as  the  exalted  delusion  in  paranoia  is  a  psychic  re- 
action to  such  delusions.  Kahlbaum  remarked  that  kataton- 
ics  are  generally  of  a  "soft  temperament,  quiet  and  gentle," 
an  observation  which  holds  true  for  our  patients.  Schiile 
says  there  is  a  "hysterical"  ground  in  them,  evidently  mean- 
ing hysterical  in  a  broad  general  sense.  In  our  cases  perse- 
cutory delusions  were  common,  a  persecutory  mood,  so  to 
speak,  was  always  present. 

On  these  postulates,  a  theory  might  be  based  that :  given 
a  persecutory  delusion  in  an  adolescent,  the  patient  will  react 
to  it  in  the  form  of  egoistic  delusion  or  in  the  form  of  kata- 
tonia, according  as  his  temperament  is  egoistic  and  assertive, 
or  soft  and  hysterical.  It  will  be  noticed  in  Chart  III  that 
the  paranoiacs  are  rather  older  than  the  rest,  an  observation 
which  coincides  with  one  recorded  years  ago  by  Bevan  Lew- 
is, who,  speaking  of  the  insanities  of  adolescence,  says  "the 
delusional  cases  are  older  than  merely  maniacal  ones."  This 
fact  may  be  made  to  harmonize  with  our  theory  by  assuming 
that  age  braces  the  hysterical  temperament  and  increases  the 
assertiveness  of  the  individual;  so  that  one  who  at  sixteen 
sinks  into  catalepsy  under  a  burden  of  imagined  troubles, 
would,  if  he  had  escaped  until  he  reached  the  age  of  thirty, 
have  risen  above  his  persecutions  in  the  form  of  egoistic  de- 
lusions, solely  on  account  of  the  change  in  temperament 
wrought  by  mature  age. 
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Such  a  conception  would  explain  the  frequent  coincidence 
of  katatonic  and  paranoiac  manifestations  in  the  same  pa- 
tient, which  was  noted  by  Kahlbaum,  and  has  been  dwelt  up- 
on by  Kiernan,  Spitzka  and  many  others  since;  such  cases 
representing  two  reactions  to  the  persecutory  delusion — one 
psychic  (egoistic  delusion),  the  other  psycho-motor  (kata- 
tonia).  This  conception  helps  to  explain  the  gravity  of  cat- 
alepsy as  well ;  for  if  its  basis  be  always  persecutory,  then 
it  must  always  be  psychic,  catalepsy  being  the  outward  sign 
of  profound  mental  impressions.  Schiile's  idea  that  it  is 
sometimes  purely  motor  is  hard  to  reconcile  with  clinical 
facts. 

In  the  series  of  cases  marked  by  egoistic  delusion  there 
is  a  considerable  variety  of  types,  ranging  from  those  which 
border  on  acute  mania,  to  those  which  are  almost  worthy  to 
be  classed  as  typical  paranoia.  Most  of  them  belong  to 
Magnan's  group  of  systematized  delusion  of  the  degenerate, 
and  some  to  that  indefinite  form  of  Sander:  "paranoia  or- 
iginaria,"  which  is  only  a  chip  from  the  block  of  degenera- 
tion which  the  French  have  been  hewing  for  two  genera- 
tions ;  a  few  would  be  called  by  certain  authors  "acute  para- 
noia ;"  others  are  examples  of  what  Kraepelin  formerly  called 
"Phantastische  Paranoia."  But  they  have  these  characters  in 
common :  more  or  less  abrupt  appearance — often  with  man- 
iacal excitement — of  pronounced  delusions,  which  are  rapid- 
ly and  irregularly  evolved,  are  polymorphous, — often  sug- 
gesting paretic  dementia  and  belying  the  old  term  monoman- 
ia (for  example,  patient  No.  66  claimed  to  be  the  champion 
prize-fighter  of  the  world,  an  admiral,  a  lawyer,  an  actor,  a 
doctor) :  silliness  and  want  of  consistency  in  conduct ;  mysti- 
cism and  eroticism ;  remissions,  which  do  not  occur  in  typical 
paranoia ;  above  all,  dementia,  which  shows  itself  from  the 
beginning  of  the  trouble.  By  these  characters  then,  but  chief- 
ly by  the  last,  we  may  reunite  the  scattered  forms  of  para- 
noia, some  of  which  have  only  a  historic  value — calling  the 
group,  after  Kraepelin,  dementia  paranoides. 

It  is  the  irony  of  fate,  that  hebephrenia,  the  first  described 
of  all  the  types  of  adolescent  insanity,  should  be  now,  per- 
haps, the  least  definite  of  them.     To  put  the  truth  bluntly, 
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hebephrenia  today  includes  those  cases  of  dementia  praecox 
which  are  not  distinctly  paranoiac,  and  not  katatonic ;  it  is  a 
group  of  the  unclassified  members  of  dementia  prgecox.  The 
word  means,  of  course,  ''the  mind  of  puberty ;"  but  foi*  the 
most  part  they  have  nothing  to  do  with  puberty;  even  in 
Plecker's  original  article,  which  contains  nearly  all  that  is 
known  regarding  this  type,  the  cases  described  are  between 
i8  and  22  years  of  age.  If  with  Scholz  we  include  cases  up 
to  35  years,  the  word  has  still  less  significance.  However  it 
has  a  historic  importance,  and  some  term  is  needed  to  em- 
brace those  cases  marked  by  the  characters  which  Hecker 
enumerated;  namely,  the  shallow  melancholy,  varied  by  per- 
iods of  silly  liveliness  and  Quixotic  violence ;  the  persecutory 
delusions  with  hallucinations  of  hearing;  the  snickering  and 
laughter  without  cause ;  the  vagabondage,  "leaving  home" 
being  rather  prominent  in  our  table ;  the  petty  crimes — a  very 
large  number  having  reached  the  Philadelphia  Hospital 
through  the  police  department ;  the  sophomoric  style  of 
speech  and  writing;  the  confusion;  finally  dementia.  We 
might  add  the  obsessions. 

Hecker  took  pains  to  exclude  circular  insanity  (vesania 
typica),  and  katatonia  from  his  type  of  hebephrenia;  yet  a 
careful  reading  of  his  article  will  discover  many  symptoms 
which  nowadays  would  be  called  paranoiac  and  even  kata- 
tonic. 

After  all,  it  may  be  that  the  common  sense  plan  is  that  fol- 
lowed by  Dr.  Dercum  in  his  teaching  at  the  Jefferson  College 
— to  divide  the  insanities  into  the  conventional  forms  of  man- 
ia, melancholia,  etc.,  then  to  approach  the  subject  from  a  sec- 
ond standpoint,  discussing  the  cases  in  their  relation  to  per- 
iods of  life — childhood,  puberty,  adolescence,  the  menopause, 
and  senility.  To  omit  all  reference  to  the  peculiar  types  of 
adolescence  seems  Hke  rejecting  our  birthright — a  heritage 
of  the  labors  of  master  workmen  in  the  field  of  psychiatry. 


A    LARGE    SUBCORTICAL    TUMOR    OF    THE    OCCIPITAL 
LOBE,      PRODUCING      RIGHT-SIDED      HEMIPARESIS 
AND    RIGHT   HOMONYMOUS    HEMIANOPSIA,-  TO- 
GETHER  WITH    WERNICKE'S    PUPILLARY    IN- 
ACTION  SIGN   AS  A   DISTANCE   SYMPTOM. 

By  F.  X.  Dercum,  M.D. 

H.  B.,  boy,  about  twelve  years  of  age  ;  colored.  Examined 
November  14,  1900,  with  Dr.  Melvin  Franklin. 

Family  history:  Father  died  of  tuberculosis.  Mother  is 
healthy.  Patient  has  two  younger  brothers  and  one  sister 
who  are  all  healthy.  Mother  had  two  still-born  children  sub- 
sequent to  the  birth  of  the  patient. 

Personal  history :  Was  rather  delicate  as  a  baby.  Did  not 
learn  to  talk  as  rapidly  as  the  other  children,  but  talked  very 
well  before  the  beginning  of  the  present  illness.  Was  a  very 
bright  child.  When  two  years  of  age  had  whooping-cough 
and  cholera  infantum.  Later  had  chicken-pox.  Five  years 
ago  he  suffered  from  an  attack  of  measles.  Two  years  ago 
he  suffered  from  an  attack  of  diphtheria. 

Three  years  ago,  that  is  one  year  before  he  had  the  attack 
of  diphtheria,  he  had  early  one  morning  a  sudden  attack  dur- 
ing which  he  lost  for  a  few  minutes  the  power  of  speech  and 
the  power  of  movement  in  the  right  hand.  Dr.  Franklin,  who 
was  called,  saw  him  twenty  minutes  after  the  attack  came  on, 
but  by  this  time  the  symptoms  had  entirely  disappeared.  He 
was  mentally  perfectly  clear  and  nothing  was  noticed  subse- 
quently until  the  fall  of  1899.  He  began  to  complain  of  his 
eyes  and  also  of  headache.  His  vision  was  corrected  by 
glasses,  but  the  headache  was  not  relieved.  The  headaches 
continued  until  the  spring  of  1900.  In  the  fall  of  1899,  it  was 
noticed  by  his  teacher  that  his  hand-writing  was  deteriorat- 
ing and  that  he  was  doing  his  work  badly.  Since  that  time  it 
has  been  noticed  that  his  right  hand  was  becoming  weak  and 
that  in  dressing  or  feeding  himself  he  had  increasing  difificulty 
in  the  use  of  the  right  hand  and  arm.  A  little  later  it  was 
noticed  that  he  began  to  limp  in  his  walk ;  he  slightly  dragged 
the  right  foot.  It  was  also  noticed  that  he  did  not  speak  as 
plainly  as  before. 

Present  condition :  Station  with  eyes  closed  reveals  no  un- 
usual sway.  Stands  well  upon  his  left  leg  alone  but  with  con- 
siderable difficulty  upon  the  right  leg.  In  walking  he  distinct- 
ly drags  the  right  leg.  The  right  arm  is  carried  in  a  semiflex- 
ed position,  the  left  arm  hangs  in  the  normal  manner.  The 
movements     of    the     left     arm     are     in     everv     wav     nor- 
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mal.  The  movements  of  the  right  are  feeble  and  not 
well  co-ordinated.  The  arm  is  raised  above  the  head  with 
some  difficulty.  Flexion  and  extension  of  the  right  forearm 
are  performed  in  a  jerky  manner.  Is  unable  to  fully  extend  the 
fingers  of  the  right  hand.  Examination  of  the  right  arm  also 
reveals  it  to  be  slightly  spastic.  There  is  slight  resistance 
to  passive  movements.  No  resistance  whatever  is  present 
in  the  left  arm.  The  grip  of  the  left  hand  registers  30  with 
the  dynamometer;  that  of  the  right  hand  only  22.  Distinct 
drooping  of  the  right  angle  of  the  mouth  is  also  noted. 
Asked  to  show  the  teeth,  the  left  angle  of  the  mouth  is  re- 
tracted normally,  the  right  angle  of  the  mouth  but  slightly. 
There  are  no  anomalies  of  the  upper  half  of  the  face  nor  of 
the  muscles  of  the  eyes.  There  is  evidently  present  a  pare- 
sis of  the  lower  half  of  the  right  side  of  the  face.  The  left 
knee-jerk  is  absent;  the  right  knee-jerk  is  plus.  However, 
there  is  no  spasticity  of  the  right  leg  as  compared  with  the 
right  arm.  The  tendon  reactions  are  present  in  the  left  arm 
but  they  are  feeble ;  in  the  right  arm  the  tendon  reactions  are 
present  and  exaggerated.  There  are  nowhere  present  any 
sensory  losses.  The  right  forearm  and  hand  are  cold  as  com- 
pared with  the  other  extremities  or  with  the  trunk.  No 
aphasia  is  present.  The  patient  has  perfect  command  of 
words,  but  does  not  pronounce  them  very  distinctly.  He  un- 
derstands everything  that  is  said  to  him,  he  is  able  to  read 
both  written  and  printed  words  and  sentences  and  can  also 
write,  though  the  writing,  because  of  the  paresis  of  the  right 
hand,  is  irregular.  There  is  no  astereognosis.  Mentally  the 
child  is  perfectly  lucid  but  complains  of  headache  and  is  emo- 
tional and  tearful.  There  is  no  involvement  of  the  sphincters. 
There  has  been  no  history  of  vomiting  or  of  vertigo. 

The  eyes  were  examined  by  Dr.  Samuel  J.  Gittelson.  "The 
pupils  are  very  much  dilated,  about  five  mm.  in  diameter.  Re- 
act rather  sluggishly  to  strong  light  and  respond  very  feebly 
to  accommodation.  The  discs  look  somewhat  paler  in  tem- 
poral side.  Around  the  larger  blood  vessels,  coming  out  of 
the  disc  on  the  temporal  side,  are  visible  very  broad  white 
lines,  as  if  due  to  proliferation  of  connective  tissue.  Around 
the  smaller  terminal  arteries  are  visible  a  few  fine  hemor- 
rhages, and  in  one  spot  in  the  right  eye  is  present  a  hemor- 
rhage five  mm.  in  circumference.  The  terminal  arteries  pre- 
sent a  slightly  beaded  condition,  phlebectasis ;  this  is  not 
seen  about  the  larger  vessels.  No  optic  neuritis  can  be  de- 
tected. There  was  present  also  a  right  homonymous  hemi- 
anopsia. Wernicke's  symptom  was  sought  for  but  was  not 
found." 
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The  diagnosis  of  a  brain  tumor,  situated  in  the  left  occipi- 
tal lobe  and  probably  subcortical,  was  made.  No  opinion 
was  ventured  as  to  its  nature,  though  the  patient  was  placed 
upon  full  doses  of  the  iodide  of  potassium  and  mercurial  in- 
unctions. 

Re-examination,  on  December  7,  1900,  with  Dr.  Franklin. 
It  is  found  that  there  is  now  present  decided  ataxia  in  the 
movements,  not  only  of  the  right  arm,  but  also  of  the  right 
leg.  There  is  also  present  a  slight  hypesthesia  of  the  entire 
right  side  of  the  trunk,  right  arm  and  right  leg.  This  hypes- 
thesia appears  to  be  more  pronounced  over  the  right  forearm 
and  hand.  It  is,  however,  merely  a  hypesthesia  and  not  an 
anesthesia.  The  existence  of  right-sided  homonymous  he- 
mianopsia was  again  confirmed  and  in  addition  at  this  exam- 
ination, the  presence  of  Wernicke's  symptom  was  repeated- 
ly demonstrated. 

Because  of  the  undoubted  presence  of  Wernicke's  reac- 
tion at  this  examination,  the  diagnosis  of  a  deep  subcortical 
brain  tumor  in  the  left  occipital  lobe  was  made. 

Re-examination  on  December  12.  It  is  found  that  there 
is  now  present  a  marked  general  weakness.  The  boy  no 
longer  suffers  from  headache  but  has  persistent  insomnia. 
The  right  arm  and  leg  are  somewhat  weaker  than  before  and 
very  much  more  ataxic.  Otherwise  there  is  no  change  in  the 
symptoms.  Owing  to  the  general  condition  of  the  boy,  the 
examination  was  not  prolonged. 

He  finally  died  on  December  20,  1900,  under  the  care  of 
Dr.  Franklin.,  Death  was  not  preceded  by  convulsions,  but 
merely  by  an  increase  in  the  general  weakness,  by  gradual 
mental  impairment,  and  several  hours  before  death  by  un- 
consciousness. An  autopsy  was  made  on  the  following  day 
by  Dr.  Franklin  and  Dr.  Daniel  J.  McCarthy. 

As  soon  as  the  calvarium  was  removed,  it  was  noticed  that 
the  brain  bulged  considerably  in  the  left  occipital  region  as 
though  it  had  been  under  pressure.  When  the  brain  was  re- 
moved, a  large  hard  mass  could  be  distinctly  felt  lying  deep- 
ly within  the  occipital  lobe.  It  could  be  easily  made  out 
there  through  the  lateral  and  mesial  surfaces.  The  brain  was 
subsequently  hardened  in  formalin  and  the  exact  situation  of 
the  tumor  ascertained  by  horizontal  sections  through  the 
left  hemisphere.  There  was  found  a  hard  yellowish-white  tu- 
mor, oblong  and  irregular  in  outline,  1.2  cm.  below  the  lateral 
surface,  3  cm.  from  the  apex  of  the  occipital  lobe,  from  1.4 
to  3.5  cm.  below  the  mesial  surface  and  3.5  cm.  from  the  basal 
surface.  It  was  7.4  cm.  in  its  antero-posterior  or  longest  diam- 
eter and  3.5  cm,  in  its  greatest  width.     From  its  situation  it 
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had  evidently  destroyed  the  fibers  of  the  optic  radiation.  It 
did  not,  however,  involve  the  optic  thalamus  or  the  quad- 
rigeminal  bodies.  Its  proximity,  however,  to  these  structures 
was  such  that  they  were  probably  influenced  by  pressure,  and 
it  is  extremely  probable  that  the  Wernicke's  symptom  ob- 
served upon  one  occasion  in  this  case  was  a  pressure  symp- 
tom. The  fact  that  it  had  not  been  observed  at  an  earlier 
examination  is,  of  course,  of  significance  in  this  respect.  The 
hemihypesthesia  and  hemiparesis  of  the  right  side  were  evi- 
dently due  to  slight  involvement  and  pressure  upon  the  pos- 
terior limb  of  the  internal  capsule. 

A  microscopical  examination  of  the  tumor  by  Dr.  McCar- 
thy revealed  it  to  be  a  tuberculoma. 


A  CASE  OF  ASTEREOGNOSIS  RESULTING  FROM  INJURY 

OF  THE  BRAIN  IN  THE  SUPERIOR  PARIETAL 

REGION.^ 

BY 

William  H.  Teller,  M.D., 

AND 

F.  X.  Dercum,  M.D. 

Surgical  memoranda :  J.  J.,  act  20  years,  was  admitted  to 
the  Jewish  Hospital  on  the  morning  of  the  23rd  of  Novem- 
ber, 1900,  with  the  history  that  he  had  been  struck  by  a  base- 
ball bat  on  the  i6th  of  November,  becoming  unconscious,  in 
which  condition  he  was  at  the  time  of  admission  to  the  hos- 
pital. On  examination  there  was  found  a  small  cut  above  the 
right  eyebrow,  and  on  the  skull  one-half  an  inch  behind  the 
fissure  of  Rolando  and  three-quarters  of  an  inch  from  the 
longitudinal  fissure  (on  the  posterior  perpendicular  line 
through  the  intraparietal  fissure)  a  depressed  area  was  felt. 
There  was  complete  paralysis  of  right  leg,  right  arm,  right 
side  of  face  and  tongue,  and  upward  and  outward  deviation 
01  eyeballs.  Pulse  ranged  from  50  to  no,  temperature  97  1-5 
to  100  1-5°  F.  Patient  w^as  etherised,  a  horseshoe  incision 
was  made,  the  periosteum  was  dissected  up,  and  a  piece  of 
bone  two  inches  in  diameter  was  raised  (whole  portion  of 
bone  being  depressed) ;  the  membranes  of  the  brain  were 
intact.  No  pulsation  being  felt,  the  membranes  were  incised 
exposing  a  clot  of  blood,  which  was  removed;  the  clot  was 
black  in  color  and  extended  to  the  depth  of  about  two  inches 
into  the  brain  substance.  About  a  half  teaspoonful  of  brain 
substance  came  out  with  the  clot.  A  drainage  tube  was  in- 
serted, the  membranes  brought  together  with  catgut,  and 
periosteum  and  skin  brought  together  with  silk-worm  gut. 
Blood  and  some  little  brain  tissue  drained  until  the  sixth  day, 
when  the  tube  was  removed  and  gauze  inserted,  the  remain- 
der of  the  wound  healing  by  first  intention.  The  patient  came 
out  of  the  ether  in  the  evening,  becoming  conscious  within 
twenty-four  hours.  The  facial  paralysis  disappeared,  and  on 
the  thirteenth  day  after  the  operation  he  was  able  to  move 
his  arm,  and  forty-eight  hours  later  he  was  able  to  move  his 
leg.  Since  this  time  power  has  gradually  improved.  On  ex- 
amination of  the  eyes  twenty-eight  days  after  operation,  there 
were  no  ophthalmoscopic  changes,  merely  slight  insufficien- 
cy of  the  internal  rectus  of  the  right  eye. 
Neurological    memoranda:    Gait    slightly    hemiplegic;    he 

^Patient  presented  at  the  April  meeting  of  the  Philadelphia  Neu- 
rological Society. 
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swings  right  leg  a  little  in  walking,  but  walks  com- 
paratively well.  With  Romberg  test  the  sway  is 
markedly  increased,  a  little  more  marked  to  the  right 
than  to  the  left.  There  is  marked  uncertainty  and  ataxia  of 
movement  of  the  right  arm.  The  patient  stands  w^ell  upon 
the  left  leg  alone,  but  stands  with  great  difficulty  upon  the 


The  stripe  indicates  the  position  of  the  fissure  of  Rolando;  the 
circle  the  edges  of  the  opening  in  the  cranium  and  the  area  of 
brain  injury. 


right  leg  alone,  and  sways  markedly  to  and  fro.  Decided 
ataxia  is  present  in  the  right  leg.  R.  K.  J.  slightly  plus  but 
leg  extremely  flaccid.  L.  K.  J.  very  minus.  Decided  hypes- 
thesia  is  present  on  the  right  half  of  the  face,  right  half  of  the 
trunk  and  right  arm  and  leg.  Right  plantar  reflex  almost 
absent.  A  faint  extension  of  the  great  toe  is  however  ob- 
served after  repeated  irritation  of  the  plantar  surface.  Left 
plantar  reflex  is  normal.  No  contraction  of  the  visual  fields 
has  ocurred.  The  tongue  is  protruded  in  the  median  line. 
With  eyes  closed  the  patient  fails  to  recognize  any  object 
placed  in  the  right  hand.  The  objects  used  were  spool,  thim- 
ble, ring,  ball,  cubical  block  of  wood  and  penknife.  Slight 
hypesthesia  to  pin  points,  loss  of  the  spacing  sense,  loss  of 


ASTEREOGNOSIS.  46 1 

the  sense  of  location,  hypalgesia  and  diminution  of  the  pres- 
sure sense  in  the  right  wrist,  hand  and  especially  the  fingers 
are  observed.  The  perception  of  heat  and  cold  is  preserved, 
save  that  the  responses  are  somewhat  slow  and  the  acute- 
ness  of  perception  slightly  diminished.  The  knowledge  of 
the  position  of  the  fingers  in  the  right  hand  is  also  greatly 
impaired.    Astereognosis  is  complete. 

In  the  left  superior  parietal  region  an  extensive  depres- 
sion is  found,  the  outlines  of  which  are  indicated  in  the  ac- 
companying photograph.  The  oblique  line,  immediately  in 
front  of  the  irregular  opening,  indicates  the  position  of  the 
fissure  of  Rolando.  This  case  is  extremely  interesting,  be- 
cause the  brain  tissue  was  evidently  injured  in  the  region  of 
the  superior  parietal  lobule,  especially  in  the  region  posterior 
to  the  motor  area.  Indeed,  the  conditions  present  in  this 
case  are  almost  such  as  could  have  been  desired  in  an  experi- 
mental research  in  cortical  localization.  The  lesion  appears  to 
have  involved  the  motor  region  but  little  as  the  resulting  ter- 
minal hemiplegia  is  exceedingly  slight.  The  astereognosis 
on  the  other  hand  is  the  most  striking  feature  of  the  case. 


NEW  YORK  NEUROLOGICAL  SOCIETY. 

April  2,  1901. 

The  President,  Dr.  Joseph  Collins,  in  the  chair. 

RECURRENT  OCULOMOTOR  PALSY. 

Dr.  William  M.  Leszynsky  presented  a  woman,  twenty- 
nine  years  of  age,  whom  he  had  first  seen  four  months  ago. 
When  six  years  old  she  had  begun  to  have  attacks  of  head- 
ache confined  to  the  right  temporal  and  supraorbital  regions, 
and  invariably  accompanied  by  vomiting.     The  attacks  oc- 
curred every  five  or  six  weeks.    At  her  twelfth  year  the  cus- 
tomary paroxysm  had  been  associated  with  ptosis  of  the  right 
eye,  from  which  she  had  recovered  in  two  weeks,  the  mi- 
graine continuing  to  recur  as  before.    The  second  attack  of 
oculomotor  paralysis  had  occurred  in  her  nineteenth  year, 
with  the  same  pain  and  vomiting.    There  were  partial  ptosis, 
diplopia  and  inability  to  look  upvv^ard  with  the   right   eye. 
She  had  improved  in  three  weeks,  but  the  eye  did  not  move 
upward  as  well  as  before  for  a  few  months,  and  then  there 
was   complete  recovery  of  motility.     The  third  attack  had 
occurred  in  her  twenty-second  year,  and  had  been  character- 
ized by  almost  complete  ptosis,   outward   deviation   of  the 
eye,  and  diplopia.     She  had  been  obliged  to  keep  the  eye 
covered  for  three  months,  but  had  recovered  in  about  a  year. 
The  fourth  attack  had  been  two  and  a  half  years  ago,  and  the 
fifth  only  three  weeks  ago.     She  now  complained  of  the  eye 
turning  outward,  and  of  her  inability  to  look  upward.     The 
periodical  headaches  bore  no  relation  to  menstruation.     Ex- 
amination showed  slight  drooping  of  the  right  upper  eye- 
lid, paralysis  of  the  superior  rectus,  and  paresis  of  the  infer- 
ior and  internal  recti.    The  right  pupil  is  5  mm.  in  diameter 
and  rigid,  while  the  left  measures  3.5  mm.  and  reacts  nor- 
mally.   Vision  is  normal  in  both  eyes,  and  the  fields  and  fun- 
di are  normal.    She  is  anemic  and  neurasthenic.    The  family 
history  was  unimportant,  and  her  ocular  condition  had  prac- 
tically remained  unchanged  since  the  first  examination.    The 
speaker  said  that  the  most  interesting  features  were  the  com- 
parative rarity  of  this  type  of  oculomotor  palsy  and  its  path- 
ology.    Only  two  authentic  cases  of  recurrent  oculomotor 
palsy  had  been  studied  post-mortem,  one  by  Richter,  in  1887, 
and  the  other  by  Karplus,  in  1895.     In  the  former,  a  fibro- 
chondroma  existed  in  the  course  of  the  nerve  trunk  at  the 
base  of  the  skull,  and  separated  but  did  not  destroy  the  nerve 
fibers.     In  the  other  case,  there  was  a  neurofibroma  of  the 
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motor  ociili  at  the  base.  In  many  of  the  reported  cases  com- 
plete recovery  had  taken  place,  but  in  others  the  paralysis 
had  gradually  increased  during  the  intervals,  and  had  ulti- 
mately become  permanent.  Dr.  Leszynsky  said  that  he  had 
seen  four  other  cases.  In  the  first,  there  had  been  complete 
paralysis  of  the  third  nerve  with  a  clear  history  of  accom- 
panying migraine.    Recovery  had  been  spontaneous. 

Dr.  B.  Sachs  said  that  these  cases  were  extremely  rare,  though 
he  had  been  fortunate  enough  to  see  two  in  the  past  six  months. 
One  had  been  in  a  boy  of  four  years  who  within  a  year  had  had  two 
distinct  attacks  of  oculomotor  paralysis  of  one  eye.  He  had  recov- 
ered in  a  few  months  from  the  first  attack.  The  family  history  was 
entirely  negative.  He  understood  that  improvement  had  followed 
the  second  attack.     There  had  been  apparently  no  migraine   here. 

Dr.  Leonard  Weber  said  that  he  had  presented  a  case  of  this 
kind  to  the  Society  twelve  or  more  years  ago.  The  man  had  oculo- 
motor palsy  on  the  right  side.  He  had  watched  the  case  for 
a  number  of  years.  After  about  two  years  there  had  been  only  a  lit- 
tle ptosis  remaining.  After  a  course  of  iodide  the  man  had  greatly 
improved,  and  had  ultimately  died  of  pulmonary  tuberculosis. 

Dr.  B.  Onuf  said  that  he  had  presented  such  a  case  to  the  Socie- 
ty one  year  ago.  The  patient  had  since  been  given  iodide  of  potas- 
sium in  increasing  doses,  and  had  moved  to  the  country.  The  at- 
tacks had  become  shorter  and  less  severe.  He  did  not  believe  that 
there  was  always  a  lesion  of  the  oculomotor  alone.  His  own  case 
was  undoubtedly  one  of  migraine. 

Dr.  Leszynsky  said  that  a  very  novel  theory  had  been  brought 
forward  regarding  this  paralysis  occurring  in  connection  with  mi- 
graine. It  had  been  assumed  that  there  is  an  increased  vascularity 
of  the  hemisphere  during  the  attack  of  migraine,  causing  a  disturb- 
ance of  the  function  of  the  third  nerve. 

A    CASE   OF   MALIGNANT   TUMOR    OF   THE   SHOULDER 
PERFORATING  THE  SPINAL  CANAL. 

Dr.  Leonard  Weber  read  this  report,  and  presented  the 
specimen.  The  subject  was  a  man  of  thirty-one  whom  he  had 
first  seen  in  1891.  He  had  presented  the  usual  symptoms  of 
a  recent  syphilis,  and  had  been  treated  for  this  with  improve- 
ment. In  1894  he  had  returned  because  of  a  perichondritis 
of  the  cartilaginous  portion  of  the  nasal  septum.  At  this 
time  a  small  moveable  tumor,  the  size  of  a  cherry,  w^as  ob- 
served in  the  right  shoulder.  This  was  supposed  to  be  gum- 
matous. The  tumor  diminished  under  mixed  treatment,  but  a 
small  nodule  remained.  In  June,  1900,  the  man  had  sought 
relief  because  of  a  hard,  solid  and  almost  immovable  tumor 
of  the  shoulder,  which  he  said  had  developed  shortly  after  a 
a  blow  on  the  shoulder  received  one  year  previously.  No  ben- 
efit had  resulted  from  rapidly  increasing  doses  of  iodide  or 
from  the  biniodide  of  mercury.  Three  months  later  a  por- 
tion of  the  growth  was  submitted  to  microscopical  examina- 
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tion,  with  the  result  that  it  was  declared  by  two  pathologists 
to  be  a  round-cell  sarcoma.  An  effort  had  then  been  made 
to  remove  the  growth,  but  this  had  been  found  impracticable. 
Injections  of  arsenite  of  soda  and  carbolic  acid  had  been  giv- 
en for  a  time,  but  without  benefit.  On  December  3  he  had 
been  admitted  to  St.  Mark's  Hospital  because  of  a  suddenly- 
developed  paraplegia.  Bed-sores  soon  formed  and  sepsis  de- 
veloped, and  he  died  on  February  11,  1901,  from  exhaustion. 
The  tumor  and  a  portion  of  the  spinal  cord  were  removed 
post-mortem.  The  tumor  was  found  to  lead  into  the  spinal 
canal.  The  cord  symptoms  in  this  case  were  due  to  hemor- 
rhage and  degenerative  myelitis.  Dr.  Weber  thought  that  the 
little  tumor  first  felt  in  the  shoulder  was  specific,  and  added 
that  the  case  emphasised  the  desirability  of  removing  appar- 
ently innocent  tumors  at  an  early  stage. 

A  CASE  OF  CEREBELLAR  APOPLEXY  WITH  AUTOPSY. 

Dr.  Weber  also  made  this  report.  The  patient  was  a  man, 
twenty-nine  years  old,  living  amid  the  most  unsanitary  sur- 
roundings. The  urine  had  a  specific  gravity  of  1024,  and  con- 
tained a  slight  trace  of  albumin  and  some  hyaline  and  gran- 
ular casts.  There  was  no  history  of  syphilis.  He  had  been 
sick  for  about  two  months  before  coming  under  observa- 
tion on  September  11.  There  was  constant  headache,  but 
no  sensory  or  motor  disturbances.  The  diagnosis  seemed 
to  lie  between  tumor,  hemorrhage  and  abscess  of  the  cere- 
bellum. On  account  of  the  length  of  time  that  he  had  been 
sick  abscess  seemed  to  be  more  probable  than  hemorrhage. 
He  died  in  a  few  days,  and  at  the  autopsy  the  entire  venous 
system  was  found  engorged  with  blood.  There  was  marked 
hypertrophy  of  the  left  side  of  the  heart;  no  endarteritis  of 
the  arch  of  the  aorta ;  both  kidneys  were  slightly  enlarged, 
the  cortex  showing  proliferation  of  connective  tissue  in  patch- 
es, and  presenting  the  gross  appearance  of  interstitial  ne- 
phritis. No  opportunity  was  given  for  microscopical  exam- 
ination. In  the  substance  of  the  right  cerebellar  hemisphere 
was  an  accumulation  of  both  recent  and  old  coagula,  and  the 
apoplectic  focus  had  ruptured  into  the  fourth  ventricle.  Dr. 
Weber  had  seen  one  case  of  cerebellar  apoplexy  in  a  girl  of 
twenty-five  years,  who  had  an  unsuspected  and  untreated  sy- 
philis. 

A  TUMOR  OF  THE  OPTIC  THALAMUS. 

Dr.  Joseph  Fraenkel  presented  this  specimen,  which  had 
been  taken  from  a  person  whom  he  had  shown  to  the  Society 
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in  January,  1898.  At  that  time  the  boy  had  had  the  cardinal 
symptoms  of  brain  tumor,  and  a  paralysis  of  the  face  which 
was  very  marked  when  there  was  any  emotional  disturbance. 
There  had  been  no  hemianopsia.  The  boy  had  been  dis- 
charged from  the  Montefiore  Home,  and  had  done  fairly  well 
for  two  years  and  a  half.  When  readmitted,  there  had  been 
very  nearly  the  same  symptoms  as  before,  and  in  addition  a 
much  more  marked  unsteadiness  of  gait  and  a  disposition  to 
fall  to  the  right  side.  Dr.Fraenkel  said  that  he  had  been  led  to 
think  it  possible  that  the  tumor  was  after  all  situated  in  the 
cerebellum.  On  removing  the  brain  at  autopsy,  a  very  old 
cyst  was  found  in  the  fourth  ventricle,  the  exact  nature  of 
which  had  not  yet  been  determined.  There  was  also  a  large 
tumor  occupying  the  right  optic  thalamus. 

SPINAL  CORD  SHOWING  RESULT  OF  FRACTURE  DISLO- 
CATION OF  THE  CERVICAL  SPINE. 

Dr.  Edward  D.  Fisher  reported  this  case  and  presented 
the  specimen.  The  patient  was  an  acrobat,  twenty  years  of 
age.  While  turning  a  somersault  from  the  shoulders  of  a 
companion  he  had  fallen  a  distance  of  about  five  feet  and 
struck  on  his  head.  He  was  instantly  paralyzed.  When  seen 
by  the  speaker  that  evening  there  had  been  complete  anes- 
thesia from  below  the  nipple  extending  down  the  arms  to  the 
armpit,  and  on  the  inner  side  of  the  arm  and  forearm,  and 
taking  in  the  ring  and  little  fingers.  There  was  complete  loss 
of  motion  and  paralysis  of  the  bladder  and  rectum.  The  re- 
flexes, superficial  and  deep,  had  been  completely  lost.  Per- 
mission could  not  be  obtained  for  operation  until  three  days 
later,  and  in  the  meantime  there  had  been  a  temperature 
ran^e  of  104°  to  105°  F.  The  operation  had  been  done  by  Dr. 
B.  F.  Curtis  under  cocain  anesthesia,  and  the  laminae  of  the 
fifth,  sixth  and  seventh  vertebrae  removed.  No  evidence  of 
injury  to  the  cord  could  be  discovered.  The  man  died  three 
days  later.  The  autopsy  had  revealed  a  fracture  of  the  body 
of  the  seventh  vertebra,  no  subdural  hemorrhage,  marked 
softening  of  the  cord  at  the  seventh  cervical  segment.  There 
was  very  little  gray  matter  left  in  the  cord  at  that  level,  and 
there  was  very  little  evidence  of  hemorrhage  into  the  cord 
proper.  A  very  prominent  symptom  had  been  the  extreme 
pain  experienced  along  the  course  of  the  nerves.  The  classi- 
cal distribution  of  the  paralysis  and  the  complete  loss  of  the 
reflexes  were  interesting  features. 

Dr.  B.  Sachs  remarked  that  twenty  years  ago  it  had  been  pointed 
out  that  a  very  significant  symptom  of  tumor  of  the  optic  thalamus 
was  this  peculiar  facial  palsy  made  visible  by  emotion. 
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Dr.  Leszynsky  said  that  he  had  seen  recently  a  case  of  disloca- 
tion in  the  dorsal  region  with  loss  of  reflexes  and  paralysis  below  the 
seat  of  injury.  An  operation  had  been  done,  but  death  had  follow- 
ed. The  autopsy  had  revealed  a  complete  transverse  destruction  of 
the  cord. 

Dr.  Fraenkel  said  that  some  time  ago  he  had  presented  a  paper 
to  the  Society  on  this  matter  of  the  reflexes,  and  had  continued 
to  give  a  good  deal  of  attention  to  this  subject.  He  would  assert 
that  the  skin  reflexes  are  not  lost  in  total  destruction  of  the  cross 
section  of  the  cord,  and  the  relation  of  the  tendon  reflexes  to  the 
skin  reflexes  should  enable  one  to  decide  whether  or  not  the  cord 
has  been  completely  destroyed  in  this  manner.  When  the  compres- 
sion of  the  cord  was  sufficiently  great  to  interfere  functionally  with 
conduction  upward  and  downward,  the  tendon  reflexes  were  lost 
while  the  plantar  reflexes  were  exaggerated.  When,  however,  there 
was  structural  disease  of  the  entire  cross  section  of  the  cord,  the 
plantar  reflexes  were  also  lost.  This  he  considered  a  valuable  point 
in  the  differential  diagnosis.  He  had  reported  two  cases  with  au- 
topsies in  which  there  had  been  loss  of  reflexes  without  total  aboli- 
tion of  the  conduction  in  the  cord. 

Dr.  Leszynsky  said  that  in  the  case  he  had  just  referred  to  all 
forms  of  reflexes  had  been  abolished,  both  superficial  and  deep. 

Dr.  Fisher  said  that  both  the  superficial  and  deep  reflexes  had 
been  absent  in  his  case,  and  it  was  because  of  this  that  he  had  in- 
ferred that  there  was  complete  destruction  of  the  cord.  The  oper- 
ation had  been  undertaken  to  relieve  the  intense  pain. 


BRAIN  FROM  A  CASE   OF  EPILEPSY  OPERATED   UPON. 

Dr.  H.  L.  Winter  exhibited  this  specimen,  which  had  been 
taken  from  a  child  of  seven  years.  All  of  the  head  measure- 
ments were  small ;  there  was  no  paralysis  of  any  of  the  mus- 
cles. The  child  was  imbecile  and  had  epileptoid  seizures 
which  appeared  to  be  general.  Dr.  Stewart  had  operated  upon 
the  child  at  Bellevue  Hospital.  On  reaching  the  brain  a 
large  cyst  cavity  had  been  found  in  the  left  hemisphere.  The 
child  died  seven  days  later  with  a  high  temperature.  The 
hemisphere  was  found  to  have  been  nearly  destroyed  by  the 
cyst,  and  the  convolutions  were  not  well  marked.  The  in- 
teresting feature  was  the  almost  complete  destruction  of  the 
hemisphere  without  any  paralysis.  The  fibers  of  the  medul- 
la were  found  not  to  decussate  as  freely  as  usual. 


ABSCESS  OF  THE  BRAIN. 

Dr.  Joseph  Collins  presented  this  specimen.  It  had  been 
impossible  to  make  a  localizing  diagnosis.  The  patient  was  a 
man,  twenty-seven  years  of  age,  a  tailor  by  occupation.  Two 
weeks  before  admission  he  had  been  suddenly  seized  with  se- 
vere and  more  or  less  paroxysmal  headache  distributed  over  the 
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whole  head.  The  pain  was  almost  intolerable  for  six  days,  and 
then  he  became  dizzy  and  had  projectile  vomiting  without  nau- 
sea. There  had  been  some  whistling  sound  in  the  right  ear. 
When  seen  by  the  speaker,  four  days  after  coming  into  the  hos- 
pital, there  was  double  choked  disk,  but  no  hemianopsia.  There 
was  no  leucocytosis,  although  the  hemoglobin  percentage 
w^as  36.  Apparently  there  was  no  impairment  of  hearing. 
The  knee-jerks  were  normal.  There  was  no  evidence  of  pal- 
sy or  of  spasm  in  any  part  of  the  body,  and  no  symptoms  re- 
ferable to  the  special  senses.  The  patient  died  four  days  lat- 
er of  exhaustion.  The  autopsy  revealed  an  abscess  situated 
in  the  right  hemisphere,  and  involving  particularly  the  pos- 
terior end  of  the  inferior  parietal  lobe  and  of  the  superior 
parietal  lobe.  The  cuneus  itself  was  partly  implicated.  The 
tit-like  extremity  of  the  cuneus,  it  should  be  noted,  was  en- 
tirely intact  on  the  side  of  the  abscess  cavity,  and  if  the  optic 
radiations  were  not  cut  across,  it  would  not  be  difficult  to  ex- 
plain the  absence  of  hemianopsia.  A  diagnosis  had  been 
made  of  abscess  of  the  right  superior  parietal  convolution. 
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February  25,   1901. 

The  President,  Dr.  James  Tyson,  in  the  chair. 

Dr.  F.  X.  Dercum  and  Dr.  W.  H.  Teller  presented  a  case 
of  astereognosis  resulting  from  injury  of  the  brain  in  the  su- 
perior parietal  region. 

Drs.  Walton  and  Paul,  of  Boston,  by  invitation  read  a  pa- 
per on  stereognosis. 

Dr.  F.  X.  Dercum  said  that  the  Society  was  to  be  congratulated 
on  having  presented  to  it  this  lucid  exposition  of  the  subject  of  a-^- 
tereognosis.  The  parallel  drawn  between  this  condition  and  sen- 
sory and  motor  aphasia,  he  considered  a  very  happy  one.  He 
thought  that  the  view  of  Dr.  Walton  that  there  was  an  area  in  the 
cortex  where  the  various  sensations  which  go  to  the  recognition  of 
an  object  are  combined,  was  probably  correct. 

Dr.  Charles  W.  Burr  thought  that  it  was  wrong  to  speak  of  the 
stereognostic  sense.  Stereognosis  is  not  a  sense;  it  is  a  form  of 
judgment.  He  thought  that  the  term  stereognostic  faculty  would  be 
the  better  one. 

With  reference  to  the  word  astereognosis,  he  thought  that  it 
would  be  better  to  speak  of  stereoagnosis,  as  the  alpha  belongs  to 
the  latter  half  of  the  word.  He  referred  to  a  case  he  had  seen,  that 
of  a  man  aged  25  years,  who  at  the  age  of  five  years  had  a  fracture 
of  the  skull  followed  by  hemiplegia,  from  which  he  entirely  recovered. 
When  he  came  under  observation  there  was  no  sign  of  motor  palsy, 
no  disturbance  of  the  reflexes,  and  no  interference  with  sensation; 
yet  he  was  unable  to  name  any  object  placed  in  his  hand.  Dr.  Burr 
thought  this  case  proved  that  there  may  be  loss  of  the  faculty  of 
recognition  of  an  object  by  contact  without  any  loss   of  sensation. 

A  second  case  was  that  of  a  woman  who  was  also  mind  blind. 
She  came  to  the  hospital  and  stated  that  she  could  not  see.  On  ex- 
amination, the  ophthalmologist  found  that  she  could  see  objects 
but  could  not  recognize  them.  There  was  no  disturbance  of  spon- 
taneous speech.  She  could  feel  touch,  heat,  cold  and  pain;  yet  when 
an  object  was  put  in  her  hand  she  was  unable  to  say  what  it  was,  and 
did  not  recognise  it.  She  later  developed  symptoms  of  dififuse 
brain  disease,  and  at  the  autopsy  the  lesions  were  so  dififuse  that 
the  beginning  of  the  trouble  could  not  be  determined. 

Dr.  Burr  believed  that  just  as  there  is  a  part  of  the  occipital 
lobe  in  which  are  stored  up  memories  of  things  seen,  so  there  is  a 
part  of  the  brain  in  which  are  stored  up  memories  of  things  felt, 
and  this  part  he  believed  was  in  the  posterior  parietal  lobe  behind 
the  motor  cortex.  There  are  some  grounds  for  this  belief.  In  al- 
most every  case  in  which  the  inability  to  recognise  objects  has  been 
dependent  upon  brain  disease,  there  has  been  either  a  history  of  in- 
jury to  the  skull  in  the  parietal  region,  or  there  has  been  found  dis- 
tinct disease  in  the  parietal  lobe  behind  the  mortor  cortex. 

Dr.  James  Hendrie  Lloyd  thought  that  in  attempting  an  analy- 
sis of  this  subject  we  should  begin  by  recognizing  the  fact  that 
there  are  certain  elementary  properties  of  the  nerve  cell  on  the 
sensory  side  of  the  problem,  which  we  generally  speak  of  as  the  pain, 
tactile  and  thermal  senses.     These  elementary  properties  are  proba- 
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bly  inherent  to  every  sensory  nerve  cell.  In  the  lower  forms  of  life, 
we  have  every  reason  to  believe  that  they  are  all  present.  When  we 
come  to  the  higher  animal  forms  in  which  there  is  elaborated  a 
complex  psychical  life,  we  have  a  much  more  complex  matter  to 
deal  with.  We  have  here  the  activity  of  the  brain  cortex  and  we 
must  recognise  certain  psychological  problems  more  complex  than 
those  of  the  sensations  of  pain,  heat  and  cold.  He  considered  that 
it  required  quite  an  elaborated  psychological  perception  to  determine 
the  qualities  of  an  object,  such  as  its  size,  shape  and  location  in 
space,  and  he  could  not  conceive  that  among  the  lower  forms  of  life 
there  could  be  any  such  conception.  When  we  come  to  the  higher 
forms  of  life  these  conceptions  are  not  only  present  but  are  essential. 

This  is,  therefore,  a  physiological  and  psychological  as  well  as 
a  pathological  question.  Looking  at  it  from  the  practical  stand- 
point of  pathology,  we  have  pretty  good  grounds  for  knowing  the 
course  in  the  spinal  cord  for  these  elementary  qualities  of  sensation, 
such  as  pain,  tactile  and  thermal  sense.  We  know  that  they  run  in 
different  tracts  through  the  cord.  These  facts  have  been  proved  in 
certain  cases  by  pathological  conditions  which  he  had  himself  demon- 
strated in  some  of  his  own  cases. 

When,  however,  we  come  to  lesions  of  the  cortex  or  of  the 
cerebral  hemisphere,  then  we  come  into  the  region  where  there  is 
necessarily  present  knowledge  or  judgment. 

He  referred  to  a  rare  form  of  aphasia  which  he  had  seen  some 
years  ago.  The  woman  could  not  name  an  object  which  was  pre- 
sented to  her  sight,  but  if  the  object  were  placed  in  her  hand  she 
would  name  it  instantly.  In  this  case  there  was  evidently  a  break- 
ing up  of  the  fibers  that  proceeded  to  her  speech  center  by  way  of 
the  visual  sense,  but  the  fibers  that  approached  by  way  of  the  tac- 
tile or  stereognostic  sense  remained  intact. 

In  the  case  reported  by  Drs.  Mills  and  Keen,  Dr.  Lloyd  had 
made  an  independent  diagnosis  of  a  tumor  in  the  superior  parietal 
lobule.  He  based  this  diagnosis  on  the  fact  that  there  was  here  a  pe- 
culiar form  of  incoordination  due  to  a  sort  of  astereognosis  which  was 
practically  identical  with  what  he  had  seen  in  a  previous  case  in  his 
wards  at  Blockley,  shown  by  autopsy  to  be  due  to  lesion  in  the  su- 
perior parietal  lobule.  He  did  not  mean  to  assert  that  the  super- 
ior parietal  lobule  was  the  seat  of  all  astereognostic  symptoms,  but 
he  had  seen  a  number  of  cases  in  which  astereognosis  associated 
with  a  form  of  incoordination  had  been  associated  with  lesion  of 
the  superior  parietal  lobule.  The  case  of  Drs.  Mills  and  Keen  had 
been  to  him  of  extraordinary  interest,  because  it  was  a  practical 
pathological  demonstration  of  some  of  these  rather  fine  distinctions. 

Dr.  William  G.  Spiller  remarked  that  the  term  stereognostic  per- 
ception had  been  proposed  in  place  of  stereognostic  sense.  It  has  been 
supposed  that  no  case  of  organic  disease  with  loss  of  stereognosis 
and  without  disturbance  of  sensation  is  on  record.  The  cases  re- 
ferred to  in  the  paper  by  Drs.  Walton  and  Paul,  and  in  this  discus- 
sion, however,  would  seerri  to  be  cases  of  this  character.  Dr.  Spiller 
had  studied  a  case  in  which  stereognosis  was  completely  lost  with- 
out disturbance  of  cutaneous  sensation,  but  careful  examination  re- 
vealed some  impairment  of  the  sense  of  position. 

It  would  be  exceedingly  important,  if  it  were  possible,  to  deter- 
mine the  representation  in  the  cortex  of  different  forms  of  sensation. 
In  the  spinal  cord  the  different  forms  of  sensation  are  probably  rep- 
resented in  different  tracts.  The  evidence  in  regard  to  this  subject 
is  based  partly  on  cases  of  Brown-Sequard  paralysis.     The  so-called 


470  PHILADELPHIA   NEUROLOGICAL   SOCIETY. 

muscular  sense  is  probably  located  in  the  posterior  columns.  There 
is  doubt  as  to  the  location  of  the  tactile  fibers,  whether  they  are 
in  the  posterior  or  in  the  lateral  columns.  In  a  case  of  syringomy- 
elia reported  by  Dr.  Dercum  and  himself,  the  cavity  had  extended 
throughout  one  posterior  horn,  but  tactile  sense  was  preserved. 
It  is  doubtful  whether  the  lemniscus  contains  all  of  the  sensory  fi- 
bers. The  lemniscus  is  composed  chiefly  of  the  posterior  column  fi- 
bers, and  probably  terminates  in  the  optic  thalamus.  It  is  possible, 
but  not  demonstrated,  that^^in  the  cortex  the  various  forms  of  sen- 
sation are  dissociated,  and  we  have  suspected  for  some  time  that  the 
so-called  muscular  sense  is  probably  represented  in  the  parietal  lobe. 
The  location  of  tactile,  pain  and  thermal  senses  in  the  cortex  is  not 
definitely  known.  Much  m.ore  work  is  needed  before  we  can  accept 
any  sharply  limited  cortical  location  for  these  senses. 

There  may  be  an  analogy  between  the  cortical  location  of  sen- 
sation and  that  of  speech.  Just  as  there  is  a  speech  zone,  compris- 
ing the  back  part  of  the  first  temporal  convolution,  the  angular  gy- 
rus and  the  area  of  Broca,  and  injury  of  any  part  of  this  zone 
causes  aphasia  with  a  preponderance  of  symptoms  according  to  the 
part  injured;  so  there  may  be  a  zone  of  sensation.  He  was  not  pre- 
pared to  accept  the  view  that  there  is  a  stereognostic  zone  confined 
to  the  posterior  part  of  the  superior  parietal  lobe,  and  that  injury 
of  only  this  cortical  area  causes  astereognosis.  As  he  did  not  accept  a 
concept  center  for  speech,  confined  to  a  very  small  area  of  the  cor- 
tex, but  believed  that  the  whole  speech  area  was  a  concept  center;  so 
the  whole  sensory  area  might  be  regarded  as  a  stereognostic  area. 

Dr.  F.  X.  Dercum  said  that  he  had  no  doubt  that  all  parts  of  the 
cortex  play  a  role  in  the  recognition  of  objects.  If  the  object  is  o 
complex  one,  all  the  sensory  faculties  are  called  into  play,  and  even 
the  frontal  lobes  may  take  part,  but  he  felt  certain  that  there  is  an 
area  which  for  practical  purposes  we  can  call  the  stereognostic  area 
a  lesion  of  which  will  give  rise  to  astereognosis. 

Dr.  Spiller  remarked  that  he  had  referred  only  to  the  sensory 
area,  as  stereognosis  has  to  do  with  the  recognition  of  objects  by 
contact. 


CHICAGO  NEUROLOGICAL  SOCIETY. 

February  28,  1901. 

The  President,  Dr.  Hugh  T.  Patrick,  in  the  chair. 

CASE  OF  RAYNAUD'S  DISEASE. 

This  case  was  presented  by  Dr.  H.  N.  Moyer.  He  said 
that  this  was  the  third  case  of  the  affection  he  had  seen,  and 
they   all   presented   marked   differences. 

His  first  patient  was  a  man  aged  35  years,  who  had 
had  the  disease  for  eight  years.  It  began  in  a  small  spot 
upon  the  inner  side  of  the  left  leg,  which  was  painful,  turned 
white,  later  became  red,  then  black,  and  finally  sloughed  out, 
leaving  an  ulcer  which  healed  slowly.  These  patches  oc- 
curred at  intervals  upon  the  legs,  and  later  the  tips  of  the  toes 
were  involved  with  a  characteristic  gangrenous  patch  at  the 
pulps  which  sloughed  away.  The  patient  had  one  hand  de- 
cidedly more  affected  than  the  other,  and  at  the  wrist  on  that 
side  no  pulse  could  be  felt.  A  very  faint  radial  pulse  could 
be  distinguished  in  the  other  hand. 

His  second  patient  was  a  man  40  years  of  age,  whose  di- 
sease came  on  quite  suddenly  and  involved  the  entire  right 
hand.  He  was  a  machinist  by  occupation,  working  at  a  lathe, 
and  in  his  work  he  was  compelled  to  strike  the  lever  of  the 
machine  with  slight  force  at  quite  regular  intervals.  He  at- 
tributed the  trouble  to  this  use  of  his  hand.  In  this  hand  also, 
there  was  no  radial  pulse.  The  application  of  hot  water 
would  bring  on  a  spasm  of  the  vessels  of  the  entire  hand, 
which  was  acutely  painful.  The  hand  would  present  a  waxy 
pallor.  These  attacks  gradually  became  more  painful  and 
were  finally  followed  by  an  ulceration  of  one  finger,  after 
which  the  disease  seemed  to  disappear,  the  patient  for  several 
m.onths  having  had  no  trace  of  it. 

The  third  case  was  seen  in  consultation  with  Dr.  S.  L. 
Zeltner,  who  gives  the  following  history :  The  patient  was 
13  years  of  age,  of  Norwegian  descent,  tall,  has  light  com- 
plexion, mentally  bright,  very  fond  of  reading,  of  an  emotion- 
al nature,  and  has  had  several  hysterical  attacks.  She  has 
had  nearly  all  the  ordinary  children's  diseases.  The  family 
history  is  not  specially  significant.  The  mother  is  of  nervous 
temperament.  She  has  four  brothers  living  and  in  good 
health.  It  is  stated  that  her  grandmother  had  a  finger  that 
used  to  turn  white  for  a  short  time. 

She  first  came  under  observation  February  9,  1901,  at 
which  time  several  fingers  were  white  and  painful,  but  one 
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more  so  than  the  others.  While  under  observation,  the  fin- 
gers became  red,  again  turned  white,  and  then  assumed  a 
bluish  tint,  changing  color  constantly.  The  hands  were  cold 
but  sensation  was  not  impaired.  The  patient  stated  that  she 
first  felt  numbness  and  tingling  in  the  left  little  finger  and  it 
turned  white ;  that  occurring  about  five  days  before  she  was 
seen.  The  heart,  lungs  and  nervous  system,  with  the  excep- 
tion of  the  local  symptoms  in  the  hands,  were  quite  normal. 
Dr.  Zeltner's  first  impression  at  the  time  he  saw  her,  was  that 
her  finger  had  been  frozen,  but  the  rapid  alterations  of  col- 
or soon  showed  that  this  explanation  was  not  correct.  When 
the  finger  first  turned  white,  she  had  no  pain,  but  at  the  time 
she  came  under  observation  there  were  distinct  painful  par- 
oxysms of  about  one  half-hour's  duration,  which  came  on 
three  or  four  times  a  day.  When  first  seen  the  fingers  of 
each  hand,  three  in  number,  were  distinctly  cyanotic,  the  lit- 
tle finger  of  the  left  hand  more  than  the  others.  At  present, 
the  middle  finger  of  the  left  hand  and  the  fourth  finger  of  the 
right  hand  are  most  affected.  The  tips  of  the  fingers  are  verv 
tender  to  the  touch.  In  the  center  of  the  pulp  of  the  middle 
finger,  the  skin  appears  to  be  raised  and  white,  with  a  red- 
dish zone  around  it,  much  resembling  a  small  blister.  Ap- 
parently, gangrene  has  set  in  in  this  finger.  There  has  been 
no  change  in  the  nails  and  they  continue  to  grow. 

The  patient  has  been  treated  with  galvanism  every  day. 
The  hands  are  immersed  in  water,  connected  with  a  positive 
pole  and  the  negative  is  applied  at  the  nape  of  the  neck.  Sev- 
eral times  a  day  the  patient  is  instructed  to  raise  the  hands 
for  a  few  minutes.  A  thick  cotton  dressing  is  applied  to 
the  hands  when  she  goes  out  of  doors,  and  she  has  the  addi- 
tional protection  of  a  muff.  The  paroxysm  of  pain  was  best 
relieved  by  a  lo  per  cent,  solution  of  menthol  in  alcohol. 
Chloroform  liniment  was  applied,  but  with  no  effect.  The 
.patient  says  that  she  gets  more  relief  from  applications  of 
very  cold  water.  Warm  water  increases  the  pain.  Inter- 
nally she  was  given  the  suprarenal  gland,  with  no  effect.  Lat- 
er she  was  given  quinine  and  strychnine  with  marked  im- 
provement. 

OPTIC  ATROPHY  IN  A  CHILD. 
f 

Dr.  H.  T.  Patrick  presented  a  boy  of  twelve  years  who 
was  first  seen  September  i8,  1900,  through  the  kindness  of 
Dr.  F.  A.  Phillips.  The  father  had  died  insane,  probably  of 
general  paresis.  The  first  child  was  fifteen  years  of  age  and 
perfectly  well ;  the  second  pregnancy  terminated  with  a  mis- 
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carriage  at  about  four  months,  and  the  patient  was  born  at 
full  term  about  two  years  later.  The  following  child  was  born 
three  years  after  the  patient,  and  presented  some  evidence  of 
inherited  lues,  while  the  last  child  was  afiflicted  with  various 
skin  diseases  until  several  years  old.  Soon  after  the  patient's 
birth  he  developed  snuffles  which  continued  for  several  years. 
The  mother  stated  that  he  had  never  been  strong  on  his  legs, 
and  walked  "as  if  his  shoe  hurt  him."  Otherwise,  his  devel- 
opment was  normal  with  the  exception  of  occasional  noctur- 
nal enuresis  which  still  continued,  the  urine  sometimes  slow- 
Ij-  dribbling  away.  For  the  last  three  years  he  had  been  sub- 
ject to  attacks  of  vomiting  which  always  occurred  in  the 
morning  and  were  followed  by  sleep,  after  which  he  seemed 
perfectly  well.  During  the  last  year  these  attacks  had  begun 
with  a  pain  in  the  head,  and  had  been  more  frequent,  and  af- 
ter an  attack  the  scalp  would  be  tender  for  a  day  or  two. 
They  were  apparently  migrainous  in  character.  Vision  began 
to  fail  only  a  few  months  previously,  and  at  the  time  of  ex- 
amination as  determined  by  Dr.  Phillips ,  was  R 1 5-200 ;  L  20-200, 
and  there  was  simple  atrophy  of  both  optic  nerves.  The  right 
pupil  was  slightly  larger  than  the  left,  both  were  somewhat 
irregular  and  responded  to  accommodation  but  not  to  light. 
Sensation  and  muscular  power  were  normal,  there  was  very 
slight  incoordination  of  both  upper  and  lower  extremities, 
and  slight  intention  tremor  of  the  hands.  Deep  reflexes  were 
normal,  and  there  was  no  ulnar  analgesia,  but  pressure  on 
the  ulnar  nerve  seemed  to  be  rather  less  painful  than  normal. 
The  teeth,  while  not  of  the  typical  Hutchinson  type,  were 
considered  to  indicate  congenital  syphilis.  Since  September 
the  boy  had  become  totally  blind,  the  other  symptoms  re- 
m.aining  about  the  same.  On  account  of  the  brisk  knee-jerks, 
the  diagnosis  of  precocious  tabes  would  be  rather  venture- 
some, but  the  case  was  considered  to  be  of  that  type ;  that 
is,  to  be  classed  with  the  late  degenerative  diseases  caused 
by  syphiHs,  such  as  tabes  and  general  paresis. 


OPTIC  ATROPHY  IN  A  MIDDLE-AGED  WOMAN. 

Dr.  Patrick  presented  a  patient,  who  had  been  seen 
through  the  kindness  of  Dr.  R.  A.  MacArthur.  She  was  in 
vigorous  health,  and  a  careful  examination  revealed  abso- 
lutely no  sign  of  disease  except  the  double  optic  atrophy. 
There  was  an  indefinite  history  of  some  sort  of  a  sore  on  the 
vulva  a  number  of  years  before,  but  no  history  of  secondar- 
ies or  subsequent  trouble  until  the  vision  began  to  fail  about 
«ix  months  ago. 
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OPTIC  ATROPHY  IN  A  MAN  OF  SIXTY-NINE. 

Dr.  Patrick  presented  this  patient,  seen  at  the  request  of 
Dr.  Phillips.  No  cause  for  the  simple  optic  atrophy  except  gen- 
eral and  well-advanced  arterior  sclerosis  was  found.  He  pre- 
sented a  large  cicatrix  of  the  prepuce  which  he  said  had  been 
caused  more  than  thirty  years  before  by  his  wife  viciously 
pinching  it  with  her  thumb-nail,  this  wound  being  followed 
by  ''blood  poisoning,"  by  which  the  patient  meant  severe  lo- 
cal inflammatory  changes.  Further  than  this,  no  evidence  of 
syphilis  could  be  found. 

HOMONYMOUS  HEMIANOPIA  OF  SUDDEN  ONSET. 

Dr.  Patrick  reported  a  case,  referred  by  Drs.  Broell  and 
MacArthur.  The  patient  was  a  young  married  woman  in 
perfect  health,  with  no  signs  of  disease  except  the  visual  con- 
dition. Two  months  before,  while  attending  to  her  house- 
work, she  stooped  to  pick  something  from  the  floor,  and  on 
rising  felt  dizzy,  and  discovered  to  her  consternation  that  she 
was  practically  blind.  She  had  severe  pain  in  the  head,  was 
dizzy  and  vomited.  For  several  days  she  was  nearly  blind, 
when  vision  gradually  improved  until  there  was  left  the  pres- 
ent hemianopia.  At  examination  several  weeks  ago  the  Wer- 
nicke sign  was  positive,  but  examination  of  the  patient  at  the 
meeting  failed  to  confirm  this.  The  lesion  must  have  been  a 
hemorrhage,  but  in  the  absence  of  all  evidence  of  heart,  vas- 
cular, kidney,  diathetic,  and  toxic  disease,  and  with  no  hemo- 
philia, the  cause  of  the  hemorrhage  was  exceedingly  obscure. 
Considering  the  Wernicke  sign  to  be  negative.  Dr.  Patrick  was 
inclined  to  believe  the  lesion  an  occipital  one,  as  he  had  once 
before  seen  hemianopia  from  cerebral  hemorrhage  in  this  re- 
gion, and  a  hemorrhage  elsewhere  in  the  visual  tract  would 
probably  have  involved  other  structures  also. 

FACIAL  PARALYSIS,  MULTIPLE  SCLEROSIS  AND   CERE- 
BRAL THROMBOSIS. 

Dr.  Patrick  also  reported  this  case.  The  patient  was 
seventy-two  years  old  and  had  had  an  almost  complete  facial 
paralysis  on  the  left  side  since  he  was  two  years  old.  There 
were  no  signs  of  ear  disease,  and  the  cause  of  this  facial  par- 
alysis must  remain  obscure,  although  the  escape  of  a  few 
twigs  of  the  upper  branch  of  the  facial  would  incline  one  to 
consider  the  lesion  nuclear  or  radical.  The  patient  presented 
a  perfectly  typical  and  exaggerated  intention  tremor  affect- 
ing the  arms  most,  but  also  involving  the  lower  extremities, 
the  trunk  and  the  neck.  This  tremor  he  had  had  for  at  least 
thirty-five  years,  during  which  time  it  had  gradually  been 
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growing  worse.  There  were  no  sensory  symptoms,  no  nys- 
tagmus, and  no  disturbance  of  speech,  except  such  as  was 
due  to  the  facial  paralysis.  In  the  absence  of  evidence  of  any 
other  cause,  Dr.  Patrick  was  inclined  to  believe  that  the 
tremor  was  due  to  multiple  sclerosis. 

Several  weeks  before  in  the  night,  the  patient  developed 
paresis  of  the  right  lower  extremity.  This  had  been  gradual- 
ly improving  and  he  now  walked  almost  as  well  as  he  did 
before  this  came  on.  As  he  had  advanced  arterio-sclerosis, 
a  senile  heart,  at  times  an  intermittent  pulse,  this  monople- 
gia was  believed  to  have  been  caused  by  thrombosis  of  an  ar- 
tery in  the  leg  center  of  the  brain. 

A  COMPLICATED  CASE  OF  NEURALGIA  AND  NERVE 
LESIONS. 

Dr.  Bayard  Holmes  presented  the  clinical  history  and 
post-mortem  specimens  of  a  case  of  antrum  infection  and 
sigmoid  thrombosis,  without  present  middle-ear  disease,  pre- 
senting the  symptoms  of  facial  neuralgia  and  none  of  the  or- 
dinary symptoms  of  disease  in  the  petrosa :  retropharyngeal 
gravity  abscess,  general  sinus  thrombosis  without  much  im- 
pairment of  cerebration.  The  case  was  reported  to  the  Socie- 
ty owing  to  the  difficulty  presented  in  the  diagnosis.  There 
were  few  psychical  symptoms,  and  the  various  neuralgias  and 
peripheral  nerve  lesions  gave  no  very  definite  pointings  for 
cerebral  localization.  A  rough  synopsis  of  the  case  was  giv- 
en as  follows :  Rigor  and  high  temperature  beginning  with- 
out apparent  cause,  neuralgia  of  the  right  fifth  nerve  for  ten 
days,  typhoid  or  septic  condition  resembling  sinus  throm- 
bosis for  six  weeks,  abscess  appearing  suddenly  in  the  pos- 
terior right  pharynx,  six  weeks  later  discharge  from  the  right 
ear,  paralysis  of  the  right  leg,  death,  autopsy,  antrum  and 
general  mastoid  disease,  sigmoid  and  general  sinus  thrombo- 
sis, extending  into  the  cortex  of  the  left  hemisphere. 

From  a  study  of  this  case  Dr.  Holmes  drew  the  follow- 
ing conclusions : 

(i)  Mastoid  antrum  disease  is  the  appendicitis  of  the 
head. 

(2)  In  every  case  of  infection  within  the  head  where  some 
other  source  of  the  infection  can  not  be  demonstrated,  the 
mastoid  antra  should  be  explored. 

,  (3)  The  facial  neuralgia  is  not  explainable  by  the  patho- 
logic findings. 

(4)  The  excellent  mental  condition  even  up  to  the  last 
seems  hardly  consistent  with  the  obliteration  of  both  jug- 
ulars and  the  suppuration  in  the  great  sinuses  of  the  dura. 


periecope* 


CLINICAL  NEUROLOGY. 

Rapporto  tra  accessi  epilettici  ED  AUTOiNTOSsiCAziONE  (Relation 

between  Epileptic  Seizures  and  Autointoxication).     Luigi  Ron- 

coroni.     (Archivio  di  psichiatria,  etc.,  1900,  xxi.  No.  6). 

At  present  the  doctrine  of  autointoxication  in  epilepsy  rests 
upon  very  contradictory  findings.  Some  find  the  urine  hypotoxic  be- 
fore and  hypertoxic  after  convulsive  attacks,  while  others  find  the 
toxicity  exactly  reversed.  A  survey  of  the  entire  subject  of  the  tox- 
icity of  the  urine,  blood,  sweat,  etc.  shows  inconstancy  and  contra- 
diction instead  of  uniformity.  There  is  similar  want  of  conformity 
in  the  results  as  to  the  amount  of  toxiferous  urine,  blood,  etc.  neces- 
sary to  poison  animals.  The  present  author  has  attempted  to  study 
this  subject  anew.  He  begins  with  the  urine,  and  first  sees  to  it  that 
its  temperature  agrees  with  that  of  the  animal  to  be  experimented 
upon,  and  also  that  it  is  filtered  and  sterilized.  It  must  also  be  per- 
fectly fresh  and  acid  in  reaction.  The  specific  gravity  must  always 
be  the  same  as  when  passed.  It  must  neither  be  concentrated  nor 
diluted,  for  its  density  can  stand  in  no  relation  with  its  toxicity. 

The  urine  selected  for  experiment  is  taken  from  the  amount 
passed  in  24  hours  before  and  after  an  attack.  Fifty  parts  of  urine 
are  injected  for  1,000  parts  of  animal.  In  regard  to  the  organ  in 
which  urine  is  injected,  the  intravenous  method  disturbs  the  blood- 
pressure  too  much  and  thus  masks  the  toxic  efifect.  The  peritoneal 
cavity  is  likewise  unsatisfactory,  as  the  power  of  absorption  doubt- 
less varies.  The  intestine  is  objectionable  for  several  reasons.  The 
author  therefore  relies  upon  multiple  subcutanous  injections.  Thus 
25  c.cm.  can  be  divided  into  five  portions,  injected  in  the  animal's 
belly  and  back.  The  patients  who  furnish  the  urine  were  15  male  epi- 
leptics, and  specimens  were  obtained  before  and  after  attacks  and  in 
the  intervals.  The  experiments  are  given  in  full:  Rabbits  were  the 
animals  used.  The  subcutaneous  procedure  was  used  for  the  prin- 
ciple method,  while  for  control  purposes  the  endoperitoneal  route 
was  chosen.     A  few  cases  are  reproduced,  viz.: 

No.  I.  Patient  aged  47;  an  epileptic  since  childhood.  After  at- 
tacks he  is  agitated  and  impulsive;  he  is  very  excitable  in  the  inter- 
vals. He  has  ideas  of  persecution,  etc.  A  specimen  of  his  urine  five 
days  after  and  two  days  before  a  typical  attack  was  injected  into  the 
peritoneal  cavity  of  a  rabbit  and  caused  depression  and  tremor  for 
six  hours.  Specimens  of  urine  four  hours  after  a  typical  attack  in- 
jected into  the  peritoneal  cavity  of  a  rabbit  (15  c.cm.)  caused  tem- 
perature to  fall  from  36.5  to  35.8.  The  animal  was  insensible  to 
stimuli  for  twelve  hours.  Specimen  of  the  same  urine  injected  by 
subcutaneous  route  gave  only  slight  depression. 

No.  10.  Patient  aged  36;  an  epileptic  since  childhood.  His  at- 
tacks were  followed  by  periods  of  maniacal  excitement.  Urine 
passed  3^/^  hours  after  attack  injected  into  the  peritoneal  cavity 
of  a  rabbit,  caused  severe  depression  and  inability  to  respond  to 
stimuli. 

As  all  the  cases  experimented  upon  in  the  author's  very  careful 
methods  show  a  certain  amount  of  variability,  the  lack  of  conformity 
shows  that  autointoxication  is  only  a  contributory  cause  of  the  epi- 
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leptic  paroxysms.  In  other  words,  epilepsy  is  not  solely  an  autoin- 
toxication although  the  increase  of  the  toxic  power  of  the  urine 
shows  a  possibility  that  increased  formation  of  toxic  matter  in  the 
body  may  be  a  contributory  factor  in  the  production  of  the  attacks. 

Clark. 

Ueber  cerebrale  Blasenstorungen  (On  Cerebral  Bladder  Dis- 
turbances). Ernst  V.  Czyhlarz  and  Otto  Marburg  (Jahrbiicher 
fiir  Psychiatrie  und  Neurologic,  20  Vol.  No.  i,  p.  134). 
The  existence  of  true  cerebral  bladder  symptoms  has  been  a 
question  of  much  debate,  with  the  weight  of  opinion  inclining  to- 
wards its  non-existence.  This  paper  aims  to  discuss  the  question 
in  a  more  precise  way  by  means  of  microscopic  study  and  by  the 
critical  examination  of  the  cases  reported  in  literature.  Under  cere- 
bral bladder  sj'-mptoms  is  understood  all  those  symptoms  referable 
to  the  bladder  which  occur  in  the  course  of  cerebral  affections  with- 
out psychical  disturbances  or  involvement  of  consciousness,  if  the 
bladder  apparatus  in  its  nervous,  muscular,  and  glandular  functions 
is  perfectly  intact.  To  be  excluded  are  all  those  affections  of  the 
brain  which  have  no  strictly  limited  localization,  as  commotio  cere- 
bri, progressive  paralysis,  senile  dementia,  and  those  in  which  the 
shock  of  the  attack,  as  in  apoplexy  or  in  fever,  may  produce  distur- 
bances of  themselves.  To  be  included  under  the  latter  is  encephalitis. 
In  such  cases  the  assumption  of  Frankl-Hochwart  and  Zuckerkandl, 
that  we  have  to  do  with  an  irritation  of  the  intra-cerebral  inhibitory 
paths,  is  the  most  reasonable  explanation.  According  to  the  present 
state  of  our  knowledge,  the  cortical  bladder  center  is  in  the  motor 
zone,  at  the  point  of  conjunction  of  the  arm  and  leg  centers,  some- 
where in  the  region  where,  according  to  Obersteiner,  the  center  for 
movements  of  the  thigh  is  located.  The  clinical  manifestations  of 
disturbances  located  here  is  the  impossibility  of  voluntary  urination, 
that  is  retention,  which,  in  unilateral  focal  lesions,  is  temporary.  In 
regard  to  the  bilateral  foci,  no  opinion  can  be  expressed.  The  sub- 
cortical center  lies  in  the  corpus  striatum  and  has  to  do  with  auto- 
matic movements  of  the  bladder,  resulting  from  conscious,  sensory 
stimulation.  A  third  center  reacts  to  effective  stimuli  and  plays  an 
important  role  in  cases  where  the  effective  states  are  most  freauent. 
as  in  children  or  psychopathic  women.  This  center  is  situated,  prob- 
ably, in  the  thalamus.  The  influence  of  the  cerebellum  in  central 
bladder  affections  is  stated  in  this  way:  cerebellar  affections  have 
a  tendency  to  change  retention,  caused  by  pryramidal  tract  lesion, 
to  an  incontinence,  and  cause  the  symptoms  relating  to  the  bladder 
to  become  more  pronounced.  The  cerebro-spinal  motor  paths  con- 
nect these  centers  with  the  conus,  the  pyramidal  tract  plays  an  im- 
portant role  in  this  connection.  The  skepticism  in  regard  to  the 
existence  of  central  bladder  symptoms  is  unjustified.  Its  existence 
may  be  regarded  as  proven,  when  more  cases  have  been  studied. 
The  bladder  symptoms  due  to  cerebral  lesions  may  be  an  aid  in  lo- 
calisation where  the  seat  of  the  lesion  is  doubtful.  In  support  of  the 
above  conclusions,  the  authors  present  cases  from  literature,  as  well 
as  some  of  their  own.  Schwab. 

ZuR  Symptomatologie  der  Paralysis  agitans  (The  Symptomatol- 
ogy of  Paralysis  Agitans).  D.  Frank.  (Monatsschrift  fiir  Psychi- 
trie  und  Neurologie,  September,   1900.) 
The  author  reports  on  several  cases  of  paralysis  agitans  observ- 
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ed  in  Oppenheim's  Clinic,  in  which  special  symptoms  were  present. 
In  several  cases  the  so-called  "false  foot-tremor"  was  seen.  This  is 
brought  out  by  placing  the  foot  in  dorsal  flexion,  and  holding  it  for 
several  seconds.  Typical  tremor  ensues  which  differs  from  the  ordi- 
nary foot-clonus  in  that  the  movements  are  slower,  and  less  rhyth- 
mical, and  are  seemingly  produced  by  the  extensor  muscles.  The 
symptom  is  of  value  in  cases  in  which  the  tremor  does  not  appear 
early,  and  in  cases  in  which  the  diiTerentiation  between  paralysis 
agitans  and  senile  tremor  is  difficult.  The  writer  also  calls  atten- 
tion to  the  occurrence  of  associated  movements  in  cases  of  shaking 
palsy.  Two  cases  of  unilateral  disease  are  reported,  in  which  active 
movements  of  the  muscles  of  the  affected  side  were  accompanied  by 
similar  movements  of  the  unaffected,  although  active  movements  of 
the  latter  were  followed  by  no  similar  state  in  the  diseased  areas.  In 
one  of  these  cases  the  author  notes  that  the  side  of  the 
face  corresponding  with  the  affected  half  of  the  body  was  involved  in 
the  rigidity  and  tremor  of  the  disease.  Another  case  is  reported  in 
which  there  were  marked  disturbances  of  sensibility,  including  dim- 
inution of  both  painful  and  temperature  senses. 

The  paper  concludes  with  the  outline  of  two  cases  in  which  the 
differential  diagnosis  between  paralysis  agitans  and  senile  tremor 
of  arterio-sclerosis  was  in  doubt,  and  the  symptoms  pointed  again  to 
a  strong  inter-relation  in  the  pathology  of  these  two  diseases.  One 
patient  presented  the  typical  manifestations  of  paralysis  agitans,  and 
in  addition,  headache,  vertigo,  bulbar  manifestations  and  exaggerat- 
ed knee-jerk.  The  second  case  presented  only  a  superficial  resem- 
blance to  paralysis  agitans,  with  the  exception  of  a  tremor.  There 
was  predominance  of  symptoms  particularly  suggestive  of  arterio- 
sclerosis, as  paresis  of  the  extremities,  spasms,  and  increase  of  the 
patellar  tendon  reflex  and  true  ankle-clonus,  together  with  mental 
defects,  dysarthria  and  dysphagia.  Cases  have  been  reported  in 
which  these  manifestations  of  senile  degeneration  have  faded  away, 
and  have  been  followed  by  manifestations  difficult  to  distinguish 
from  those  of  paralysis  agitans.  Such  a  variety  of  symptoms,  which 
point  unmistakably  to  involvement  of  the  cerebral  hemispheres, 
bears  strong  evidence  of  an  association  of  this  disease  with  vascu- 
lar degenerations.  Jelliffe. 

Contribution  a  l'etude  de  l'anatomie  pathologique  de  l'hemi- 
ANOPSiE  d'origine  intra-cerebrale  (Contribution  to  the  Path- 
ological Anatomy  of  Hemianopsia  of  Intra-cerebral  Oriein). 
Joukowsky  (Nouvelle  Iconographie  de  la  Salpetriere,  No.  i,  14th 
Year,  Jan.-Feby.,  1901,  p.   i). 

A  study  of  two  cases  of  hemianopsia  caused  by  the  destruction 
of  the  cortical  visual  center.  Case  I.  An  old  man  with  left  homony- 
mous hemianopsia.  He  had  no  paralysis  nor  sensory  aphasia.  Au- 
topsy showed  a  softening  in  the  right  hemisphere  in  the  region  sup- 
plied by  the  posterior  cerebral  artery,  which  had  destroyed  the  re- 
gion of  the  calcarine  fissure  and  the  neighboring  part  of  the  occipital 
pole.  Small  softenings  were  present  in  the  convultions  Oi  and  O2. 
Histological  study  showed  that  the  lesion  was  located  in  the  cal- 
carine fissure,  destroying  chiefly  the  lingual  and  fusiform  lobes,  and 
that  this  lesion  penetrated  in  the  adjacent  white  substance  to  the 
internal  wall  of  the  posterior  horn.  This  lesion  was  followed  by  a 
sclerosis  of  the  radiate  fibers  of  Gratiolet,  by  sclerosis  of  the  infer- 
ior portion  of  the  retro-lenticular  internal  capsule,  and  by  that  of  the 
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inferior  posterior  part  of  the  optic  tract.  This  sclerosis  did  not 
show  secondary  degeneration.  In  this  case  then  there  is  a  lesion 
exclusively  of  the  intra-cerebral  visual  annaratus,  causing  the  phe- 
nomena of  hemianopsia.  Case  II.  Double  hemianopsia  with  preser- 
vation of  the  central  portion  of  the  field  of  vision.  Autopsy:  The 
right  hemisphere  presents  an  old  focus  of  softening  upon  its  inferior 
surface.  The  hipoocampal  convolution  is  softened,  especially  in  the 
external  posterior  half.  The  retro-lenticular  fold,  the  lingual  lobe, 
the  fusiform  and  the  third  temporal  are  all  aflfected.  Upon  the  in- 
ternal surface,  the  calcarine  fissure  is  involyed  in  its  whole  extent. 
In  the  left  hemisphere  there  is  a  softening  in  the  parietal  lobe.  In 
this  case  there  is  in  part  a  softening,  which  has  destroyed,  in  the 
right  hemisphere,  the  region  of  the  cortical  visual  center,  in  part  a 
focus  of  softening  located  in  the  left  hemisphere,  which  occupies 
the  whole  substance  of  the  pli-courbe  and  the  neighboring  region  of 
the  temporal  and  parietal  lobes.  These  observations  confirm  the  re- 
sults of  observers  as  to  the  origin  of  intra-cerebral  hemianopsia,  as 
in  these  two  cases,  in  spite  of  the  great  extent  of  the  lesions,  degen- 
eration of  the  fibers  of  Gratiolet  and  of  the  corpus  callosum  was  not 
observed.  The  lesion  then  was  strictly  focal  in  its  nature,  in  the 
optic  tract.  Schwab. 

Kernig's  signe  (Kernig's  Sign.)     J.   Roglet.     (Journal  de   Medecin, 

Oct.,  10,  1900.) 

The  author  here  reports  on  an  extensive  series  of  observations 
on  the  subject  of  Kernig's  sign.  This  sign,  as  is  well  known,  con- 
sists in  the  possibility  of  completely  extending  the  leg  on  the  thigh 
when  in  the  sitting  posture,  in  a  patient  suffering  from  certain  men- 
ingeal diseases.  There  is  a  certain  amount  of  contracture  of  the 
flexors  of  the  leg.  This  contracture,  on  the  other  hand,  disappears, 
and  complete  extension  can  be  obtained,  when  the  patient  is  lying  on 
the  back.  It  is  Iherefore  easy  to  elicit  this  phenomenon  if,  after 
having  ascertained  the  absence  of  all  contracture  in  the  supine  posi- 
tion, the  patient  is  made  to  sit  up  with  his  legs  hanging  free,  or  even 
sitting  up  in  bed.  Certain  precautions  are  therefore  necessary.  The 
observer  must  see  that  the  patient  sits  straight  upright,  and  does  not 
lean  to  one  side  or  the  other,  and  that  the  thighs  form  a  right  angle 
with  the  trunk,  certainly  not  less.  Disregard  of  this  point  may  lead 
to  considerable  error.  The  attempt  to  obtain  Kernig's  sign  is  some- 
times attended  with  considerable  pain.  The  amount  of  extension 
obtained  at  the  knee  varies  considerably.  When  Kernig's  sign  is 
well  marked  it  is  impossible  to  exceed  a  right  angle;  when  slight,  an 
obtuse  angle  equal  to  135  degrees;  but  intermediate  degrees  may  be 
obtained.  Nor  is  the  sign  always  bilateral;  occasionally  it  has  been 
observed  on  one  side  only,  or  to  an  unequal  extent  in 
both  limbs.  The  intensity  of  the  phenomenon  may  vary  from 
day  to  day,  or  may  even  disappear  completely.  To  be  therefore 
sure  of  its  non-existence  several  observations  are  necessary.  Ker- 
nig's sign  may  appear  at  the  same  time  as  the  other  symptoms,  rig- 
idity of  the  neck,  ocular  symptoms,  contracture,  etc.,  but  most  us- 
ually it  appears  about  the  third  or  fourth  day  of  the  disease.  In 
tuberculous  meningitis  its  appearance  is  most  delayed.  It  is  very 
rare  for  it  to  be  the  only  symptom  present.  Kernig's  sign  may  dis- 
appear at  variable  periods.  In  meningitis  ending  fatally,  it  may  per- 
sist up  to  the  end,  but  in  other  cases  it  may  disappear  shortly  before 
death,  especially  in  cases,  where  owing  to  coma,  there  is  general 
flaccidity,  and  all  contractures  give  place  to  paralysis.     It  is  under 
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such  circumstances  that  Kernig's  sign  has  been  missed  in  several 
cases  of  meningitis.  The  diagnostic  value  of  this  sign  is  considerable 
as  it  has  been  met  with  in  85  to  90  per  cent,  of  cases  of  meningitis. 
It  is,  however,  present  in  other  conditions  with  meningeal  inflam- 
mation—for example,  meningeal  hemorrhage  ind  cerebral  abscess 
— but  this  seems  to  be  exceptional.  Its  value  is  reduced,  therefore, 
by  the  fact  that  it  rarely  appears  at  the  beginning  of  the  case  or  oc- 
curs alone.  The  diagnosis  is  consequently  in  many  cases  apparent 
independent  of  this  sign.  Roglet  explains  the  phenomenon  as  fol- 
lows: In  a  person  in  a  sitting  posture  with  the  thighs  flexed  to 
some  degree,  and  the  trunk  of  the  legs  extended,  the  flexor  muscles 
are  on  stretch,  and  their  elasticity  is  soon  exhausted.  If  under  the 
influence  of  spinal  irritation  and  irritation  of  the  spinal  roots,  where 
this  may  be  due  to  increase  of  intraspinal  pressure  or  to  the  pres- 
ence of  purulent  exudation,  there  is  naturally  produced  some  in- 
crease of  muscular  tonicity.  This  diminishes  the  elasticitv  and  length 
of  the  flexor  fibers  which  then  become  too  short  to  allow  of  exten- 
sion of  the  leg  on  the  thigh,  and  thus  the  sign  is  produced. 

Jelliffe.' 

PATHOLOGY. 

Ueber  Erkrankung  des  Gehirns  nach  Trauma  (Traumatic  Diseases 
of  the  Brain).  M.  Koppen  TArchiv  fiir  Psychiatric  und  Nerven- 
krankheiten,  xxxiii.,  2,   1900). 

The  author  reports  in  detail  eight  cases,  with  pathological  find- 
ings, from  his  service  in  the  Charite,  and  gives  the  following  gen- 
eral conclusions: 

Violence  when  inflicted  upon  the  skull  frequently  produces  small 
lesions  of  the  base  of  the  frontal  lobes,  at  the  apices  of  the  parietal 
lobes  and  of  the  occipital.  They  may  even  be  found  when  the  skull 
is  not  injured.  At  the  afifected  areas  destruction  of  the  tissues  is 
shown  by  hemorrhagic  infiltration  and  various  stages  of  encephalitis. 
From  these  foci  scars  and  other  defects  with  a  cicatricial  ■•investment 
later  appear. 

The  presence  of  these  scars  may  be  taken  as  an  indication  of  a 
previous  trauma.  Foci  of  softening  are  frequently  localised  in  the 
cerebral  cortex,  but  over  small  cicatrices,  with  numerous  areas  of 
hemorrhage,  may  be  assumed  to  be  of  traumatic  origin.  The  exis- 
tence of  such  defects  is  shown  by  small  contractions  or  depressions. 
When  these  scars  and  defects  are  found  the  incidence  of  a  traum- 
atism is  almost  certain. 

The  exuded  blood  may  be  entirely  resorbed  or  for  a  long  time 
may  remain  in  the  form  of  pigment  deposits  or  of  colored  amor- 
phous masses,  or  small  bodies  which  preserve  the  outward  form  of 
blood  corpuscles.  The  absence  of  signs  of  hemorrhage  does  not 
negative  the  occurrence  of  a  trauma. 

Certain  symptoms  stand  in  direct  relation  to  the  occurrence  of 
the  lesions  of  the  base  of  the  brain,  e.g.,  indications  of  the  men- 
ingitis, as  rigidity  of  the  neck  and  forced  positions  of  the  body. 

Severe  cerebral  symptoms,  as  coma  with  spasms,  in  which  death 
ensues,  may  appear  suddenly  in  traumatic  cases,  without  the  appear- 
ance of  any  other  condition  than  the  minute  areas  of  destruction  of 
the  basal  cortex.  These  compel  the  assumption  that  an  irritation 
proceeds  from  these  areas,  sufHcient  to  call  forth  general  symptoms, 
probably  in  the  form  of  circulatory  disturbances.  These  severe  cere- 
bral manifestations  may  ensue  long  after  the  trauma. 

The  symptoms  of  sudden  irritation  of  the  brain  and  of  a  general 
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mental  degeneration,  may  also  develop  after  injuries  to  the  head, 
which  have  shown  no  immediate  consequences  and  especially  have 
not  caused  any  severe  disturbance  of  consciousness.  Symptoms 
following  immediately  after  the  accident  fail  in  cases  in  which  a  ma- 
terial change  in  the  cerebral  substance  has  taken  place. 

The  brain  may  be  injured  by  an  accident,  in  which  there  has  been 
no  direct  blow  upon  the  head,  but  in  which  the  impact  has  been  upon 
the  foot  or  the  knee   or  the  buttocks. 

Dementia  ensuing  upon  an  injury  to  the  head  is  riot  identical 
with  dementia  paralytica,  and  may  best  be  described  as  dementia 
post-traumatica.  There  are  stages  in  this  disease,  especially  when 
the  history  is  not  known,  when  confusion  with  dementia  paralytica 
is  highly  probable. 

Universal  changes  in  the  vessels,  which  have  been  described  by 
Kronthal,  and  Friedman,  as  having  taken  place  in  traumatic  cases, 
were  observed  by  the  author  in  one  case,  but  were  wanting  in  others, 
in  which,  owing  to  the  long  time  following  the  occurrence  of  the  in- 
jury they  might  reasonably  have  been  expected.  The  question  arises 
as  to  whether  such  vascular  changes  are  a  necessary  accompaniment 
of  concussion  of  the  brain,  or  merely  an  incident.  It  is  further 
to  be  remembered  that  such  universal  changes  may  occur  in  arterio- 
sclerosis. 

In  case  of  extreme  dementia  following  trauma  there  is  often  no 
other  lesion  than  the  cicatrices  in  the  cerebral  cortex,  so  that  the 
development  of  a  general  irritation  affecting  the  entire  nutrition 
and  blood  supply  of  the  brain  must  be  assumed.  Jelliffe. 


HisTOLOGiscHE  Veranderungen  des  Centralnervensystems  und 
DES  Magens  bei  Tetanie  des  Magens  (Histological  Changes  of 
the  Central  Nervous  System  and  of  the  Stomach  in  Tetany  of 
the  Stomach).  L.  Ferrannini  (Centralblatt  fiir  Innere  Medicin, 
No.  1.   1901,  p.  I.  Jan.  5). 

In  1869  Kussmaul  for  the  first  time  called  attention  to  a  form 
of  tetany  which  occurred  in  individuals  with  gastrectasia.  Since  then 
about  fifteen  cases  have  been  published.  Tetany  does  not  occur  in 
all  dilated  stomachs,  but  only  in  those  cases  in  which  a  constant  hy- 
persecretion exists.  The  following  case  is  the  subject  of  this  study. 
Woman,  23  years  old,  gastric  symptoms  for  eleven  years.  The  stom- 
ach was  found  to  be  enlarged,  the  total  acidity  2.8%.  free  hydro- 
chloric 2.35%.  The  convulsive  symptoms  of  tetany  were  present  in  a 
marked  degree.  Autopsy:  Stomach  enormously  dilated,  chronic 
catarrh.  Venous  hyperemia  of  the  pia  and  of  the  brain  and  the 
cord.  Ganglion  cells  of  the  nuclei  of  the  medulla  and  the  dorsal 
portion  of  the  cervical  cord  showed  pathological  alteration.  Dila- 
tation of  the  perivascular  lymph  spaces,  together  with  swollen  ap- 
pearance of  the  nerve  cells,  chromatolysis.  The  nuclei  of  the  nerve 
cells  v/ere  mostly  enlarged  and  peripherally  situated,  irregular  in 
form  and  staining  qualities.  The  nuclear  membrane  was  thickened 
and  intensely  stained.  The  cell  branches  were  rather  thin,  some- 
times tortuous  and  showing  in  places  nodular  thickening.  Nothing 
abnormal  was  discovered  in  the  nerve  fibers.  These  definite  and 
severe  lesions  of  the  nerve  cells  speak  against  a  reflectory  origin 
of  tetany.  The  assumption  of  an  intoxication  best  explains  the 
symptoms  and  the  pathological  appearances.  The  author  believes 
that  there  is  an  increased  production  of  toxic  products  rather 
than  a  diminished  excretion  of  the  same.  Schwab. 
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DiPHTHERiE  ToxlN  UND  DER  Nerven-System  (Action  of  Diphtheria 
Toxin  on  the  Nervous  System),  Billchousky  and  Nartouski. 
(Neurologisches  Centralblatt,  July  i,  1900). 

The  authors  describe  experiments  which  they  have  recently  car- 
ried out  in  Mendel's  laboratory.  The  pathological  changes  have 
been  located  in  three  situations — the  peripheral  n«rves,  the  spinal 
cord  (parenchymatous  and  interstitial  myelitis,  with  secondary 
changes  in  the  nerves  and  muscles),  and  the  muscles.  The  authors 
injected  sterile  diphtheria  toxin  into  white  mice,  rabbits,  and  guinea- 
pigs.  Large  doses  produced  rapid  death,  with  anatomical  evidence 
both  of  general  intoxication  and  of  a  special  action  on  the  vascular 
system.  The  animals  which  survived  this  stage  developed,  eight  or 
ten  days  after  the  injection,  more  or  less  typical  post-diphtherial 
palsy.  The  vessels  were  found  quite  full  and  with  pathological 
changes  in  their  walls  leading  to  scattered  foci  of  hemorrhage.  There 
was  no  sign  of  meningitis  or  encephalitis,  nor  were  the  nerve  cells 
of  the  brain  or  cord  with  a  few  isolated  exceptions  affected.  Prep- 
arations by  Marchi's  method  showed  nothing  noteworthy  in  the 
brain  or  cord,  but  extensive  degeneration  of  the  myelin  sheaths  of 
the  peripheral  nerves;  this  was  confirmed  by  Weigert's  procedure. 
The  muscle  fibers  were  the  seat  of  fatty  change.  The  conclusion  is 
drawn  that  the  essential  lesion  is  parenchymatous  degeneration  of 
the  peripheral  nerves;  the  slight  changes  in  the  anterior  horn  cells 
are  held  to  be  secondary  or  of  cachetic  origin;  while  the  vascular  al- 
terations play  but  a  subordinate  role  in  the  pathogeny  of  post-diph- 
therial palsy.  Jelliffe. 


Sulle  modificazioni  che  il  processo  putrefattivo  pue  imprimere 
alle  cellule  nervose  gia  pathologicamente  alterate  (pu- 
trefaction  in  Pathological  Changes  in  Nerve  Cells).  L.  Bardzky. 
(Rivista  di  Patologia  Nervose  e  Mentale,  vi.,  1900,  No.  2,  p.  49). 

This  observer  has  attempted  to  decide  the  nature  and  extent 
of  putrefactive  post-mortem  changes  in  the  nerve  cell  as  distinct  from 
the  pathological  changes  of  disease  during  life,  a  point  of  special  im- 
portance in  all  researches  on  the  finer  cortical  pathology  of  the  im- 
man  brain.  After  referring  to  the  work  of  Schultze,  Hutchinson, 
Trezebinski,  and  others,  he  gives  the  following  results  obtained  by 
himself:  (i)  The  coloration  (chromophilia)  of  the  achromatic  sub- 
stance of  the  nerve  cell  and  its  rarefaction  are  changes  which  are 
so  subtle  and  shifting  as  to  be  impossible  to  recognise  with  certain- 
ty as  due  to  morbid  agencies  occurring  during  the  evolution  of  the 
putrefactive  process;  (2)  that  vacuolation  of  the  fundamental  sub- 
stance (protoplasm)  of  the  cell  is  a  change  belonging  to  the  same 
category;  (3)  that  chromatolysis  or  destruction  and  disappearance 
of  the  substance  of  Nissl's  bodies,  partial  or  total,  has  its  peculiar 
and  specific  aspects  which  it  mainains  very  constantly,  so  that  these 
different  characteristics  can  be  recognised  even  where  putrefactive 
changes  are  somewhat  advanced;  (4)  that  the  initial  stage  of  chrom- 
atolysis preserves  a  very  constant  appearance,  which  is  character- 
ised by  a  swelling  and  breaking  up  of  the  chromatic  bodies;  (5)  that 
the  cribriform  condition  of  the  cell  body  is  clearly  recognisable  only 
in  the  initial  stages  of  putrefaction,  and  this  condition  readily  un- 
dergoes change  into  pulverulent  state  (dusty  disintegration  and  dis- 
persion of  the  chromatic  substance)  of  the  protoplasm,  which  is 
identical  with  the  condition  due  to  simple  cadaveric  decomposition; 
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(6)  that  the  pulverulent  state  of  the  chromatic  substance  is  difficult 
to  admit  as  being  of  pathologic  nature  and  due  to  disease  intra  vitam. 
as  both  this  and  its  precedent  condition,  the  cribriform  stage,  are 
so  readily  produced  under  the  influence  of  putrefactive  agencies.  The 
methods  of  Nissl  were  used  in  the  author's  researches. 

Jelliffe. 

PSYCHIATRY. 

Contribution  a  letude  du  suicide  dans  la  paralysie  generales 
(Suicide  in  General  Paralysis).  A.  Monestier.  (Annales  medi- 
co-psychologiques,   March,   1900,  p.   189). 

Monestier  comes  to  the  following  conclusions:  Suicide  is  quite 
common  in  general  paralysis,  both  in  the  course  of  the  disease  and 
in  its  initial  period.  There  are,  however,  a  number  of  cases  where 
the  suicide  is  only  apparent,  and  where  the  patient  does  not  really 
wish  to  put  an  end  to  himself.  He  becomes  the  victim  of  his  illu- 
sions, and  loses  consciousness  of  the  danger  he  may  run  on  account 
of  the  marked  disturbance  of  a  clear'  perception  of  the  reality  of 
things.  In  most  of  the  cases  of  deliberate  suicide  the  suicidal  ideas 
have  the  characteristics  not  only  of  dementia,  but  also  of  the  delusion 
which  the  patient  may  have,  a  delusion  which  is  almost  always  ir- 
regular and  transitory.  This  irregularity  and  transitory  character 
are  more  or  less  marked;  most  frequently  the  ideas  of  suicide  are 
sudden  and  of  short  duration.  It  is  easy  to  divert  the  patient  from 
them  and  he  takes  no  care  to  hide  them.  There  are,  however,  other 
cases  where  the  means  employed  to  commit  suicide  diflfer  in  no  de- 
gree from  those  which  other  insane  employ.  The  patients  seem  to 
have  a  definite  idea  of  committing  suicide  as  shown  by  the  precau- 
tions which  they  take,  by  the  premeditation  of  the  act,  and  by  the 
length  of  their  preparations  for  it.  In  these  cases  there  is  less  de- 
mentia. Jelliffe. 

Prognostic  eloigne  des  psychoses  de  la  puberte.  (Prognosis  of 
the  Psychoses  of  Puberty.)  Cullerre  (Archives  de  Neurologic. 
X.,  1900,  September,  p.  246.) 

Cullerre  has  studied  120  attacks  of  the  psychoses  of  puberty  in 
subjects  from  fifteen  to  eighteen  years  of  age — 53  males  and  57  fe- 
males. Of  these  3  died  in  the  first  attack.  There  were  2>Z  cases  of 
dementia  prsecox  which  came  on  in  18  during  the  first  attack,  in  9 
during  the  second,  and  in  2  in  the  third.  In  4  cases  the  attack  de- 
generated into  secondary  systematized  insanity  with  mental  enfee- 
blement.  There  were  20  cases  of  periodic  insanity,  all  forms  being 
represented.  There  were  25  cases  of  recurrence  with  varying  issue. 
These  recurrences  were  most  frequently  benign  and  were  at  con- 
siderable intervals  apart.  This  group  was  the  most  favorable  in 
point  of  view  of  ultimate  prognosis.  There  were  9  cases  of  insan- 
ity with  a  consciousness  of  the  condition,  obsessions,  or  impulsive 
states.  These  cases  were  generally  permanent.  In  30  cases  the  pa- 
tient disappeared  from  observation  after  the  first  attack.  The  clini- 
cal aspects  of  the  first  attack,  however,  would  permit  us  to  classify 
them  with  the  subjects  of  the  preceding  groups.  The  prognosis  of 
the  attack  in  the  insanity  of  puberty  is  favorable  in  the  enormous 
proportion  of  79%,  but  the  ultimate  prognosis  of  the  disease  is  more 
serious.  The  individual  who  is  cured  of  this  form  of  mental  disease 
runs  the  risk  in  the  future  of  recurrences,  of  dementia  praecox,  of  per- 
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iodic  insanity,  or  of  returns  of  the  insanity  of  obsessions.  The  least 
sad  feature  is  that  the  inevitable  recurrences  are  reduced  to  a  small 
number  at  long  intervals  apart,  with  long  periods  of  more  or  less 
normal  health  between  them.  Stedman. 

De  l'  alitement  (repos  au  lit)  dans  le  tratement  des  former 
argues  des   maladies   mentales  et   las   modifications    qu'll 

POURRAIT  ENTRAINER  DANS    l'    ORGANISATION    DES    ETABLISSEMENTS 

CONSACRES  Aux  ALiENES    (Treatment  of  Acute  Insanities  in  Bed). 

S.  S.  Korsakow  (Archives  de  Neurologic,  Vol.  x.,  1900,  p.  273). 

Korsakow,  in  a  communication  made  to  the  Thirteenth  National 
Congress  at  Paris,  comes  to  the  following  conclusions:  In  the  ques- 
tion of  treatment  of  mental  disease  by  rest  in  bed,  we  must  distin- 
guish between  the  system  of  bed  treatment  as  a  mode  of  the  internal 
organizations  of  asylums  and  the  employment  of  bed  treatment  as  a 
therapeutic  measure.  The  foundations  of  the  system  of  bed  treat- 
ment are  as  follows:  The  use  of  the  bed  is  considered  as  an  essen- 
tial element  in  the  treatment.  The  stay  in  bed  is  obtained  not  by 
violence  but  by  means  of  the  moral  influence  and  the  suggestive 
effect  of  the  environment.  It  requires  a  particular  organisation  of 
attendants,  which  is  only  one  manner  of  caring  for  the  patients  and 
for  following  and  carefully  observing  the  physical  and  mental  symp- 
toms of  the  disease.  The  refusal  to  make  use  of  separate  rooms 
as  a  principle  is  not  a  fundamental  condition  of  the  sytsem  in  ques- 
tion, but  it  is  a  powerful  aid  in  the  development  of  the  bed  treat- 
ment, and  on  the  other  hand,  the  diminution  in  the  use  of  separate 
rooms  is  one  of  the  first  benefits  of  the  regime.  The  exact  deter- 
mination of  the  time  which  the  patients  must  remain  in  bed,  of  their 
walks  and  occupations  out  of  bed,  constitute  the  essential  part  of 
this  system.  The  rest  in  bed  must  be  regulated  in  all  its  details 
from  absolute  confinment  to  the  bed  up  to  the  most  limited  use  of 
it.  The  use  of  common  wards  is  a  powerful  means  in  the  regular 
organization  of  the  system  of  bed  treatment,  although  we  may  be 
obliged  to  apply  the  bed  treatment  equally  well  in  separate  rooms; 
this  has  a  secondary  importance  in  the  system  in  question.  The  forc- 
ed detention  in  bed  is  not  an  element  of  the  regime  of  bed  treat- 
ment as  a  system. 

The  principal  advantages  of  the  system  are  as  follows:  Greater 
order  in  the  asylum,  especially  if  it  is  crowded;  greater  security  for 
the  patients;  greater  facility  in  caring  for  them  and  in  clinical  obser- 
vation; a  limited  use  of  isolated  rooms,  the  system  of  rest  in  bed 
being  capable  of  abolishing  completely  the  imprisonment  in  cells. 
Finally,  the  diseases  characterized  by  a  state  of  agitation  have  a 
more  moderate  course.  In  the  asylums  where  the  system  of  bed 
treatment  is  applied  the  mortality  of  some  grave  acute  psychoses  is 
notably  diminished.  With  the  system  of  bed  treatment  we  must  not 
include  other  systems  which  have  a  favorable  action,  such  as  that 
of  moral  influence,  of  non-restraint,  of  work,  and  of  open  doors.  It 
is  possible  to  successfully  combine  all  these  systems.  The  indica- 
tions for  absolute  rest  in  bed  are  only  very  imperfectly  established. 
To  have  these  indications  upon  a  scientific  basis,  we  must  not  only 
multiply  researches,  but  also  their  sphere.  Investigations  are  de- 
sirable as  to  the  effect  of  rest  in  bed  and  lack  of  exercise  upon  the 
composition  of  the  blood,  the  elimination  of  toxins  from  the  organ- 
ism, and  the  mental  functions,  and  above  all  upon  the  energy  of  the 
directing  force  of  the  mind.  The  principal  indication  for  rest  in  bed 
is  a  state  of  excitement.     Prolonged  rest  in  bed   carried  out  in  a 
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rigorous  manner  is  contraindicated  in  patients  with  a  sluggish  intel- 
ligence, predisposed  to  apathy,  anemia,  and  masturbation.  It  will 
be  very  important  to  study  the  effect  of  this  treatment  upon  mental 
diseases  in  young  subjects,  in  case  they  become  incurable.  Rest 
in  bed  must  be  applied  in  different  ways,  according  to  individual  in- 
dications in  almost  all  acute  psychoses,  especially  at  the  initial  per- 
iod of  the  disease.  It  has  an  especially  favorable  action  in  the  ma- 
jority of  maniacal  cases,  in  cases  of  alcoholic  delirium,  and  in  many 
forms  of  mental. confusion  and  of  melancholia.  There  are  vital  in- 
dications for  its  application  in  patients  whose  mental  trouble  is  con- 
nected with  infection  and  high  temperature,  and  in  patients  who  are 
greatly  exhausted.  Stedman. 

Il  peso  specificodella  sostanza  biancae  dellagrigia  nella  varie 
REGiONi  DEL  CERVELLO  DEGLi  ALiENATi  (Specific  Weight  of  the 
Grey  and  White  Matter  of  the  Brain  in  the  Insane).  C.  Agostini 
(Rivista  Sperimentale  di  Frematria,  Vol.  xxv.  fasc.  2,  p.  257). 
The  author  has  made  a  series  of  researches  on  the  comparative 
specific  weight  of  grey  and  white  substance  of  the  brain  in  various 
parts  in  the  healthy  and  the  mentally  diseased,  and  in  certain  mam- 
mals. The  specific  weight  of  the  brain  of  the  insane  is  on  the  aver- 
age higher  than  that  of  the  sane,  and  reaches  its  highest  level  in  the 
alcoholic  and  epileptic  types  of  insanity.  In  the  healthy  brain  the 
specific  gravity  increases  from  before  backwards,  the  occipital  lobes 
being  the  heaviest.  Comparing  homonymous  parts  of  the  two  hemi- 
spheres no  great  variations  were  noted,  but  on  the  whole  the  specific 
gravity  of  the  right  hemisphere  was  rather  less  than  that  of  the  left. 
In  the  brain  of  the  newborn  all  these  differences  are  much  less 
marked,  and  this  applies  still  more  to  the  brain  of  mammiferae  so 
that  the  author  feels  this  can  be  used  as  a  test  of  the  degree  of  evo- 
lution of  a  brain.  The  greater  the  difference  in  specific  gravity  be- 
tween different  parts  of  a  brain  and  between  the  grey  and  white  sub- 
stance, the  more  highly  evolved  the  brain.  Jelliffe. 
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A  "Neuropathist,"  of  Los  Angeles,  Cal.,  was  recently  fined  $ioo 
for  practicing  medicine  without  a  license;  on  appeal,  the  judgment 
of  the  lower  court  was  affirmed  by  the  Supreme  Court. 

The  only  bibliography  of  American  Neurology  and  Psychiatry 
published  is  to  be  found  in  this  Journal  in  advertising  pages  xviii. 
and  XX.  It  already  consists  of  nearly  900  references.  Cut  these  ref- 
erences out,  paste  them  on  cards,  and  keep  a  complete  index  of  what 
is  being  written  in  America  on  neurology  and  psychiatry. 

The  Danvers,  Mass.,  Insane  Hospital,  according  to  its  twenty- 
third  annual  report,  had  1,053  patients  at  the  end  of  the  past  year. 
The  daily  average  was  989.  The  superintendent's  report  asks  for 
appropriations  for  a  detached  pavilion  for  surgical  operations 
and  other  items,  in  all  estimated  to  cost  $54,000. 

Dr.  Sanborn,  Superintendent  of  the  Maine  Insane  Hospital,  re- 
ports that  1,020  patients  have  been  treated  during  the  past  year.  The 
new  admissions  were  273,  while  there  were  249  patients  discharged 
The  Superintendent  asks  for  an  establishment  of  a  pathological  de- 
partment and  the  general  renovation  of  the  old  wings  of  the  hos- 
pital. 

Dr.  H.  C.  Eyman,  Superintendent  of  the  State  Hospital  for  the 
Insane,  at  Massillon,  Ohio,  recommends  in  his  annual  report  that  the 
State  establish  an  institution  for  the  treatment  of  alcohol  and  opium 
habits.  There  were  907  patients  in  the  hospital  during  the  past  year. 
The  new  admissions  amounted  to  543. 

Newspaper  Neurology:  "One  of  the  oldest  and  wealthiest  res- 
idents of  this  section  (Sioux  City,  Iowa),  submitted  to  a  delicate 
operation  yesterday.  His  malady  is  one  of  the  rarest  in  the  world, 
less  than  forty  other  similar  cases  having  ever  come  to  the  notice 
of  medical  men.  It  is  called  eurthro-millilagia,  which  causes  the 
blood  to  coagulate  and  refuse  to  go  back  to  the  heart.  The  pres- 
sure caused  by  the  active  blood  against  the  stagnant  portion  causes 
great  pain  in  the  parts  afifected.  .  .  The  operation  consisted  in 
cutting  nerves  controlling  veins  near  the  instep.  ...  A  French 
physician  published  a  book  in  two  volumes  in  which  eurthro-mallili- 
gia  is  exhaustively  treated  of  and  a  remedy  suggested.  The  patient 
sent  for  the  books,  had  them  translated,  and  has  undergone  the  op- 
eration on  the  suggestion  of  the  French  specialist."  St.  Paul  (Minn.) 
Dispatch,  Nov.  6th,  1900. 

Cutlery  for  lunatics  was  recently  advertised  for  by  the  Brit- 
ish Admiralty  office,  and  it  brought  to  light  some  unusual  cutlery 
that,  while  made  regularly  in  Sheffield  for  the  past  20  years  or  more, 
is  but  little  known.  The  knives  have  perfect  dull,  round  blades,  with 
a  small  cutting  area  about  an  inch  long,  situated  in  such  away  that 
it  cannot  be  used  except  for  the  purpose  intended.  The  fork  term- 
inates in  a  small,  round  ball,  on  which  there  are  three  prongs  less 
than  an  inch  long. 

The  annual  meeting  of  the  American  Medico-Psychological  As- 
sociation held  its  sessions  in  Milwaukee,  from  June  11  to  14.  The  at- 
tendance was  large  and  the  discussions  more  than  usually  interest- 
ing from  the  standpoint  of  the  prevention  of  insanity.  For  the  fol- 
lowing year  Dr.  R.  J.  Preston,  of  Virginia,  was  elected  president. 
The  meeting  for  1892  will  be  hed  in  Montreal. 
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It  is  now  more  than  likely  that  the  bill  appropriating  funds  for 
the  erection  of  a  State  Homeopathic  Insane  Hospital  will  pass  the 
Pennsylvania  Legislature,  The  question  of  its  location  is  to  be  de- 
termined by  a  commission  to  be  appointed  by  the  governor.  Those 
opposed  to  the  establishment  of  such  an  institution  hold  that  the 
erection  of  another  hospital  for  Pennsylvania  is  certainly  desirable, 
but  it  is  unfortunate  that  it  should  be  made  a  class  institution,  and 
at  the  same  time  a  district  hospital,  which  now  seems  probable.  It 
is  certainly  a  paradoxical  proposition,  for  it  assumes  that  all  the  pa- 
tients from  a  certain  district  in  the  State  must  require  homeopathic 
treatment. 

The  Board  of  Control  in  Iowa,  complain  of  the  management 
of  the  Polk  County  Hospital  for  the  Insane,  which  is  the  largest  of 
the  institutions  outside  of  State  management  in  Iowa.  The  chief 
complaint  is  the  lack  of  attendants,  there  being  one  man  to  attend 
to  fifty-six  men  patients,  and  one  woman  to  attend  to  forty-eight 
women.  The  Board  reports  that  efTorts  at  economy  and  reduction 
of  the  maintenance  rate  has  led  to  inadequate  care  and  consequent 
abuses. 

Two  NEW  WINGS  are  to  be  added  to  the  Gowanda  State  Hospital 
at  a  cost  of  $150,000. 

The  Lcomotor  Ataxia  League,  consisting  of  300  members  suf- 
fering from  this  aflFection,  offer  a  prize  of  $10,000  for  a  sure  cure  of 
this  disease.  The  League  hopes  to  establish  a  sanitarium  for  the  spe- 
cial treatment  of  its  members. 

The  committee  appointed  to  ascertain  for  the  Connecticut  State 
Medical  Society  the  number  of  and  the  condition  of  epileptics  in 
Connecticut,  has  completed  its  inquiry.  The  number  reported  was 
542,  of  whom  315  are  males  and  227  females.  According  to  the  re- 
port, 224  cases  are  in  public  institutions;  114  are  capable  of  self-sup- 
port, and  128  adult  epileptics  are  insane.  The  committee  reports  a 
lack  of  interest  in  the  welfare  of  epileptics,  and  that  little  is  done  to 
promote  their  comfort  and  to  ameliorate  their  condition.  The  in- 
vestigators regard  the  number  of  cases  reported  to  them  to  be  the 
minimum,  and  are  convinced  that  the  actual  number  of  epileptics  in 
the  State  is  not  less  than  i.ooo. 

At  a  recent  meeting  of  the  trustees  of  the  Pennsylvania  State 
Hospital  for  the  Insane  at  Norristown,  arrangements  were  made  for 
the  expenditure  of  the  $128,000  recently  appropriated  by  the  legisla- 
ture. Two  homes  will  be  erected  for  nurses  entirely  separate  from 
the  hospital,  at  a  cost  of  $100,000.  At  present  the  300  nurses  share 
quarters  and  dine  with  the  patients.  It  is  reported  that  200  patients 
are  compelled  to  sleep  on  the  fioor  because  of  the  crowded  condi- 
tion of  the  asylum.  In  the  male  department  there  were  15  deaths 
during  the  month  and  Z3  admisions.  In  the  female  department  there 
were  6  deaths  and  29  admissions. 

Gynecological  surgery  among  the  insane  in  the  London,  Ont., 
Asylum,  has  been  summarized  in  a  recent  report  on  the  asylums  of 
Ontario.  During  the  past  year  55  patients  have  been  operated  on; 
17  have  recovered;  16  have  improved;  none  have  died;  and  so  far  as 
yet  heard  from  22  of  the  cases  are  unimproved  mentally.  It  is  ex- 
pected that  some  of  the  16  improved  will  become  entirely  well.  At  the 
London  Asylum  in  286  female  patients  examined,  organic  diseases 
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have  been  found  in  one  or  more  of  the  pelvic  organs  in  243  of  them. 
Only  43  of  the  whole  number  examined  were  free  from  pelvic  di- 
sease. In  226  patients,  564  diseased  conditions  were  found.  During 
the  five  years  in  which  this  gynaecological  work  was  carried  on  the 
percentage  of  recoveries  was  52.7  per  cent,  as  compared  to  37.5  per 
cent,  in  the  preceding  five  years.  To  Dr.  A.  T.  Hobbs  is  due  the 
chief  credit  of  this  work  among  the  insane.  Dr.  Hobbs  recently  re- 
signed the  superintendency  of  the  London  Asylum  to  enter  private 
practice. 

The  new  County  Insane  Asylum  at  Marshallsea,  Pa.,  is  to  be 
fire-proof,  and  two  stories  high.  There  will  be  a  central  building  and 
two  cottages,  one  for  men  and  one  for  women,  connected  by  corri- 
dors with  the  main  building.  Each  cottage  will  have  accommodation 
for  one  hundred  inmates.     The  contract  price  is  $231,000. 

A  State  Sanitarium  for  Nervous  Diseases,  to  be  arranged  on 
the  principles  of  a  psychopathic  hospital,  was  the  object  of  abill  intro- 
duced in  the  Michigan  legislature  which  failed  of  passage.  The  bill 
provided  for  an  appropriation  of  $200,000.  The  object  of  this  san- 
itarium was  to  provide  an  intermediate  place  of  early  treatment,  be- 
tween the  home  and  the  insane  asylum,  and  thus  prevent  an  increase 
of  the  chronic  and  incurable  insane. 

Margaret  Wallman  and  Kate  Nolan,  two  nurses  in  the  wo- 
man's department  of  the  insane  hospital  at  Mount  Jackson,  near  In- 
dianapolis, Ind.,  recently  showed  great  heroism  when  the  building 
caught  fire,  and  succeeded  in  removing  all  the  patients  uninjured,  al- 
though they  themselves  were  quite  badly  burned. 

There  has  been  another  charge  of  cruelty  to  patients  in  Belle- 
vue.  It  is  alleged  that  a  man  who  died  recently  had  been  seriously 
assaulted,  and  that  the  post-mortem  examination  made  by  the  cor- 
oner's physician  showed  peritonitis,  which  the  coroner's  physician 
held  to  be  due  to  injury,  and  fractured  ribs.  Commissioner  Keller 
thereupon  instituted  a  searching  inquiry  which  satisfied  him  that 
there  had  been  no  violence  exercised  on  the  patient  at  the  hospital. 
He  caused  a  second  autopsy  to  be  held,  the  findings  of  which  were 
at  variance  with  those  of  the  coroner's  physician.  This  second  au- 
topsy is  reported  to  have  disclosed  no  evidence  of  peritonitis,  but 
showed  that  the  man's  death  was  due  to  acute  mania  and  exhaustion. 
It  was  further  asserted  that,  as  no  evidence  of  hemorrhage  in  the 
neighborhood  of  the  fractured  ribs  was  to  be  found,  the  fractures  oc- 
curred after  death. 

Dr.  Charles  W.  Page,  Superintendent  of  the  hospital  for  the 
insane  at  Middletown,  Ct.,  resigned  as  a  result  of  a  growing  differ- 
ence with  the  governing  Board.  At  the  time  the  Board  requested 
Dr.  Page  to  take  the  superintendency,  his  conditions  that  certain 
improvements  be  made  and  construction  added  to  the  hospital  for 
its  welfare,  were  accepted  by  the  Board,  and  were  pledged  to  him. 
Now  it  is  found  that  these  pledges  have  not  been  sustained  by  the 
legislature,  and  the  Board  is  unable  to  fulfil  its  promises. 

The  Pennsylvania  Epileptic  Hospital  and  Colony  Farm  re- 
ceived but  $10,000  from  the  State  appropriations  this  year. 
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The  necessity  for  brevity  and  condensation  will  make  im- 
possible the  discussion  of  any  of  the  existing  classifications. 
Up  to  the  present  time,  however,  no  plan,  whether  based  up- 
on metaphysical  or  psychological  conceptions ;  upon  etiologi- 
cal or  symptomatological  factors,  and  least  of  all,  I  am  sorry 
to  say,  upon  pathological  evidence,  has  been  satisfactory. 
How  such  classifications  lead  us  constantly  into  the  field  of 
uncertainty  and  speculation,  how  they  end  in  entanglement 
and  confusion,  I  need  hardly  point  out.  Indeed,  in  my  own 
mind,  I  long  ago  abandoned  all  classification  and  came  to  be- 
lieve that  a  simple  enumeration  of  the  various  clinical  forms 
of  insanity  is  all  that  should  be  attempted..  However,  with 
an  increasing  experience,  I  have  again  changed  my  views. 

♦Read  before  the  American  Neurological  Association,  June,  1901. 
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Classifications  are  of  value,  and  in  insanity  I  believe  a  clinical 
classification  to  be  of  very  great  value.  Classifications  not 
only  illustrate  points  of  view,  but  they  offer  definite  plans  ac- 
cording to  which  related  facts  may  be  placed  in  proper  juxta- 
position, and  they  render  possible  a  comprehensive  and  co- 
ordinated conception  of  the  subject.  I  believe  that  such  a 
grouping  of  facts  is  now  possible  in  regard  to  insanity. 

An  increasing  experience  has  also  convinced  me  that  the 
only  knowledge  of  insanity  of  value  to-day  is  clinical.  Path- 
ology has  as  yet  so  little  to  offer,  that  no  intelligible  scheme 
of  interpretation  is  as  yet  possible,  and  probably  will  not  be 
possible  for  a  generation  to  com.e.  For  the  present,  it  seems 
to  me,  we  must  content  ourselves  with  a  purely  clinical  inter- 
pretation. A  clinical  interpretation  is  not  only  of  practical 
value,  but  I  hope  to  show  that  it  is  also  interesting  and  scien- 
tific. The  clinical  interpretation  of  a  disease  means  literally 
its  bedside  interpretation,  and  into  such  an  interpretation 
there  enters  every  fact  at  our  disposal,  near  or  remote —  not 
only  the  symptoms  presented  by  the  patient,  not  only  his  per- 
sonal history  and  his  family  history,  not  only  his  sex,  his  age 
or  epoch  of  life,  but  all  that  we  know  of  the  changes  in  the 
tissues,  all  that  we  know  of  the  course,  the  duration  and  the 
prognosis  of  the  disease  in  similar  cases.  In  attempting  a 
classification  of  insanity  from  the  clinical  standpoint,  there- 
fore, we  are  guided  not  by  a  single  series  of  facts,  such  as  are 
presented  by  etiology,  or  by  symptoms,  or  by  the  scanty  facts 
of  pathology,  but  by  all  of  these  and  others  combined.  It 
presupposes  that  we  approach  the  subject  from  all  possible 
points  of  view,  that  we  weigh  all  facts  no  matter  in  which 
category  they  are  found,  that  we  explore  all  of  the  converg- 
ing avenues  of  truth — in  short  that  we  take  into  account  ev- 
erything that  enters  into  the  natural  history  of  the  disease  we 
are  about  to  study.  Such  a  method,  it  appears  to  me,  is  not 
only  philosophical  and  scientific,  but  is  necessitated  by  the 
condition  of  our  knowledge  of  the  subject,  and  I  hope  to 
show  that  it  gives  rise  to  clear  and  logical  conceptions  in  a 
field  where  confusion  and  uncertainty  too  often  prevail. 

Again,  I  have  long  ago  come  to  the  conclusion  that  insan- 
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ity  must,  as  far  as  possible,  be  approached  from  the  stand- 
point of  practical  medicine.  Indeed,  it  has  seemed  to  me  most 
natural  to  begin  the  study  of  mental  disorders  with  the  aflfect- 
ions  with  which  the  general  practitioner  first  comes  in  con- 
tact. For  instance,  no  graduate  of  medicine  practises  long 
before  he  comes  in  contact  with  such  an  elementary  phe- 
nomenon as  delirium.  A  child  has  an  attack  of  fever  and  the 
physician  observes  that  it  is  confused,  that  it  does  not  recog- 
nise its  surroundings,  that  it  cries  out,  that  it  shrinks,  strug- 
gles, acts  as  though  it  heard  strange  sounds  and  saw  strange 
objects.  At  the  same  time  its  restlessness,  its  cries,  its  broken 
and  hurried  words  indicate  that  the  cerebral  activity,  though 
perverted,  is  abnormally  aroused.  This  picture,  so  familiar, 
is  the  picture  of  simple  delirium.  There  are  present  illusions, 
hallucinations,  confusion  and  hurry  of  thought,  fleeting  and 
fragmentary  delusions,  incoherence.  We  soon  find  that  these 
elements  are  present  in  every  form  of  delirium,  no  matter 
what  its  origin,  and  our  first  logical  conclusion  is  that  in 
these  essential  particulars  all  of  the  deliria  are  alike.  It  is 
perfectly  true  that  some  of  the  deliria  present  secondary  fea- 
tures, dependent  upon  their  causation,  as  in  alcoholic  delirium 
in  which  visual  hallucinations  predominate,  and  yet  the  fun- 
damental symptoms  are  always  the  same.  This  is  the  case 
whether  the  delirium  occurs  in  a  young  person  or  an  old  per- 
son, whether  it  be  mild  or  whether  it  be  furious. 

The  deliria  naturally  separate  themselves  into  the  febrile 
and  afebrile  forms.  The  febrile  deliria  are  those  which  ac- 
company the  various  acute  infections,  the  exanthemata  and 
the  various  acute  visceral  diseases,  such  as  pneumonia.  The 
afebrile  deliria  are  those  which  are  met  with  as  sequelae  of 
various  infectious  diseases,  as  a  result  of  various  intoxica- 
tions and  after  trauma  or  shock.  Afebrile  deliria,  as  is  well 
known,  every  now  and  then  ensue  during  the  post-febrile  per- 
iod of  one  of  the  exanthemata,  for  example  typhoid  fever. 
As  examples  of  afebrile  deliria,  due  to  intoxication,  we  may 
instance  the  deliria  from  alcohol  and  from  lead. 

Under  the  head  of  the  febrile  deliria,  it  is  evident,  we  must 
also  include,  so-called  delirium  grave,  or  as  it  is  variously 
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termed,  acute  delirium,  typhomania,  acute  delirious  mania, 
Bell's  delirium.  It  is  a  delirium,  very  active,  characterized 
by  a  febrile  state,  the  rise  of  temperature  being  generally 
quite  high,  while  there  are  not  present  any  surface  lesions 
such  as  are  found  in  the  exanthemata  on  the  one  hand,  nor 
any  signs  of  visceral  involvement,  such  as  penumonia  or  men- 
ingitis, on  the  other.  I  do  not  desire  at  this  place  to  enter 
into  a  discussion  of  delirium  grave.  Neither  occasion  nor 
time  permits,  but  I  do  not  hesitate  to  hazard  the  opinion  that 
it  is  a  disease  due  to  a  specific  infection,  the  bacteria  or  tox- 
ines  of  which  expend  their  action  upon  the  brain  without  giv- 
ing rise  to  lesions  of  the  cutaneous  surface  or  of  the  viscera, 
such  as  are  met  with  in  the  exanthemata  or  acute  visceral 
diseases.  It  is  possible,  of  course,  that  delirium  grave  is  an 
affection  which  is  due  to  a  variety  of  causes,  but  a  detailed 
study  of  the  facts  will,  I  believe,  negative  such  a  view. 

To  repeat  once  more,  the  various  deliria  separate  them- 
selves into 

First,  Simple  Febrile  Delirium. 

Second,  Specific  Febrile  Delirium,  (which  is  variously 
known  as  Bell's  delirium,  delirium  grave,  acute  delirium^,  ty- 
phomania, and  acute  delirious  mania.) 

Third,  Afebrile  Delirium. 

Delirium  is  essentially  an  acute  mental  confusion  of  rela- 
tively short  duration — a  few  hours,  a  few  days,  or  at  most  a 
Vv^eek  or  two.  Naturally  the  morbid  state  which  is  most  close- 
ly allied  to  delirium  is  the  one  in  which  confusion  is  less 
active,  but  more  prolonged.  Such  a  state  is  found  in  the  pro- 
longed confusion  which  every  now  and  then  comes  on  in  in- 
fectious diseases  after  fever  has  subsided.  It  is  seen  typically 
in  the  confusional  insanity  following  typhoid  fever,  influenza, 
erysipelas,  acute  articular  rheumatism,  the  puerperium,  pro- 
found exhaustion,  trauma,  surgical  shock,  etc.  Into  its  caus- 
ation there  enter  especially  two  factors,  first,  the  toxines  of 
infection  or  other  poisons,  and  secondly,  profound  and  per- 
sistent exhaustion.    Its  symptoms  do  not  differ  in  any  essen- 

^All  of  the  deliria  are  acute  and  the  term  acute  delirium  to  desig- 
nate a  specific  delirium,  is,  to  say  the  least,  unfortunate. 


CLINICAL  CLASSIFICATION  OF  INSANITY.  493 

tial  particulars  from  those  of  delirium  save  that  they  are  less 
acute  and  the  course  of  the  disease  far  more  prolonged.  In 
confusional  insanity — the  Amentia  of  IMeynert,  the  Verwirrt- 
hcit  of  other  German  writers — there  is  the  same  presence  of 
illusions  and  hallucinations,  the  same  marked  confusion  and 
incoherence,  but  cerebral  activity  is  never  aroused  to  the 
same  high  pitch,  and  while  delirium  lasts  from  a  few  hours 
to  a  few  days  or  more,  confusion  may  last  two  or  three 
months  or  more.  The  various  forms  of  confusion  are  closely 
allied  to  each  other,  just  as  are  the  deliria,  and  no  sharp  dis- 
tinctions can  be  drawn  between  them.  However,  special 
forms  may  bear  the  impress  of  their  causation.  Thus  a  con- 
fusional insanity  following  typhoid  fever  presents  a  some- 
what different  clinical  picture  from  the  confusional  insanity 
of  alcohol  or  lead  poisoning,  and  yet  in  all  essential  particu- 
lars they  are  identical. 

Every  now  and  then  we  meet  with  cases  in  which  an  infec- 
tion, poisoning,  or  profoundly  debilitating  cause,  is  followed 
by  mental  confusion,  but  in  which  the  confusion  is  tinged 
with  dulness  and  hebetude,  and  in  which  little  by  little  men- 
tal obtusion  becomes  more  and  more  pronounced  until  finally 
the  faculties  are  completely  in  abeyance.  Such  a  case  forms 
one  of  stupor  or  so-called  stuporous  insanity,  or  acute  de- 
mentia. Simple  stupor,  as  is  well  known,  does  not  make  its 
appearance  suddenly.  Generally  there  is  a  prodromal  per- 
iod of  several  days  or  weeks  during  which  the  patient  suffers 
from  more  or  less  marked  mental  confusion,  attended,  it  may 
be,  with  excitement  or  with  depression.  As  in  the  beginning 
of  confusional  insanity,  the  patient  at  first  suffers  from  in- 
somnia, is  worried  and  afraid  and  is  unable  to  think  clearly. 
Soon  confusion  makes  its  appearance.  There  is  loss  of  the 
proper  appreciation  of  the  surroundings.  As  in  confusion, 
the  patient  believes  himself  to  be  in  a  strange  place  and  does 
not  properly  rcognize  the  persons  about  him.  He  is  also  dis- 
tinctly hallucinatory,  and  up  to  this  point  the  case  resembles 
one  of  confusional  insanity  without  much  excitement.  Little 
by  little  mental  obtusion,  noticed  in  the  beginning,  becomes 
more  and  more  marked,  and  soon  the  loss  of  the  power  to  ap- 
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preciate  the  sourroundings  becomes  so  profound  that  the 
patient  lies  motionless  in  bed,  oblivious  to  everything  about 
him.  There  is  now  no  longer  confusion,  but  instead,  a  more 
oi  less  complete  suspension  of  mental  action. 

It  would  be  out  of  place  here  to  dwell  further  upon  the 
symptoms  of  stupor.  I  wish  merely  to  emphasize  the  fact 
that  confusion  and  stupor  are  closely  related  clinical  forms. 
It  is  indeed  at  times  impossible  to  accurately  characterize  a 
given  case.  In  the  first  place  stupor  may  occur  as  an  episode 
of  confusional  insanity,  and  secondly  cases  are  met  with 
which  occupy  such  an  intermediate  position  that  we  are  oblig- 
ed to  term  them  cases  of  confusion  with  stupor  or  stuporous 
confusion.  What  is  true  of  the  inter-relation  of  confusion 
and  stupor,  is  also  true,  I  need  hardly  say,  of  the  inter-rela- 
tion of  delirium  and  confusion.  Every  now  and  then  it  hap- 
pens that  a  case  beginning  as  a  simple  delirium  merges  into 
one  of  confusion,  and  it  is  also  true  that  during  the  course  of 
a  confusional  insanity,  episodes  of  more  or  less  active  delir- 
ium may  occur.  Clearly,  delirium,  confusion  and  stupor  are 
closely  related  clinical  forms  and  they  may  be  considered  as 
constituting  a  group  of  mental  affections  by  themselves,  sep- 
arate and  distinct,  as  we  will  see,  from  other  mental  disor- 
ders. I  will  not  here  speculate  as  to  the  cause  of  delirium, 
confusion  or  stupor.  A  sufficient  hint  is  afforded  us  in  the 
clinical  history.  We  have  at  once  suggested  to  our  minds  the 
action  of  bacteria,  of  bacterial  toxines  and  of  other  poisons 
upon  the  cortex.  It  is  probable  that  in  delirium  we  have  es- 
pecially and  essentially  such  an  action,  while  in  confusion  and 
stupor  we  have  the  added  factor  of  exhaustion. 

It  is  necessary  finally  in  connection  with  delirium,  con- 
fusion and  stupor,  to  emphasize  two  important  facts.  The 
first  is  that  in  these  affections  the  emotional  state  plays  only 
a  secondary  and  unimportant  role.  In  delirium  and  confus- 
ional insanity,  the  emotional  state  is  frequently  one  of  fear 
and  depression,  though  anger  and  exaltation  may  also  be 
noted.  The  two  phases  of  the  emotions  may  occur  as  vary- 
ing episodes  in  the  course  of  the  affection,  or  the  emotions 
may  be  feebly  or  not  at  all  aroused.    As  far  as  the  emotions 
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can  be  studied  in  stupor,  the  same  statements  hold  true.  We 
must  conclude,  therefore,  that  the  emotions  bear  no  relation 
of  significance  to  these  affections  and  that  for  purposes  of 
diagnosis  and  classification,  the  emotional  state  in  delirium, 
confusion  and  stupor  must  be  disregarded.  To  this  fact 
which  is  of  the  greatest  importance  to  the  clearness  of  the  in- 
terpretation of  insanity,  I  will  later  return.  The  second 
point  is  that  in  this  group  of  mental  affections,  heredity  plays 
an  unimportant  and  secondary  role  or  no  role  at  all.  It  is  doubt- 
less true  that  persons  of  a  neurotic  make-up,  or  of  a  neurotic 
ancestry  become  delirious  and  confused  more  readily  than 
those  of  normal  organization,  but  there  is  a  striking  differ- 
ence in  the  history  of  heredity  in  this  group,  and  in  the  group 
of  affections  which  we  will  next  consider. 

In  melancholia,  mania  and  circular  insanity,  we  have  a 
group  of  affections  which  are  most  closely  related.  The  iden- 
tity of  the  etiology  of  melancholia  and  mania,  the  great  role 
played  by  heredity  (estimated  by  Kraepelin  at  80%),  the  fact 
that  both  affections  occur  especially  in  persons  of  the  emo- 
tional and  excitable,  the  poetic  and  artistic  temperament,  that 
they  both  occur  by  preference  in  early  adult  life,  that  they 
both  present  similar  prodromal  factors,  that  each  runs  a 
course  of  gradual  increase,  maximum  intensity  and  filial  sub- 
sidence, that  each  presents  in  its  course  a  phase  which  is  the 
complement  of  the  other,  that  in  each  the  emotional  state 
dominates  the  entire  picture,  that  they  both  tend  in  their  indi- 
vidual attacks  to  recovery,  that  each  tends  to  recur,  that  op- 
posite phases  of  melancholia  and  mania  are  found  in  the  same 
individual,  and  finally  that  cases  are  met  with  in  which  the 
elements  of  both  phases  are  present  at  the  same  time  (the  so- 
called  mixed  form  of  Kraepelin),  can  leave  no  doubt  in  our 
minds  as  to  the  close  relation  between  the  two  disorders.  In- 
deed, I  do  not  myself  hesitate  for  a  moment  to  fully  accept 
the  interpretation  of  Kraepelin,  that  they  really  constitute 
one  affection.  We  can,  I  think,  with  perfect  propriety,  speak 
as  does  Kraepelin,  of  "Manisch-depressive  Irresein."  A 
simple  mononym,  expressive  of  this  idea,  is  greatly  to  be 
desired. 
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That  the  melanchoHa-mania  syndrome  differs  radically 
from  the  delirium-confusion-stupor  syndrome,  every  think- 
ing alienist  will  at  once  admit.  It  is  not  necessary,  before 
this  audience,  to  recite  on  the  one  hand,  the  symptoms  of 
mania — to  recall  the  expansive  emotional  state,  the  increased 
rapidity  in  the  elimination  of  ideas,  the  abnormal  increase  of 
association,  the  absence  of  hallucinations,  the  fleeting  ex- 
pansive delusions  and  the  physical  restlessness ;  nor  on  the 
other  hand  is  it  necessary  to  recall  the  symptoms  of  melan- 
cholia with  its  emotional  depression,  its  psychic  inhibition, 
its  depressive  delusions,  in  order  to  show  how  widely  the 
symptom-group  of  melancholia-mania  differs  from  delirium, 
stupor  and  confusion.  It  is  perfectly  true,  of  course,  that 
every  now  and  then,  delirium,  confusion  and  stupor  occur  as 
episodes  during  the  height  of  a  mania  or  melancholia,  but 
they  are  merely  episodes  and  nothing  more.  They  are  to  be 
looked  upon  as  symptoms  superimposed  upon  the  mania  or 
melancholia  proper  and  dependent  upon  accidental  or  secon- 
dary causes,  such,  for  example,  as  exhaustion.  The  melan- 
cholia-mania syndrome  is  distinguished  by  the  great  factor 
of  heredity,  the  dominance  of  the  emotional  state,  its  wave- 
like course,  its  relative  lucidity  as  compared  with  delirium 
and  confusion,  and  by  its  tendency  to  recurrence. 

In  melancholia-mania,  we  have  an  affection  in  which 
phases  of  depression  are  frequently  succeeded  by  phases 
01  exaltation,  and  in  which,  while  the  tendency  is  to 
recovery  from  individual  attacks,  the  disease  repeats  itself  in 
recurring  waves.  In  paranoia,  on  the  other  hand,  we  have,  in 
the  typical  and  completely  developed  form,  a  disease  in  which 
a  phase  of  depression  extending  over  many  years  is  at  length 
followed  by  a  phase  of  expansion,  likewise  of  many  years'  dur- 
ation, the  two  phases  together  dominating  a  great  part  of  the 
life  of  the  individual  and  terminating  not  in  recovery,  but  in 
an  increasing  dementia.  In  paranoia,  as  we  most  frequently 
see  it,  we  find  a  history  of  prolonged  mental  depression  and 
hypochondriasis,  together  with  the  gradual  evolution  of  de- 
pressive delusions,  especially  delusions  of  persecution,  and 
and  after  some  years  this  condition  is  succeeded  by  an  expan- 
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sive  stage,  the  so-called  transformation  of  the  personality, and 
characterized  by  delusions,  expansive  in  character.  It  is  im- 
possible to  here  discuss  paranoia  in  any  but  the  most  general 
terms.  I  need  not  recall  to  your  minds  how  greatly  individ- 
ual cases  vary  in  their  details,  that  some  cases  progress  as  far 
as  the  expansive  stage,  and  that  others  still  are  incomplete 
in  their  development — perhaps  have  not  been  observed  for 
sufficiently  long  periods — but  notwithstanding,  all  cases  of 
paranoia  agree  in  this  essential  feature,  namely  in  the  exist- 
ence of  systematized  delusions  extending  over  many  years. 
It  is  also  out  of  place  here  to  enter  into  a  discussion  of  the 
various  forms  of  paranoia,  the  simple  typical  hallucinatory 
form,  the  mystic  form,  the  litigations  form,  or  of  the  form 
termed  by  Magnan,  the  insanity  of  the  degenerate.  It  is 
clear  to  me  that  these  forms  belong  together,  that  they  are 
well  grouped  under  the  one  head,  paranoia,  and  that  we 
must  assign  to  paranoia  a  definite  place  in  our  classification. 
Clearly  melancholia-mania  and  paranoia,  no  matter  what 
their  pathology,  are  to  be  regarded  as  degenerations,  and 
when  we  look  for  an  allied  group  of  affections  also  degenera- 
tive in  their  nature,  the  neurasthenic  insanities  at  once  sug- 
gest themselves.  The  neurasthenic  insanities  are  among  the 
most  interesting  with  which  we  have  to  deal,  and  it  seems  to 
me  that  a  correct  interpretation  of  every  one  of  the  forms  is 
to  be  found  in  the  study  of  simple  neurasthenia  itself.  Nervous 
exhaustion  is  an  affection  which  may  supervene  in  individuals 
who  are  otherwise  perfectly  normal.  It  may  result,  as  is  well 
known,  from  unphysiological  living,  overwork,  overstrain, 
and  other  factors  which  induce  chronic  exhaustion.  It  is  an 
affection  to  which  every  one  is  liable,  those  of  normal  as  well 
as  those  of  pathological  heredity.  The  symptoms  of  neuras- 
thenia as  ordinarily  met  with,  are  those  of  chronic  fatigue, 
and  I  have  upon  various  occasions  applied  to  it  the  term  of 
the  fatigue  neurosis.  I  need  not  dwell  upon  the  various  fa- 
tigue pains  and  aches,  the  motor  weakness,  nor  upon  the 
various  visceral  disturbances  met  with  in  this  affection,  but 
I  will  pass  on  at  once  to  the  consideration  of  the  psychic  phe- 
nomena. At  the  very  outset  of  our  inquiry  we  meet  the  symp- 


498  F.  X.  DERCUM. 

torn  of  ready  exhaustion — of  marked  diminution  in  the  ca- 
pacity for  sustained  intellectual  efifort.  The  attempt  to  do 
mental  work  brings  on  more  or  less  rapidly  the  signs  of  fa- 
tigue. Soon  there  is  difficulty  in  sustaining  and  concentrat- 
ing the  attention,  and  at  the  same  time  there  is  a  marked  di- 
minution in  the  spontaneity  of  thought.  When  the  condition 
is  pronounced  and  confirmed,  the  patient  becomes  irritable, 
nervous,  lacks  confidence  in  himself,  betrays  indecision  re- 
garding trivial  matters,  and  is  often  emotional  to  an  unusual 
degree.  His  equilibrium  is  readily  disturbed;  a  play  at  the 
theatre  or  a  newspaper  account  of  a  murder  may  provoke 
him  to  tears,  or  a  trivial  incident  may  provoke  him  to  unus- 
ual annoyance  or  anger.  In  other  words,  added  to  the  symp- 
tom of  ready  exhaustion  we  have  that  of  deficient  inhibition. 
His  lack  of  confidence  in  himself  may  grow  into  a  feeling  of 
timidity ;  a  man  forceful  and  aggressive  loses  the  readiness 
with  which  he  arrives  at  decisions,  loses  in  will-power  and 
may  even  become  chronically  afraid.  Weakness,  indecision 
and  fear  are  closely  associated,  and  it  is  not  surprising  that 
a  man  in  a  condition  of  chronic  exhaustion  should  become 
morbidly  afraid.  How  the  fear  of  neurasthenia  manifests  it- 
self, it  is  hardly  necessary  for  me  to  point  out  in  detail.  It 
manifests  itself  in  many  ways.  There  may  be  present  a  vague 
generalized  sense  of  being  afraid,  or  there  may  be  present 
isolated,  spontaneous  attacks  of  generalized  fear — a  fear  ac- 
companied by  marked  outward  physical  signs.  In  such  at- 
tacks, the  face  becomes  pale,  the  heart  palpitates,  the  pulse  is 
small  and  rapid,  the  respiration  hurried,  there  may  be  a  cold 
sweat  upon  the  body,  and  the  patient  may  sink  from  weak- 
ness upon  a  chair  or  upon  the  ground.  Indeed,  if  the  at- 
tack be  intense,  there  may  even  be  relaxation  of  the  sphinc- 
ters. In  other  cases  the  fear,  instead  of  retaining  a  general 
character  assumes  a  special  form.  If,  in  addition  to  being 
neurasthenic,  the  patient  be  also  neuropathic,  i.e.,  if  there  be 
in  him  the  elements  of  nervous  degeneration,  hereditary,  con- 
genital or  acquired,  some  pathological  association  may  be 
formed  in  the  patient's  mind,  so  that  the  emotion  of  fear  be- 
comes linked  with  certain  relations  to  the  environment.    This 
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to  my  mind  is  the  most  probable  explanation  of  the  origin  of 
the  various  phobias — agoraphobia,  claustrophobia  and  the 
Hke.  For  their  establishment,  two  factors  appear  to  be  neces- 
sary, neurasthenia  and  neuropathy.  Persons  otherwise  nor- 
mal who  acquire  neurasthenia,  do  not  acquire  the  special 
fears. 

A  similar  explanation  applies  also  to  the  origin  of  folie  du 
doiitc.  The  madness  of  doubt  is  in  reality  the  insanity  of  in- 
decision and  I  believe  it  to  be  a  neuropathic  exaggeration,  so 
to  speak,  of  the  indecision  which  is  normally  seen  in  ordi- 
nary neurasthenics.  That  profound  neuropathic  elements; 
hereditary  or  acquired,  are  necessary  for  its  formation,  there 
can,  I  think,  be  no  doubt.  To  me  the  term  insanity  of  inde- 
cision appears  to  be  better  than  folie  du  donte  or  obsession  of 
indecision, and  it  is  the  one  which  I  am  in  the  habit  of  employ- 
ing. 

A  somewhat  similar  explanation,  I  believe,  applies  to  so- 
called  insanity  with  irresistible  impulse.  That  the  inhibition 
of  the  neurasthenic  is  deficient,  we  have  already  seen,  and 
that  it  should  manifest  itself  in  various  bizarre  and  erratic 
forms  in  persons  who  are  also  of  neuropathic  organization, 
is  not  surprising.  The  normal  brain  is  constantly  eliminating 
impulses  which  are  constantly  restrained  or  diverted  into  spe- 
cial channels.  In  the  neuropathic  neurasthenic,  these  im- 
pulses are  not  only  no  longer  restrained,  but  manifest  them- 
selves as  pathological  associations  of  movement  in  relation 
to  the  environment.  To  my  mind,  the  term  insanity  from  de- 
ficient inhibition  is  better  than  obsession,  Zzvangsvorstclliing, 
imperative  idea,  or  insanity  with  irresistible  impulse.  The 
pathological  association  which  gives  birth  to  the  impulse,  is 
formed  in  the  same  manner  as  are  numerous  other,  often  ir- 
relevant, associations  in  the  normal  mind,  but  in  the  latter 
such  associations  are  repressed  or  inhibited  and  give  no  out- 
ward manifestation  of  their  existence,  while  in  the  neuras- 
thenic neuropathic  subject,  they  are  given  motor  expression 
as  rapidly  as  they  are  formed. 

The  psychic  symptoms  observed  in  the  simple  neuras- 
thenia of  non-neuropathic  individuals  oflfer  also  an  explan- 
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ation  of  so-called  aboulic  insanity  or  as  I  prefer  to  call  it, 
insanity  from  deficient  will.  The  condition  is  closely  allied  to 
the  insanity  of  indecision  and  is  characterized  by  the  inability 
of  the  patient  to  perform  some  special  act  or  acts  which  are 
as  a  rule  simple  in  themselves,  and  which  are  habitually  per- 
formed by  normal  persons  without  hesitation  and  even  sub- 
consciously ;  e.g.  the  inability  to  rise  from  a  chair,  to  walk 
forward  or  in  a  given  direction,  or  to  ascend  a  certain  stair- 
way, or  perform  some  other  act  equally  simple,  but  concern- 
ing which  some  pathological  association  has  been  formed. 

The  neurasthenic  insanities,  it  is  quite  evident,  constitute 
a  well-defined  group  by  themselves,  the  fourth  in  our  scheme 
of  classification.  It  is  now  necessary  to  add  a  fifth  group 
consisting  of  dementia. 

It  is  hardly  necessary  to  detail  the  symptoms  of  simple  de- 
mentia in  order  to  justify  its  claim  to  a  position  in  our  nos- 
ology. There  are  present  the  signs,  more  or  less  pronounc- 
ed, of  mental  loss,  incapacity  for  ordinary  mental  work,  lack 
of  precision  and  clearness,  errors  in  simple  statement,  in 
writing  and  in  figures,  impairment  of  memory,  especially  for 
recent  events,  together  with  attendant  degeneration  in  habits, 
dress  and  conduct.  Dementia  may  exist  as  a  simple  and  un- 
complicated condition  and  is  sometimes  seen  in  its  pure  and 
typical  form  in  old  age.  More  frequently  it  is  attended  by 
hallucinations  and  delusions  as  in  the  dementias  of  puberty, 
the  dementia  of  paresis,  of  gross  organic  disease  of  the  brain 
and  in  so-called  terminal  dementia.  To  these  forms  I  will 
call  attention  in  their  proper  places. 

The  five  groups  of  mental  affections  which  I  have  thus 
far  considered,  I  regard  as  simple  or  elemental  forms  of  in- 
sanity.   They  are : 

I.  Delirium,  confusion,  stupor. 

II.  Melancholia,  mania,  circular  insanity,  (melancholia- 
mania). 

III.  Paranoia. 

1\ .  Neurasthenic  Insanities. 

V.  Dementia. 

They  all  of  them  present  distinctive  features  and  if  we 
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keep  them  dearly  separated  in  our  minds,  the  interpretation 
presented  by  the  other  phenomena  of  insanity  becomes  rela- 
tively easy. 

We  must  next  turn  our  attention  to  insanity  as  it  is  relat- 
ed to  the  various  epochs  of  life ;  namely,  infancy,  puberty, 
early  adult  age,  mature  adult  age,  middle  age  and  old  age. 

The  first  epoch,  infancy,  is  that  period  of  life  which  ex- 
tends from  birth  to  puberty.  As  is  well  known,  insanity  is 
but  rarely  met  with  during  this  epoch.  We  are  all  of  us  fam- 
iliar, however,  with  the  occurrence  of  delirium  in  children. 
Every  general  practitioner  notes  the  occurrance  of  delirium 
in  connection  with  the  exanthemata  and  occasionally  with 
fright  and  shock.  It  is  noticed  at  such  times  that  the  child 
is  illusional,  hallucinatory  and  confused,  and  it  may  also  man- 
ifest fragmentary  delusions  generally  of  a  character  associat- 
ed with  fear.  Prolonged  delirium  may  also  be  noted  in  chil- 
dren during  the  continuance  of  febrile  afifections,  and  de- 
lirium may  also  occur  as  a  post-febrile  manifestation  just  as 
it  does  in  the  adult.  Prolonged  deliria,  either  febrile  or  afe- 
brile are,  however,  infrequent  in  children  and  in  very  young 
chidren  quite  rare.  Long-continued  mental  confusion  com- 
parable to  confusional  insanity  as  it  is  found  in  the  adult,  is 
likewise  rare.  Stupor  is  met  with,  and  in  the  experience  of 
the  writer,  though  rare,  is  somewhat  more  frequent  than  pro- 
longed confusion.  Other  mental  affections,  such  as  melan- 
cholia, mania  and  paranoia  are  so  rare  as  to  be  almost  un- 
known. This  fact  doubtless  bears  a  relation  to  the  mental  de- 
velopment of  the  child.  Complex  mental  disorders  are  not 
yet  possible,  and  certain  it  is  that  the  influence  of  heredity 
does  not  make  itself  felt  in  a  decided  way  until  after  puberty 
or  adult  life  is  reached.  We  can,  however,  every  now  and 
then  detect  in  a  child  the  elements  of  the  melancholia-mania 
temperament.  For  instance,  a  child  is  unreasonably  afraid, 
excessively  shy,  abnormally  self-conscious,  self-distrustful, 
preternaturally  conscientious ;  perhaps  it  confesses  imaginary 
sins  or  makes  extravagant  or  premature  religious  protesta- 
tions, or  now  and  then  manifests  religious  exaltation  or  ex- 
citement.    Suicide  in  children,  we  may  remark  in  passing, 
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does  not  bear  the  same  relation  to  melancholia  as  it  does  in 
the  adult.  It  more  frequently  results  from  fear  of  punish- 
ment, wounded  pride,  shame  or  cruel  treatment.  In  some 
cases,  however,  no  motive  can  be  discovered,  and  it  is  possi- 
ble that  these  are  due  to  mental  disease. 

To  briefly  summarize,  the  epoch  of  infancy  is  character- 
ized by  a  tendency  to  delirium,  rarely  to  confusion  or  stupor. 
The  melancholia-mania  syndrome  does  not  exist,  and  is  rep- 
resented, if  at  all,  merely  by  peculiarities  of  conduct  and  tem- 
perament such  as  we  have  briefly  outlined.  Paranoia  like- 
wise does  not  exist.  The  neurasthenic  insanities  are  met 
with  extreme  rarity.  The  dementias  also  are  rare.  It  is 
hardly  necessary  before  this  association  to  draw  the  distinc- 
tion between  the  insanities  of  infancy  and  idiocy  and  imbecil- 
ity. Idiocy  and  imbecility  are,  roughly  speaking,  quantitative 
defects,  are  attended  for  the  most  part  by  gross  morphologi- 
cal and  pathological  changes,  and  are  not  insanities.  The  in- 
sanities embrace  changes  in  mental  phenomena  which  are  es- 
sentially qualitative,  though  they  may  also  be  quantitative. 

When  we  turn  to  the  period  of  puberty,  we  come  to  an 
epoch  which  to  alienists  is  exceedingly  interesting.  We  now 
have  deliria  both  febrile  and  afebrile  represented.  We  may 
also  have  confusion  and  stupor.  Mania  and  melancholia  are 
rare,  though  they  become  evident  as  adult  life  is  approached. 
It  is,  however,  the  dementias  of  puberty  that  are  of  special 
interest.  Indeed,  they  may  be  said  to  especially  characterize 
this  epoch  of  life.  They  may  be  grouped  under  the  general 
term  of  precocious  dementia  or  dementia  prsecox.  The  debt 
that  we  owe  for  their  recognition  to  Hecker,  to  Kahlbaum, 
to  Kraepelin,  and  to  others,  I  cannot  go  into  here.  I  can 
only  briefly  state  my  own  interpretation.  Dementia  praecox 
is  characterized  by  the  symptoms  of  a  dementia  usually  pro- 
gressive, to  which  are  added  in  a  variable  degree  the  ele- 
ments of  depression  or  exaltation,  with  fragmentary  or  more 
or  less  systematized  delusions.  It  is  a  disease  of  slow  pro- 
gress. The  initial  changes  consist  of  neurasthenoid  symp- 
toms with  hypochondriacal  and  melancholic  depression,  of 
difficulty  in  performing  the  allotted  tasks  of  school,  and  of 
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inability  to  acquire  new  ideas  and  to  properly  elaborate  them. 
Inattention,  indifference,  absence  of  spontaneity,  lack  of  in- 
terest, more  or  less  rapid  retrogression  in  class  standing, 
next  ensue.  Gradually  the  thoughts  become  slow,  discon- 
nected and  disordered.  Illusions,  hallucinations,  transient  de- 
lusions make  their  appearance,  and  now  sudden  flights  from 
home  or  school  force  the  attention  of  friends  and  relatives  to 
the  condition  of  the  patient.  It  is  not  necessary  to  trace  this 
familiar  picture  in  its  details,  suffice  it  to  say  that  as  the  de- 
mentia progresses,  the  elements  of  depression  are  gradually 
succeeded  by  those  of  expansion.  The  latter,  especially  in 
the  younger  patient,  may  be  limited  to  causeless  laughter, 
boisterous  conduct,  extravagant  gestures  or  erotic  manifes- 
tations. In  other  patients,  especially  in  older  ones,  the  ex-- 
pansive  elements  may  be  evidenced  by  expansive  delusions, 
fragmentary  or  systematized.  The  depressive  and  expansive 
stages  are  frequently  separated  by  well-marked  periods  of 
transition  in  which  depressive  and  expansive  elements  are  for 
a  time  commingled. 

The  various  forms  of  dementia  prsecox  separate  them- 
selves clinically  into  three  forms ;  first,  a  dementia  with  the 
addition  of  elements  of  depression  and  expansion,  the  latter 
being  on  the  whole  ill-defined;  secondly,  a  dementia  with  the 
addition  of  the  elements  of  depression  and  expansion,  the 
latter  being  more  pronounced  and  better  defined,  together 
with  special  motor  disturbances — convulsive  phenomena, 
spasm  of  muscles,  cataleptoid  attitudes,  automatism,  etc. ;  and 
third,  a  dementia  with  marked  and  well-defined  phases  of  de- 
pression and  expansion  together  with  well-formed  delusions 
more  or  less  systematized.  To  the  first  and  second  forms, 
Kahlbaum  has  applied  the  terms  respectively  of  hebephrenia 
and  katatonia,  and  to  the  third,  Kraepelin  has  applied  the 
term  dementia  paranoides.  It  is  not  always  possible  to  draw 
sharp  lines  of  distinction  between  the  various  forms ;  thus 
motor  phenomena  transient  in  character  may  be  observed  in 
a  case  otherwise  deserving  to  be  classed  under  hebephrenia, 
and  slight  degrees  of  automatism  may  be  observed  in  cases 
otherwise  coming  under  the  head  of  dementia  paranoides. 
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The  differentiation,  however,  between  the  various  forms 
holds  good  for  the  great  mass  of  cases.  As  Pickett-  has 
shown,  in  the  younger  cases,  dementia  prsecox  is  apt  to  as- 
sume the  form  of  hebephrenia ;  in  those  slightly  older,  the 
form  of  katatonia;  and  in  those  still  older,  the  form  of  de- 
mentia paranoides.  Let  me  emphasize  again,  that  in  all  of 
these  forms,  in  addition  to  the  dementia,  a  wave  of  depres- 
sion and  of  exaltation  is  present,  though  in  hebephrenia  the 
altitude  of  this  wave  may  be  limited.  Its  altitude  becomes 
progressively  greater  as  we  pass  through  katatonia  to  demen- 
tia paranoides.  The  delusions  also  which  are  fragmentary  in 
hebephrenia,  still  disconnected  in  katatonia,  become  finally 
more  or  less  systematized  in  dementia  paranoides.  Doubtless 
this  fact  bears  a  direct  relation  to  the  greater  intellectual  de- 
velopment of  the  older  patients. 

The  forms  of  insanity,  therefore,  which  especially  charac- 
terize the  period  of  puberty  are  the  precocious  dementias : 

Hebephrenia. 

Katatonia. 

Dementia  paranoides. 

When  we  turn  our  attention  to  the  mental  affections  of 
early  adult  life,  we  may  again,  as  in  infancy  and  pubescence, 
meet  with  delirium,  confusion  and  stupor.  However,  this 
period —  the  years  from  twenty  to  thirty — is  essentially  the 
period  in  which  acute  melancholia  and  acute  mania  are  met 
with.  It  is  the  age  of  great  depression  and  of  great  expan- 
sion, and  this  is  not  surprising  when  we  consider  the  peculiar 
emotional  and  intellectual  condition  of  this  period  of  life — 
its  hopes  and  fears,  its  poetry  and  illusions,  its  ideals  and  real- 
ities, its  loves  and  disappointments. 

It  is  perfectly  true  that  a  dementia  prsecox  may  be  noted 
in  early  adult  life,  or  that  a  life-long  paranoia  may  have  its 
inception  at  this  period,  and  yet  neither  fact  invalidates  the 
statement  that  early  adult  life  is  especially  the  period  of  the 
melancholia-mania  syndrome. 

When  we  turn  our  attention  to  mature  adult  life,  we  find 
that  while  delirium,  confusion  and  stupor  may  be  met  with, 
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and  while  mania  and  melancholia,  especially  its  recurrent  at- 
tacks, may  be  observed,  the  period  of  mature  adult  life  is  es- 
pecially that  of  chronic  delusional  insanity — of  paranoia.  Un- 
der the  term  paranoia,  I  believe  that  we  should  include,  as  I 
have  already  stated,  all  the  forms  of  systematized  delusion- 
al insanity.  To  limit  its  conception  as  does  Kraepelin  to  the 
insanity  of  the  degenerates  of  Magnan,  and  to  relegate  all  of 
the  hallucinatory  paranoias  to  the  group  of  dementia  para- 
noides, is  to  drive  us  into  the  absurdity  of  regarding  as  in- 
sanities of  pubescence,  cases  beginning  at  thirty-five  or  for- 
ty-five years  of  age  or  later. 

When  we  turn  to  the  insanities  of  middle  life,  we  find  that 
the  common  form  met  with  is  a  melancholia,  and  this  melan- 
cholia differs  in  some  particulars  from  the  melancholia  of 
early  life.  Mania,  rarely,  if  ever,  is  met  with  in  middle  life, 
and  Kraepelin,  who  employs  the  term  ''Manisch-depressive 
Irresein"  for  the  melancholia-mania  syndrome,  reserves  the 
term  melancholia  exclusively  for  this  melancholia  of  later  life. 
It  is  a  melancholia  which  is  of  longer  duration — many  months 
or  even  several  years — and  offers  a  much  less  favorable  prog- 
nosis. 

The  insanities  of  old  age  are  well  embraced  under  the 
term  senile  dementia.  This  senile  dementia  may  resolve  it- 
self into  several  forms ;  first,  simple  mental  loss,  simple  de- 
mentia ;  secondly,  a  dementia  which  is  cornplicated  with  hal- 
lucinations and  illusions  and  with  delusions  based  upon  them 
— in  other  words,  a  dementia  wath  confusion;  the  confusion 
may  at  times  give  place  to  episodes  of  delirium  or  of  stupor. 
Thirdly,  the  dementia  may  be  complicated  by  delusions  some- 
what systematized  and  crudely  resembling  paranoia,  so-called 
senile  paranoia. 

Thus  far  we  have  considered  the  subject  of  insanity  from 
two  points  of  view ;  first  we  have  resolved  insanity  into  its 
simple  or  elemental  forms ;  secondly  we  have  applied  these 
forms  in  a  consideration  of  the  various  epochs  of  life.  It  is 
now  necessary  in  order  to  complete  our  conception  of  insan- 
ity to  approach  it  from  still  another  point  of  view,  namely, 
that  of  internal  medicine.     We  must  consider  the  relation 
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which  insanity  bears  to  the  various  infectious  diseases,  the  in- 
toxications, the  diatheses,  the  visceral  diseases,  the  diseases 
of  the  nervous  system,  and  to  pregnancy,  the  puerperium  and 
lactation. 

When  we  turn  our  attention  to  the  acute  infectious  di- 
seases as  represented  by  typhoid  fever,  influenza,  pneumonia, 
etc.,  we  find  that  the  common  forms  of  mental  disorders  as- 
sociated with  or  following  these  affections  are  delirium,  con- 
fusion and  stupor.  The  chronic' infectious  diseases  as  repre- 
sented by  syphilis,  tuberculosis,  malaria  and  pellagra,  are 
somewhat  similar  in  their  relation  to  insanity,  though  each 
presents  important  special  symptoms.  Thus,  in  recent  syphi- 
litic infection  there  may  be  delirium  with  excitement,  though 
this  is  rare;  confusion  is  equally  so,  while  syphilitic  somno- 
lence or  stupor  is  met  with  not  infrequently.  Chronic  insan- 
ity, due  to  syphilitic  lesions  is  excessively  rare.  However,  in 
gross  and  extensive  syphilitic  lesions  of  the  vessels  and  mem- 
branes, a  dementia  may  ensue,  but  this  in  no  way  dififers  from 
dementia  due  to  other  coarse  organic  disease  of  the  brain, 
such  as  tumor,  chronic  meningitis,  etc.  It  in  no  way  resem- 
bles paresis.  In  tuberculosis,  the  euphoria,  so  usually  pres- 
ent, may  be  replaced  by  mental  depression  with  suspicions  of 
poisoning,  distrust  of  relatives  and  friends,  painful  hallucina- 
tions and  persecutory  delusions.  At  times,  though  less  fre- 
quently, the  mental  disturbances  may  assume  the  form  of 
outspoken  delirium  or  of  pronounced  confusion.  In  malarial 
insanity,  we  find  represented  delirium,  confusion  and  much 
more  frequently  stupor;  the  latter  resembles  the  post-febrile 
stupor  of  typhoid  and  other  fevers,  save  that  it  is  not  infre- 
quently associated  with  convulsions  which  may  be  epileptic 
or  tetaniform.  In  chronic  malaria  there  may  be  hebetude, 
confusion  with  depression,  and  there  may  be  more  or  less 
marked  dementia — so-called  ''malarial  paresis"  or  "malarial 
pseudo-paresis."  In  pellagra  we  are  told  that  delirium,  con- 
fusion and  dementia  obtain,  especially  the  latter,  and  it  is 
probable  that  these  states  are  associated  with  painful  delu- 
sions, as  the  patients  frequently  seek  death  by  drowning. 

In  the  insanities  of  intoxication :  alcohol,  lead,  morphia 
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and  cocaine,  we  again  meet  with  mental  disturbances  in  which 
delirium,  confusion  and  stupor  or  dementia  are  represented 
in  varying  degrees.  For  example,  alcoholic  insanity  is  separ- 
able first  into  alcoholic  delirium,  so-called  delirium  tremens ; 
second,  alcoholic  confusion,  so-called  alcoholic  confusional 
insanity;  third,  alcoholic  stuporous  insanity  or  alcoholic  de- 
mentia. The  alcoholic  dementias,  we  may  say  in  passing, 
are  separable  into  simple  alcoholic  dementia,  alcoholic  de- 
mentia with  systematized  delusions  (so-called  alcoholic  par- 
anoia) and  alcoholic  dementia  resembling  paresis.    Thus : 

Delirium  (delirium  tremens). 

Confusion  (alcoholic  confusional  insanity). 

Stuporous  insanity  (alcoholic  dementia). 

Simple  alcoholic  dementia. 

Alcoholic  dementia  with  systematized  delusions  (alcoholic 
paranoia). 

Alcoholic  dementia  resembling  paresis  (alcoholic  paresis). 

Similar  facts  are  presented  by  lead.  There  is  a  lead  de- 
hrium  and  confusion  and  a  lead  dementia.  Lead  dementia 
again  resembles  alcoholic  dementia  in  that  it  presents  forms 
resembling  crudely  paranoia  and  paresis.  I  will  not  take 
time  to  pursue  this  parallelism  into  the  mental  disturbances 
caused  by  morphia  and  cocaine.  Suffice  it  to  say  that  if  the 
abuse  of  these  drugs  has  gone  so  far  as  to  produce  insanity, 
the  latter  manifests  itself  in  the  form  of  deliria,  confusions 
and  dementias.  It  need  hardly  be  added  that  various  special 
symptoms,  dependent  upon  the  poison  which  has  been  taken, 
are  generally  present.  Thus  in  alcoholic  delirium  there  is  a 
marked  predominance  of  visual  hallucinations  ;  in  morphia  and 
opium,  of  hallucinations  of  both  sight  and  hearing;  and  in  co- 
caine, of  hallucinations  of  the  cutaneous  sensibility. 

When  we  consider  the  diathetic  diseases,  rheumatism, 
gout  and  diabetes,  we  find  that  the  type  of  mental  disorder 
presented  is  again  that  of  delirium,  gonfusion  and  stupor.  De- 
lirium and  confusion  are  especially  noted  in  relation  to  gout, 
and  the  delusions  are  as  a  rule  of  a  depressive  and  painful 
character.  In  diabetes  it  is  confusion  and  especially  stupor 
which  may  eventuate  in  diabetic  coma,  which  characterizes 
the  clinical  picture. 
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In  malignant  disease  and  the  grave  visceral  diseases,  we 
again  find  that  the  picture  is  that  of  delirium  and  confusion, 
and  at  times  of  mental  loss.  The  confusion,  it  must  be  added, 
is  dominated  by  depressive  and  painful  delusions  and  hallu- 
cinations. Of  this,  the  insanity  occasionally  observed  in  con- 
nection with  Bright's  disease,  is  a  good  example. 

The  diseases  of  the  nervous  system  are  conveniently  sep- 
arated into  the  organic  and  functional  diseases.  With  a  single 
exception,  organic  diseases  of  the  brain  and  cord  are  rarely 
accompanied  by  mental  disturbances,  and  if  the  latter  do 
make  their  appearance  they  present  as  a  rule  the  symptoms 
of  gross  organic  dementia.  The  exception,  however,  is  most 
important  and  refers  to  paresis.  In  paresis  we  have  a  wast- 
ing or  degenerative  disease  of  the  brain  closely  allied  to  the 
degeneration  of  the  cord  and  nerves  in  locomotor  ataxia. 
Paresis  is  indeed  nothing  more  nor  less  than  tabes  of  the 
brain.  I  need  not  speak  here  of  its  symptoms,  of  its  initial 
wave  of  depression,  of  its  later  wave  of  expansion,  and  of 
its  progressive  mental  deterioration.  I  wish  merely  here  to 
emphasize  its  position  in  our  scheme  of  classification  as  an 
organic  nervous  disease  attended  by  mental  symptoms. 

Functional  nervous  diseases  are  not  infrequently  compli- 
cated by  mental  disorders.  We  need  cite  only  the  famihar 
insanities  met  with  in  epilepsy.  Delirium,  often  sudden  and 
violent,  may  occur  during  an  epileptic  attack  or  may  supplant 
it,  constituting  in  the  latter  instance  the  so-called  psychic  or 
larvated  epilepsy.  At  times  confusion  replaces  the  delirium, 
and  at  other  times  stupor  may  occur.  How  epilepsy,  if  long- 
continued,  may  eventuate  in  dementia,  we  also  know.  When 
we  turn  our  attention  to  hysteria,  we  again  call  to  mind  the 
occurrence  of  dehrium  and  confusion  during  hysterical  at- 
tacks, while  stupor,  so-called  hysterical  coma,  is  also  a  famil- 
iar picture.  Every  now  and  then  in  bad  and  long-standing 
cases  of  hysteria,  more  of  less  marked  mental  degeneration, 
characterized  by  distressing  and  painful  visceral  illusions,  may 
be  noted.  The  patient  complains  of  endless  ailments ;  makes 
round  after  round  among  physicians,  insists  upon  unneces- 
sary examinations  and  repeated  surgical  interference,  craves 
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sympathy,  is  only  satisfied  when  she  is  under  a  physician's 
care, — in  short,  her  mental  depression,  visceral  hallucinations 
and  the  delusions  based  upon  them,  lead  her  to  make  illness 
the  business  of  her  Hfe. 

Insanity  is  rather  a  rare  complication  of  other  functional 
nervous  affections.  Thus,  chorea  is  rarely  complicated  by  de- 
lirium or  confusion ;  at  times  painful  hallucinations  and  delu- 
sions are  present. 

When  we  turn  to  pregnancy,  the  puerperium  and  lacta- 
tion, we  again  meet  with  mental  disorders  which  are  to  be  rel- 
egated to  the  group  of  delirium,  confusion  and  stupor.  If 
the  mental  disturbance  of  pregnancy  approaches  actual  insan- 
ity, we  note  mental  weakness,  distressing  hallucinations  and 
painful  delusions  based  upon  the  latter.  In  the  insanities  of 
the  puerperium,  we  note  delirium  (mis-called  puerperal  man- 
ia), confusion  and  stupor.  The  mental  disorders  of  lactation 
on  the  other  hand  resemble  the  less  active  form  of  mental 
confusion  with  depressive  delusions  met  with  during  preg- 
nancy. 

The  above  brief  resume  of  the  relation  of  the  various  vis- 
ceral and  general  diseases  and  states  to  mental  disorders  is, 
of  course,  very  imperfect.  I  am  aware  that  in  such  a  cursory 
review,  an  outline  only  can  be  given.  It  is  sufficient,  how- 
ever, to  justify  a  number  of  important  conclusions. 

First: — All  of  the  mental  disorders  which  result  from  the 
infections,  the  intoxications,  the  diatheses,  the  visceral  diseas- 
es, the  diseases  of  the  nervous  system,  pregnancy,  the  puer- 
perium and  lactation, — in  short  from  all  of  the  diseases  and 
morbid  physiological  states, — belong  to  the  symptom-group 
of  dehrium-confusion-stupor-dementia.  How  closely  related 
the  various  forms  of  this  group  are,  we  have  already  seen. 
Indeed,  delirium,  confusion  and  stupor  are  largely  inter- 
changeable terms  possessing  a  certain  degree  of  equivalence, 
and  it  must  depend  largely  upon  the  activity  of  the  morbid 
process  as  well  as  upon  its  character  as  to  which  of  these 
forms  is  present  in  a  given  case.  That  secondary  differences 
of  symptoms,  dependent  upon  the  nature  of  the  infection  or 
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the  special  poison  that  has  been  ingested,  are  present,  goes 
without  saying,  but  these  differences  in  no  way  affect  the  truth 
ot  the  general  statement. 

Second : — The  melancholia-mania  syndrome  bears  no  re- 
lation to  the  various  infections,  intoxications  or  visceral  dis- 
eases. Neither  mania  nor  melancholia  ever  results  from  them. 
Mania  and  melancholia  are  diseases  primarily  of  the  nervous 
system, — neuroses  so  to  speak, — and  are  largely  hereditary. 

Much  confusion  has  arisen  from  the  loose  and  unscientific 
use  of  the  words  mania  and  melancholia,  and  in  this  respect 
alienists,  neurologists  and  general  practitioners  have  alike 
been  guilty.  To  speak  of  a  delirium  as  a  mania  because  it 
happens  to  be  attended  by  excitement,  is  certainly  a  gross 
misuse  of  terms  and  cannot  be  too  strongly  condemned.  To 
designate  a  confusional  insanity  as  a  melancholia,  merely  be- 
cause the  delusions  are  distressing  or  painful,  is  equally  un- 
scientific and  reprehensible.  To  say  that  a  melancholia  is 
caused  by  typhoid  fever  or  that  acute  mania  is  caused  by  the 
abuse  of  alcohol,  is  to  utter  nonsense.  Mania  and  melancho- 
lia are  phases  of  a  special  syndrome  which  bears  no  relation 
to  such  causes.  When  a  mania  or  melancholia  actually  occurs 
in  a  person  who  has  suffered  from  such  causes,  the  relation 
is  to  be  regarded  as  accidental,  or  at  most  that  the  antecedent 
disease  allowed  the  neurosis  to  become  manifest,  but  was 
not  itself  a  cause.  I  venture  further  to  say  that  such  coinci- 
dences are  of  the  utmost  rarity.  Again,  the  relation  of  the 
internal  medical  diseases  to  paranoia  is  of  like  nature.  Thus, 
we  often  speak  of  an  alcoholic  paranoia.  The  truth  doubtless 
is  that  alcohol  of  itself  can  never  cause  paranoia ;  but  on  the 
other  hand,  it  is  probable  that  in  persons  already  paranoiac 
by  organization,  the  alcohol  causing  mental  degeneration 
brings  the  paranoiac  weakness  to  the  surface ;  and  this  is  no 
doubt  also  true  of  the  action  of  other  poisons.  To  conclude, 
melancholia-mania  and  paranoia, — as  well  as  the  neurasthen- 
ic-neuropathic insanities, — bear  no  relation  to  internal  dis- 
eases. All  causes,  however,  that  are  attended  by  persistent 
depression  of  nutrition  or  by  degenerative  changes  in  the 
nervous  system,  may  favor  their  onset.    The  rarity  of  a  clini- 
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eal  history  of  a  case  of  melancholia-mania  even  presenting 
such  a  relationship,  is  of  sufficient  significance. 

Third: — The  delirium-confusion-stupor  syndrome  may  oc- 
cur at  all  ages.  Melancholia-mania  and  paranoia  on  the  oth- 
er hand  are  related  to  definite  periods  of  life. 

Fourth : — The  delirium-confusion-stupor  syndrome  usual- 
ly occurs  independently;  its  forms  may,  however,  occur  as 
complications  or  episodes  in  any  of  the  other  affections.^ 

DISCUSSION. 

Dr.  J.  H.  Lloyd  thought  it  was  very  evident  that  there  was 
great  dissatisfaction  with  our  existing  system  of  classifying 
insanity.  As  far  as  he  could  gather.  Dr.  Dercum  was  some- 
what in  accord  with  the  expressed  views  of  Kraepelin  in  put- 
ting mania  and  melancholia  in  one  group  of  insanities.  Kraep- 
elin has  recently  expressed  the  conviction  that  mania  and  mel- 
ancholia, if  Dr.  Lloyd  did  not  mistake  his  expression,  should 
be  united  and  he  even  called  it  a  maniaco-melancholic  insani- 
ty. Dr.  Lloyd  thought  with  our  present  dearth  of  knowledgeof 
true  insanities  it  is  perhaps  somewhat  premature  to  advance 
to  this  extreme  position,  because  clinically  the  two  diseases 
certainly  seem  to  be  very  distinct,  and  yet  all  of  us  must  have 
seen  instances  in  which  mania  and  melancholia  alternate,  or 

^In  this  connection  we  must  bear  in  mind  that  the  quiet  and  fixa- 
tion of  extreme  melancholia  attonita,  so-called  stuporous  melancho- 
lia, must  not  be  counfounded  with  simple  stupor.  Simple  stupor  is 
an  outgrowth  and  accentuation  of  confusion.  "Stuporous  melancho- 
lia" or  melancholia  attonita  on  the  other  hand,  is  not  stuporous  con- 
fusion, but  a  condition  of  extreme  motor  inhibition  or  akinesia,  and 
is  to  be  regarded  as  an  accentuation  merely  of  the  general  psychic 
inhibition  of  simple  melancholia.  The  history  of  a  given  case  will 
at  once  enable  us  to  differentiate  between  this  so-called  melancholic 
stupor  and  simple  stupor.  We  have  ordinarily  the  history  of  a  mel- 
ancholia gradually  deepening  into  one  of  greater  and  greater  quiet 
until  at  last  absolute  immobility  is  reached.  In  true  stupor  we  always 
have  a  history  of  preceding  confusion  extending  over  a  number  of 
days  or  weeks.  Occasionally  also  symptoms  are  present  which  en- 
able us  to  difTerentiate  between  the  two  conditions.  Thus,  in  simple 
stupor  there  are  every  now  and  then  evidences  of  confusion  which 
occur  as  episodes  in  the  course  of  the  aflfection.  In  "melancholic 
stupor"  on  the  other  hand  there  are  not  infrequently  observed  au- 
tomatism, cataleptoid  attitudes  and  occasional  outbreaks  of  melan- 
cholic agitation*  the  facies  also  present  at  times  striking  differences 
from  those  observed  in  simple  stupor.  However,  a  differentiation 
from  the  symptoms  alone  should  not  always  be  attempted. 

It  would  be  wise,  in  the  interest  of  clearness,  to  avoid  the  use  of 
such  terms  as  stuporous  melancholia,  substituting  therefor  the  ex- 
pression melancholia  attonita  already  in  use,  or  better  still  to  speak 
of  melancholia  with  extreme  akinesia. 
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in  which  one  patient  will  at  one  time  have  maniacal  symptoms 
and  at  another  depressive  symptoms,  and  in  more  chronic 
cases  the  disease  may  often  assume  that  form  known  as  the 
circular  insanity,  in  which  maniacal  exaltation  and  depression 
alternate ;  the  patient  swings  around  the  circle  at  long  inter- 
vals. The  one  point  he  wished  to  make  is  that  the  so-called 
psychoses  are  often  based  upon  a  degenerative  type.  They 
are  essentially  seen  in  the  herditary  and  neurotic  patients. 
In  the  old  form  of  classification,  especially  the  one  which  we 
derived  from  the  Germans  as  represented  by  Krafift-Ebing, 
the  psychoses  are  separated  from  the  degenerative  insanities. 
Dr.  Lloyd  had  long  been  convinced  there  is  some  error  in 
this.  He  had  seen  these  so-called  psychoses  breaking  out 
in  the  most  distinct  neurotic  forms  of  insanity  in  patients  who 
have  in  every  way  the  hereditary  stigmata. 

Dr.  Knapp  said  he  was  very  glad  that  Dr.  Dercum  had 
gotten  so  far  toward  the  position  that  he  (Dr?  Knapp)  ad- 
vocated two  years  ago  before  this  society.  Dr.  Knapp  was 
disposed  to  agree  with  Dr.  Dercum  very  closely  in  the  main 
outlines  of  his  paper.  Perhaps  the  only  question  that  might 
come  up  would  be  in  this  maniacal-depressive  insanity.  Cer- 
tainly many  of  the  cases  which  are  ordinarily  spoken  of  clin- 
ically as  either  melancholia  or  as  mania,  as  Dr.  Dercum  had 
hinted  in  his  paper,  might -much  more  properly  be  put  under 
the  type  of  confusion,  and  certain  others  on  more  careful  stu- 
dy would  be  brought  into  closer  relation  either  with  neuras- 
thenic conditions  in  some  of  the  cases  of  mental  depression  or 
with  true  paranoiac  conditions.  We  are  laboring  under  a 
very  great  disadvantage  in  our  classification  of  insanity  in 
that  we  have  no  definite  and  accepted  clinical  scheme  of  in- 
sanity on  which  to  work.  As  we  all  know,  all  of  us  who  have 
ever  written  a  book  on  nervous  diseases,  or  expect  to  write 
one,  would  agree  in  the  fundamental  methods  of  examining 
in  cases  of  paralysis,  anesthesia,  etc.,  but  neither  Morselli, 
who  has  made  the  most  complete  attempt  toward  embodying 
hi  a  text-book  the  clinical  methods  of  examination  in  mental 
disorders,  nor  Farrari,  nor  Kraepelin  has  given  any  absolute 
and  generally  accepted  method  of  examination  in  mental 
afifections.  We  must,  furthermore,  Dr.  Knapp  believed,  hold 
just  as  definitely  in  the  so-called  mental  disease,  that  is,  those 
diseases  of  the  brain  in  which  the  higher  psycjiical  functions 
aie  more  involved,  to  the  same  rule  we  have  in  other  diseases 
of  the  brain,  namely,  that  the  symptoms  depend  primarily  up- 
on the  location  of  the  lesion  and  only  secondarily  upon 
the  actual  patholog-ical  process.  With  that  in  view,  if  we 
establish  some  definite  clinical  scheme,  if  we  hold  to  that  fun- 
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damental  rule  which  we  hold  in  all  diseases  of  the  brain,  Dr. 
Knapp  though  we  shall  get  a  more  definitely  established  basis 
for  our  classification  of  the  so-called  mental  diseases.  In  put- 
ting dementia  as  a  separate  group  he  thought  we  must  ac- 
knowledge that  dementia  is  invariably  a  terminal  process — 
the  result  of  some  active  process  which  for  a  time  puts  the  as- 
sociation neurones  of  the  cortex  more  or  less  completely  out 
of  function,  a  process  from  which  the  patient  may  recover, 
or  which  may  be  fatal,  but  which  in  either  case  is  hardly  a  di- 
sease of  itself,  but  the  result  of  some  of  the  other  forms  of 
mental  disease. 

He  was  also  indisposed  to  agree  fully  with  Dr.  Dercum  in 
his  view  that  paranoiac  conditions,  or  that  conditions  other 
than  those  of  confusion  and  stupor,  conditions  of  more  defi- 
nite intellectual  disturbance,  of  delusions  fairly  well  systema- 
tized, may  not  be  the  result  of  active  intoxication  as  from 
alcohol.  He  thought  we  can  recognize  a  definite  alcoholic 
condition  of  systematized  delusions  and  hallucinations  unat- 
tended w^ith  confusion  or  stupor  which  is  a  temporary  phe- 
nomenon passing  away  in  a  comparatively  few  weeks  or 
months.  Those  cases  are  much  less  common  than  cases  of 
confusion  and  stupor  due  to  alcohol.  In  other  respects,  how- 
ever, he  thought  we  are  indebted  to  Dr.  Dercum  for  his  very 
excellent  classification,  and  in  the  main  it  is  one  to  which  Dr. 
Knapp  would  agree. 

Dr.  Mills  said  that  the  time  was  too  short  to  discuss  this 
paper,  and  he  wished  only  to  say  with  Dr.  Knapp  that  he 
felt  we  are  indebted  to  Dr.  Dercum  for  his  presentation  of  the 
subject,  and  also  that  while  he,  Dr.  Mills,  would  concur  with 
many  of  the  points  Dr.  Dercum  made  in  this  paper,  he  would 
be  inclined  to  differ  with  regard  to  some  of  them.  He  was  not 
prepared  to  accept  the  idea  that,  at  least  clinically,  melancho- 
lia and  mania  are  to  be  included  under  the  same  group,  agree- 
ing in  this  respect  with  Dr.  Lloyd,  but  he  believed  that  Dr. 
Dercum's  classification  is  a  useful  one,  especially  for  students. 

Dr.  Fisher  said  he  could  not  agree  with  this  classification 
because  he  had  not  thought  that  a  clinical  classification  is 
one  we  wanted.  He  believed  that  one  based  rather  on  the 
KrafTt-Ebing  idea  is  really  the  most  easy  to  tmderstand, — a 
most  difficult  subject  anyway  to  enter  into.  His  distinctions 
of  pathological  conditions  and  non-pathological  conditions, 
and  grouping  of  cases  under  each  one  of  those  heads,  and  of 
the  fully  developed  brain  and  the  partly  developed,  are  more 
practicable.  When  we  attempt  a  clinical  classification  we  be- 
gin to  differ  at  once. 

Dr.  Fisher  did  not  believe  that  mania  and  melancholia 
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should  be  so  closely  united.  In  one  there  is  almost  no  mental 
action,  while  in  mania  there  is  a  rapid  succession  of  ideas.  In 
melancholia  there  is  that  painful  condition  of  one  or  two  ideas 
which  causes  tedium  and  tendency  to  suicide.  Clinically  these 
conditions  seem  different,  and  we  know  nothing  of  the  pathol- 
ogy of  the  affections.  They  are  probably  dependent  on  some 
nutritional  disorders.  Most  men  differ  on  clinical  points,  and 
a  classification  of  insanity  on  a  clinical  basis  would  lead  to  in- 
finite confusion. 

Dr.  Dercum  regarded  the  clinical  classification  as  the 
clearest  possible  classification.  As  to  including  mania  and 
melancholia  in  the  same  group  when  they  occur  in  the  same 
person,  he  did  not  see  how  we  can  escape  from  the  clinical 
evidence  that  they  are  one  and  the  same  disease. 

As  regards  Dr.  Knapp's  criticism  of  dementia,  whatever 
we  may  think  of  dementia  as  a  terminal  stage  it  is  met  clini- 
cally and  must  have  a  place  in  a  clinical  classification.  Fur- 
thermore, it  is  not  always  produced  by  other  diseases,  and  we 
may  have  uncomplicated  senile  dementia. 

In  regard  to  paranoia.  Dr.  Dercum  did  not  believe  poisons 
ever  produced  systematized  aelusional  insanity.  If  a  man  ib 
paranoiac  by  nature  and  structure  the  destructive  influences 
tc  which  he  may  subject  himself  are  factors  which  may  devel- 
op that  paranoia,  but  that  is  not  saying  that  alcohol  specifical- 
ly produces  paranoia.  Dr.  Dercum  did  not  think  alcohol  caus- 
es paranoia  directly ;  though  it  is  one  of  many  factors  which 
may  bring  about  paranoia  in  a  person  paranoiac  by  nature. 


DISLOCATION  OF  THE  SEVENTH  CERVICAL  VERTEBRA; 
CLINICAL  HISTORY  OF  A  CASE;  REMARKS.* 

By  Frank  R.  Fry,  A.M.,  M.D., 

PROFESSOR    OF    DISEASES    OF   THE    NERVOUS    SYSTEM,       MEDICAL 
DEPARTMENT    OF    WASHINGTON  UNIVERSITY,    ST.    LOUIS,    MO. 

H.  B.,  37  years  of  age,  single,  farmer  by  profession,  of  un- 
usually good  physique  (six  feet  tall,  of  proportionate 
weight),  in  perfect  health,  free  from  any  suspicion  of  alcohol, 
lues  of  a  cachexia  of  any  kind. 

The  following  account  of  the  accident  and  of  the  clinical 
history  prior  to  our  own  observation  was  obtained  from  the 
patient  and  his  relatives  (all  well-educated,  cultured  per- 
sons). 

June  i6,  1900,  he  was  sitting  in  a  hammock,  his  feet  hang- 
ing over  one  side ;  one  of  the  suspending  cords  parted  and  he 
was  thrown  with  great  force  so  that  he  turned  a  complete 
back  somersault,  striking  on  his  neck  and  shoulders.  When 
reached  by  members  of  the  family  he  was  perfectly  conscious 
but  quite  helpless,  unable  to  move  the  lower  portion  of  his 
body  at?  all,  and  his  arms  only  feebly.  He  was  stunned  by  the 
fall  but  he  did  not  think  that  he  totally  lost  consciousness. 
He  could  not  have  been  long  on  the  ground  for  he  had  been 
seen  in  the  house  at  11.30  A.M.,  and  was  found  in  his  injured 
condition  a  few  minutes  after  12  o'clock. 

It  was  asserted  by  the  patient  and  others  that  the  portion 
of  the  hammock  occupied  by  him  at  the  time  of  the  fall  could 
not  have  been  more  than  25  to  30  inches  from  the  ground. 
He  could  not  explain  how  or  why  he  turned  a  sorhersault  in 
this  short  fall,  but  as  evidence,  cited  the  fact  that  after  the  fall 
he  lay  with  his  legs  extended  in  an  exactly  opposite  direction 
from  the  one  they  were  in  before  he  fell. 

He  was  carried  six  miles  in  a  wagon  and  35  miles  by  the 
train  to  the  city,  and  from  the  railroad  station  by  ambulance 
to  St.  Luke's  Hospital,  reaching  this  destination  at  7  P.M. 
Considering  the  patient's  condition,  this  whole  journey  was 
accomplished  with  com.paratively  slight  discomfort  and  fa- 
tigue. 

When  he  reached  the  hospital  his  temperature  was  99.4°, 
pulse  60,  fespiration  16,  sensorium  perfectly  clear.  He  com- 
plained only  of  paresthesia  and  of  slight  pain  in  the  back  of 
his  neck  and  shoulders  and  ulnar  sides  of  both  arms. 

*Read  by  title  before  the  American  Neurological  Association, 
June,  1901. 
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I  first  saw  the  patient  on  the  morning  following  the  injury 
(July  17),  in  consultation  with  othei>  physicians  and  surgeons. 
A  serious  accident  to  the  cord  at  the  seventh  cervical  seg- 
ment was  readily  made  out,  the  patient's  condition  corres- 
ponding exactly  to  the  usual  diagrammatic  pictures  of  a  shut- 
off  lesion  at  this  point,  viz. :  complete  anesthesia  of  all  por- 
tions of  the  body  below  the  line  of  the  3rd  rib  and  of  the  ul- 
nar sides  of  the  arms,  a  hyperesthetic  area  immediately  above 
the  anesthetic  one,  and  complete  paralysis  of  motion  below 
this  point,  including  the  bladder  and  bowel.  The  reflexes, 
both  superficial  and  deep,  were  absent.  No  plantar  reflex 
could  be  obtained  on  the  first  examination.  Two  days  later, 
however,  the  Babinski  sign  was  faintly  present. 

On  two  occasions  the  neck  was  thoroughly  and  systemat- 
ically examined  in  the  presence  of  a  number  of  physicians. 
Forcible  traction  was  made,  and  with  and  without  traction, 
the  head  was  manipulated  in  all  possible  directions.  During 
these  movements  the  cervical  and  upper  dorsal  vertebrae  were 
carefully  palpated,  but  no  sign  of  crepitation,  increased  mo- 
bility, or  displacement  of  any  of  the  vertebral  processes  could 
be  discovered.  The  examinations  did  not  cause  much  pain. 
When  the  traction  or  the  movements  became  extreme  he 
complained  of  a  warm,  tingling  sensation  which  radiated 
through  the  neck  and  shoulders  and  down  the  ulnar  sides  of 
the  arms  to  the  fingers.  Sometimes  in  moving  him,  e.g.,  in 
lifting  and  turning  his  shoulders,  this  tingling  paresthesia  be- 
came exaggerated  until  it  amounted  to  actual  pain ;  and  was 
sometimes  accompanied  by  a  "sinking  feeling,"  as  he  ex- 
pressed it. 

He  moved  his  arms  quite  freely.  They  were  weak  gener- 
ally rather  than  in  any  particular  segment.  The  inclination 
to  abduct  them  and  rest  them  on  the  pillows  to  the  side  was 
evident.  The  chin  was  thrown  slightly  forward,  the  head 
having  the  appearance  of  being  retracted.  There  was  no 
stiffness,  however,  to  be  detected  in  the  cervical  muscles. 

He  entered  the  hospital  on  the  evening  of  the  i6th  and 
died  on  the  24th  at  one  o'clock  A.M.  The  following  is  a  con- 
densed record  of  the  temperature,  pulse  and  respiration  dur- 
ing this  time : 


Date 

Tempei 
A.M. 

•ature 
P.M. 

Pul 
A.M. 

se 
P.M. 

Respiration 
A.M.-        P.M. 

1 6th 
1 6th 

99.4 
lOI 

60 

58 

16 
16 

17th 

102. 

102. 

70 

85 

20          34 

1 8th 

103. 

102. 

88 

74 

34         24 

19th 

lOI  . 

101. 

70 

60 

24         20 
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20th 

100.6 

100. 

58 

58 

20 

20 

2ISt 

99-4 

100.4 

58 

60 

20 

20 

22nd 

100.4 

101.2 

62 

70 

20 

20 

23rd 

lOI  . 

102.4 

60 

72 

20 

20 

The  clinical  record  contains  little  of  moment  beyond  what 
has  already  been  mentioned.  After  the  i8th  pain  crises  of 
considerable  severity  began  to  come  in  the  arms.  These  mem- 
bers became  progressively  weaker  until  finally  he  was  unable 
to  move  them  and  they  had  to  be  frequently  lifted  about  on 
the  pillows  by  the  nurses.  He  was  also  frequently  nauseated 
after  the  i8th,  and  vomited  several  times  after  the  20th.  Bed- 
sores were  troublesome,  occurring  with  slightest  provoca- 
tion. 

During  the  evening  of  the  23rd  it  was  noticed  that  his 
pulse  was  very  bad  at  frequent  intervals.  He  died  suddenly 
and  quietly  at  one  o'clock  A.M.  on  the  24th. 

A  post-mortem  examination  made  a  few  hours  after  death 
showed  that  there  had  been  a  dislocation  forward  of  the  sev- 
enth vetebra.  The  supra-spinous  ligament,  which  seemed  to 
have  been  an  unusually  strong  and  well-defined  structure  in 
this  instance,  was  snapped  in  two  half  way  between  the  spines 
of  the  seventh  cervical  and  first  dorsal  vertebrae.  The  fracture 
of  it  was  abrupt,  a  break  rather  than  a  tear.  Compared  to 
this  the  violence  to  other  ligaments  and  muscles  seemed 
slight.  The  anterior  common  Hgament  was  not  entirely  sev- 
ered, but  had  been  pushed  forward  and  torn.  It  was  in  pro- 
cess of  rapid  repair  by  an  inflammatory  exudate.  The  dislo- 
cation w'as  complete,  both  articular  processes  having 
slipped  in  front  of  their  fellows  of  the  first  dorsal.  There  was 
no  fracturing  of  either  bone,  only  a  slight  grinding  of  the 
anterior  edge  of  the  body  of  the  first  dorsal. 

The  cord  was  evidently  somewhat  softened  and  attenuat- 
ed at  the  site  of  compression.  There  was  no  bulging  of  the 
membranes  above  or  below  this  point,  and  no  hemorrhage  or 
inflammatory  exudation  outside  of  them.  They  were  not  op- 
ened. The  body  had  been  filled  with  embalming  fluid  before 
the  autopsy,  and  as  there  was  little  probability  of  a  satisfac- 
tory microscopical  examination,  the  specimen  with  the  cord 
ill  situ  was  therefore  preserved  until  all  who  were  especially 
interested  had  had  an  opportunity  to  see  it. 

Dr.  Robert  J.  Terry,  Professor  of  Anatomy  in  Washing- 
ton University,  kindly  studied  w4tli  me  the  comparative  lia- 
bility of  the  seventh  cervical  vertebra  to  dislocation ;  and,  for 
reasons  which  I  will  not  stop  here  to  enumerate,  he  thinks  it 
more  liable  to  an  accident  of  this  kind  than  anv  vertebra  be- 
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tween  the  2nd  cervical  and  loth  dorsal.  The  spine  of  the  ist 
dorsal  dropping  as  it  does,  leaves  between  it  and  the  7th  cer- 
vical a  relatively  long  span  for  the  siipra-spinotis  ligament, 
making  it  more  liable  to  part  at  this  point,  especially  during  a 
strain  from  extreme  flexion. 

An  X-ray  examination  was,  imfortunately,  impracticable. 
The  surgeons  in  the  case  felt  that  they  had  been  able  to  make 
an  unusually  thorough  and  satisfactory  manipulation,  and 
that  inasmuch  as  two  neurologists  present  thought  a  hema- 
tomyelia  probable,  an  incision  and  exploration  were  not  war- 
rantable. The  writer  advocated  an  incision  as  the  only  means 
of  obtaining  positive  information  about  the  condition  of  the 
vertebrse  at  the  site  of  the  cord-lesion.  The  consultation  at 
which  these  deliberations  occurred  was  twenty  hours  after 
the  accident,  leaving  in  this  case  little  reason  why  an  incision 
should  be  insisted  upon.  Hence  wq  simply  "saved  an  excep- 
tion," which  is  herewith  recorded  because  it  helps  to  impress 
an  important  lesson,  namely,  the  difficulty  of  diagnosticating 
fractures  and  dislocations  in  any  of  the  regions  of  the  verte- 
bral column,  and  the  necessity  of  resorting  to  all  possible 
means  of  investigation  in  order  to  establish  a  diagnosis. 


THREE  CASES  OF  HEREDHARY  CHOREA.* 

By  C.  Eugene  Riggs,  A.M.,  M.D., 
St,  Paul,  Minnesota. 

Cases  of  Huntington's  chorea  are  always  of  scientific 
interest  even  though  they  may  present  no  distinctively  novel 
features.  One  of  my  cases,  Miss  E.,  has  been  under  my  ob- 
servation for  over  seven  years.  The  progress  of  the  disease 
has  been  slow  but  very  perceptible.  Miss  E.  is  42  years  of 
age,  Canadian,  a  stenographer  by  occupation.  The  present 
illness  began  ten  years  ago,  following  an  attack  of  nervous 
prostration  occasioned  by  a  broken  engagement  on  the  eve 
of  marriage.  Immediately  preceding  the  appearance  of  the 
chorea,  and  during  all  the  time  succeeding  she  has  been  trou- 
bled with  dyspepsia  accompanied  with  marked  flatulency. 
Miss  E's.  nutritive  condition  is  fair,  although  her  appetite  is 
poor.  She  has  a  pulse  of  90  and  her  respiration  ranges  from 
14  to  30  per  minute.  At  times  there  is  observed  a  spasmodic 
catching  of  the  breath.  If  at  all  fatigued,  there  is  marked  in- 
coordination of  walking.  Romberg's  symptom,  decided;  su- 
perficial reflexes  normal ;  deep,  exaggerated ;  slight  ankle- 
clonus.  Coordination  for  fine  movements  is  very  bad ;  this  is 
especially  noticeable  in  her  work  as  a  stenographer  and  type- 
writer, making  longer  hours  on  her  part  a  necessity.  Motil- 
ity not  up  to  the  normal ;  no  involvement  of  sensibility ;  sleep 
is  poor.  Mental  reflexes  are  sluggish ;  memory  as  to  past  and 
present,  bad;  at  times  despondent;  untidy  in  personal  appear- 
ance and  dress.  The  choreic  movements  extend  over  the  en- 
tire body,  there  is  constant  grimacing ;  all  the  movements  can 
for  a  time  be  very  greatly  controlled  by  a  strong  effort  of  the 
will,  the  reaction  from  which,  however,  results  in  their  exag- 
geration. • 

The  hereditary  feature  in  this  case  is  most  interesting. 
Miss  E.'s  great  grandfather  was  affected  with  the  disease  as 
were  five  of  his  children,  including  her  grandmother.  Her 
mother  and  three  aunts  suffered  from  it,  two  uncles  escaping. 
In  her  mother  it  appeared  some  time  between  forty  and  for- 
ty-five years ;  her  mind  began  to  be  affected  at  about  fifty,  in- 
creasing to  complete  dementia ;  she  died  at  the  age  of  fifty- 
eight.  During  the  last  two  years  of  her  life  she  was  obliged 
to  remain  on  the  floor  and  eat  from  a  sheet  spread  there,  be- 
cause she  was  uable  to  sit  on  a  chair  or  lie  on  a  bed. 


♦Read  by  title  before  the  American  Neurological  Association. 
June,  1901. 


520  C.    EUGENE   RIGGS. 

The  disease  has  appeared  in  two  of  Miss  E.'s  sisters 
though  they  are  at  present  in  a  less  advanced  stage.  One  sis- 
ter, Mrs.  H.,  whom  I  have  had  the  opportunity  of  seeing,  is 
constantly  grimacing,  with  uneasiness  and  choreic  move- 
ments of  the  extremities.  Mrs.  H.  is  troubled  with  the  same 
dyspeptic  symptoms  which  have  characterized  her  sister's 
condition.  It  is  noticeable  throughout  all  the  ramifications 
of  this  family  that  there  is  a  marked  neurotic  element  even 
when  the  chorea  is  not  present.  A  short  time  ago,  Mrs.  H. 
brought  her  daughter,  suffering  from  adolescent  insanity,  to 
consult  me.    A  brother  in  a  distant  state  is  very  eccentric. 

The  second  patient,  Mary  F.,  is  30  years  of  age,  of  Irish 
parentage.  She  has  three  sisters  and  a  brother  who  as  yet 
show  no  evidence  of  the  disease.  The  father  suffered  from 
hereditary  chorea  for  five  years  previous  to  his  death,  which 
resulted  from  grippe.  The  present  trouble  began  when  she 
was  28  years  of  age,  two  weeks  after  the  death  of  a  sister  for 
whom  she  had  helped  to  care.  At  the  beginning  of  her  illness 
she  was  affected  with  palpitation  of  the  heart  and  dyspepsia, 
the  flatulency  being  very  distressing.  Her  nutritive  condition 
is  poor;  pulse  92,  respiration  jerky  and  irregular.  Motility 
is  good;  there  is  a  slight  Romberg;  superficial  reflexes,  nor- 
mal ;  deep,  exaggerated ;  incoordination  of  the  upper  extremi 
ties,  unable  to  sew  or  hold  a  dish.  Sensibility  normal.  Speech 
is  jerky,  especially  so  when  excited  or  is  attempted  at  the  end 
of  inspiration,  breaking  the  word  to  permit  another  breath. 
Sleep  is  very  poor  except  under  hypnotics,  when  not  more 
than  four  or  five  hours  of  sleep  can  be  obtained. 

In  this  case  the  mental  symptoms  preceded,  or  at  least 
were  contemporary  with,  the  physical  ones.  At  the  onset  of 
her  trouble  she  was  with  a  brother  in  Montana,  and  came 
from  there  to  Minnesota.  She  says  her  brother  sent  her  here, 
but  her  family  say  she  ran  away.  After  coming  to  Minnesota 
she  again  disappeared  and  was  not  found  by  her  friends  for 
a  year.  While  apparently  not  meaning  to  lie,  she  is  not  truth- 
ful. She  is  sluggish  mentally;  if  replying  immediately  to  a 
question,  she  usually  makes  a  mistake,  of  which  she  will  be, 
however,  conscious.  The  same  untidiness  of  dress  in  ob- 
served in  this  woman  as  in  the  preceding  one.  The  choreic 
movements  are  about  the  same  in  character  and  extent  as 
wath  Miss  E.,  the  grimacing  being  perhaps  a  trifle  more  pro- 
nounced. 

Mr.  C,  aged  37,  American,  laborer.  In  1893  it  was  first 
noticed  that  he  acted  queerly,  also  that  there  were  twitchings 
of  the  right  occipito-frontalis  and  corrugator  supercilii  mus- 
cles.    He  left  home  and  wandered  for  a  year.    Upon  his  re- 
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turn  the  mental  condition  was  very  apparent,  taking  the  form 
of  melancholia,  and  he  was  placed  in  an  asylum  where  he  re- 
mained for  a  year.  His  present  mental  condition  is  one  of 
quiet  dementia. 

Recent  examination  shows  nutrition  to  be  poor,  as  is  also- 
digestion;  pulse  90,  respiration  20,  weight  127  pounds;  nor- 
mal weight  171  pounds.  Urine  is  normal  but  greatly  dimin- 
ished in  quantity ;  there  is  weakness  of  the  sphincter  so  that 
there  is  a  constant  dribbling.  There  is  no  Romberg:  deep 
and  superficial  reflexes  both  exaggerated.  Motility  fair ;  slight 
incoordination  in  both  upper  and  lower  extremities.  Sensi- 
bility normal.  Pupils  dilated ;  reaction  to  light,  normal ;  ac- 
commodation sluggish.  Speech  hesitating;  incoordinate 
movements  of  the  tongue  and  muscles  of  deglutition  as  if 
swallowing.  Sleep  good.  The  rythmical  contractions  of  the 
occipito-frontalis  and  corrugator  supercilii  muscles  are  more 
pronounced  on  the  right  side;  there  are  irregular  con- 
tractions of  the  orbicularis  palpebrarum.  There  are 
clonic  contractions  of  the  diaphragm,  rythmical  clonic  move- 
ments of  the  depressors  of  the  chin,  and  at  times  clonic  con- 
tractions of  the  muscles  of  both  arms  and  humeral  muscles 
of  the  right  side.  On  rising  from  a  chair,  the  patient  has  to 
balance  himself  before  commencing  to  walk,  when  his  atti- 
tude is  similar  to  that  of  Parkinson's  disease ;  his  gait  is  shuf- 
fling and  his  steps  irregular  in  length. 

The  disease  appeared  in  the  father  of  this  man  at  a  consid- 
erably later  period  of  life  than  in  the  son,  the  mental  symp- 
toms coming  on  six  years  after  its  inception.  For  a  year  be- 
fore death  there  was  difficulty  in  swallowing,  and  if  excited 
speech  became  hesitating.  At  this  time  also  he  developed  a 
mask-like  face.  Nine  years  after  the  onset  of  the  chorea  he 
wandered  from  home,  froze  his  feet  and  died  from  gangrene. 

It  will  be  observed  that  the  characteristic  gait  is  not  pres- 
ent in  any  of  these  cases,  while  the  classical  "tripod,"  heredi- 
ty, insidious  onset,  and  mental  impairment  is  noticed  in  all 
of  them,  though  the  latter  symptom  is  only  incipient  in  Miss 
E.  Mental  stress  or  shock  preceded  the  onset  of  the  disease 
in  the  two  women.  This  is  also  known  to  have  been  the  case 
in  most  of  those  members  of  Miss  E.'s  family  who  have  suf- 
fered from  it. 
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May  7,   1901. 

The  President,  Dr.  Joseph  Collins,  in  the  chair. 

A  CASE  OF  SUCCESSFUL  MORAL  TREATMENT  OF  A 
FORM  OF  HYSTERIA. 

Dr.  Mary  Putnam  Jacobi  reported  this  case.  The  patient 
was  a  woman,  aged  twenty-four  years, belonging  to  a  neurotic 
family.  Her  symptoms  had  begun  by  endometritis  and  uterine 
retroflexion  four  years  before  she  came  under  observation.  She 
had  been  subjected  to  a  good  deal  of  local  treatment,  includ- 
ing curettage  and  an  Alexander's  operation.  The  latter  proce- 
dure had  relieved  the  dysmenorrhea,  but  had  been  followed  by 
a  fixed  pain  in  the  abdomen  not  increased  by  pressure.  She 
said  that  she  was  unable  to  walk  or  stand  because  of  the  se- 
vere pain  produced  in  the  back  and  abdomen.  Examination 
showed  no  motor  inability,  and  when  she  started  to 
walk  she  could  do  so  very  readily  and  energetically.  The 
uterine  disease  had  entirely  disappeared.  She  was  moderate- 
ly anemic  and  quite  constipated.  Dr.  Jacobi  said  that  at  some 
portion  of  the  cerebro-spinal  tract  an  area  of  nerve  tissue 
must  be  so  nearly  on  the  border  of  exhaustion  that  an  at- 
tempt at  function  carried  it  beyond  this  line.  It  was  con- 
ceivable that  with  the  exhaustion  of  the  cerebral  center  the 
very  thought  of  the  movement  would  be  followed  by  pain. 
According  to  Sanier,  such  hysterical  pains  point  to  a  partial 
anesthesia  in  the  brain.  Apart  from  the  intermittent  pains 
excited  by  the  sense  of  walking,  there  seemed  to  be  a  perma- 
nent and  distressful  sense  of  need  of  support  in  the  back.  In 
a  previous  experience  Dr.  Jacobi  had  succeeded  in  making 
a  bed-ridden  patient  walk  within  a  week  by  the  ap- 
plication of  a  Taylor  spinal  brace.  This  simple  device  had 
given  great  relief.  The  necessary  nerve  stimulus  had  been 
secured  by  the  application  of  static  electricity.  This  remedy 
seemed  to  be  almost  a  specific  for  hysterical  pains.  The  sub- 
ject of  the  present  report  had  been  persuaded  to  leave  her 
home  and  take  a  room  near  Dr.  Jacobi's  office.  At  first,  it 
was  not  difficult  to  get  her  to  walk  a  portion  of  a  block,  but 
when  she  was  asked  to  walk  a  whole  block  she  obstinately 
refused.  All  sorts  of  changes  in  treatment  and  methods  of 
management  were  necessary  in  order  to  conquer  the  pa- 
tient's wilfulness,  as  this  was  essential  to  further  progress. 
Her  mode  of  life  for  each  day  was  mapped  out  rhost  minute- 
ly.    By  the  most  persistent  and  painstaking  efforts  exerted 
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for  a  period  of  four  months  the  patient  was  finally  conquered. 
During  the  last  eighteen  months  she  had  been  living  a  fair- 
ly normal  life.  Dr.  Jacobi  said  that  in  hysterics  the  habitual 
dependence  upon  fellow  minds  is  immensely  intensified.  To 
get  rid  of  a  false  idea  it  must  be  starved  out  and  atrophied 
by  an  entire  lack  of  support  from  the  minds  of  those  around 
the  patient.  The  essential  element  of  the  treatment  of  this 
case  was  the  bringing  of  the  patient  under  the  control  of  an- 
other mind. 

Dr.  B.  Sachs  commended  the  general  plan  of  treatment  de- 
scribed in  this  paper,  though  admitting  that  it  required  far  too  much 
expenditure  of  time  and  attention  to  detail  to  make  it  generally 
available. 

Dr.  Ira  Van  Gieson  expressed  his  admiration  for  the  report 
just  presented,  for,  he  said,  it  was  indicative  of  the  time  when  psy- 
chological cases  would  be  treated  less  by  medicine  and  more  by  psy- 
chology. This  case  afforded  an  example  of  what  could  and  should 
be  done  in  hundreds  and  thousands  of  other  similar  cases.  He  had 
been  particularly  impressed  with  the  statement  made  concerning  the 
necessity  for  causing  an  atrophy  of  each  false  idea — the  reverse  of 
the  process  by  which  the  hysterical  condition  is  induced.  He  thought 
the  period  of  treatment  in  the  case  reported  might  perhaps  have  been 
materially  reduced  by  suggestive  therapeutics. 

Dr.  Jacobi  said  that  the  objection  made  to  the  treatment  on  the 
score  of  its  time-consuming  nature  was  hardly  sufficient  to  condemn 
it.  She  had  seen  a  number  of  cases  that  had  gone  from  one  physi- 
cian to  another  without  benefit,  although  doubtless  physicians  gen- 
erally were  well  acquainted  with  the  principles  which  should  underly 
the  successful  treatment  of  such  cases. 


THE  MORBID  ANATOMY  OF  A  CASE  OF  PROGRESSIVE 

ATROPHY   WHICH   WAS   CLINICALLY    ONE   OF 

AMYOTHROPHIC  LATERAL  SCLEROSIS. 

Dr.  Carlin  Philips  read  this  paper:  He  said  that  the  pa- 
tient was  a  woman  of  thirty-six  who  had  come  under  Dr. 
Collins'  observation  for  the  first  time  on  June  17,  1897.  She 
had  then  complained  of  severe  frontal  headache,  inability  to 
lift  the  head  from  the  pillow  without  the  help  of  the  hands, 
tremulousness  of  the  hands,  and  easily-produced  fatigue.  She 
had  lost  thirty  pounds.  Examination  showed  atrophy  of  the 
supraspinatus  and  of  the  right  shoulder  girdle,  and  fi- 
brillary twitchings  were  detected  in  these  muscles.  The  knee- 
jerks  were  increased;  there  was  ankle-clonus  on  both  sides; 
there  was  no  affection  of  the  special  senses.  Six  months  lat- 
er she  had  complained  of  dyspnea  and  had  shown  loss  of  will 
power  and  suicidal  impulses,  together  with  some  difficulty  in 
swallowing.  The  atrophy  of  the  muscles  was  more  marked, 
and  extended  to  the  trapezius  muscle.    She  began  about  this 
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time  to  have  attacks  of  major  hysteria,  and  the  atrophy  in- 
creased rapidly.  The  gait  became  spastic  and  the  body  rigid. 
She  had  the  use  of  her  limbs  up  to  about  six  weeks  before 
death  on  May  25,  1899. 

An  autopsy  was  allowed  only  upon  the  brain  and  spinal 
cord.  The  weight  of  the  body  was  forty-eight  pounds.  The 
meninges  of  the  brain  were  anemic.  The  brain  was  normal 
in  gross  appearance,  as  was  also  the  spinal  cord.  The  latter 
was  carefully  segmented  and  prepared  in  various  ways  for  ex- 
amination. In  the  second  servical  segment  was  a  concentric 
zone  encircling  each  anterior  horn  and  involving  the  anterior 
mesial  and  anterior  lateral  portions  of  the  fundamental  col- 
umns, while  the  tracts  of  Gowers  and  the  pyramidal  tracts 
were  left  intact.  Corresponding  to  the  degenerated  areas  in 
this  segment  the  neurogliar  proliferation  was  very  slight. 
The  fourth  cervical  segment  showed  a  sinking  in  of  the  peri- 
phery just  at  the  margins  of  the  anterior  roots,  and  this 
change  of  contour  extended  down  several  segments.  The 
gray  matter  extended  laterally,  giving  a  sickle-shape  to  the 
degenerated  area.  The  most  striking  feature  was  the  exten- 
sive destruction  of  the  cells.  The  fifth  cervical  segment 
was  practically  the  same  as  the  fourth.  The  sixth  segment 
showed  a  tongue-shaped  area  of  degeneration  extending  al- 
most to  the  posterior  horn.  In  the  seventh  segment  the  an- 
terior roots  showed  more  marked  degeneration.  From  the 
first  to  the  fourth  dorsal  segments  inclusive  there  was  a 
zone  of  degeneration  encircling  the  anterior  horns,  and  be- 
coming less  intense  until  almost  invisible  in  the  fourth  seg- 
ment. The  disappearance  of  the  motor  cells  throughout 
these  four  segments  was  more  diflficult  to  determine  than  in 
the  case  of  the  cervical  segments,  but  apparently  there  was 
about  the  same  amount  of  atrophy  of  these  cells.  From  the 
fifth  to  the  eighth  segments  there  appeared  to  be  an  increase 
in  the  neurogliar  tissue.  From  the  twelfth  dorsal  down  to 
the  end  of  the  cord  the  area  occupied  the  peripheral  portion 
of  the  ventral  half  of  the  cord,  and  extended  around  to  a 
point  opposite  the  apex  of  the  lateral  horn,  where  it  expand- 
ed into  a  lateral  mass.  The  lumbar  and  sacral  regions  were 
found  to  be  as  severely  involved  as  the  cervical.  Throughout 
the  cord  the  blood  vessels  were  apparently  normal.  Nissl 
preparations  of  the  medulla  showed  small  areas  of  periarteri- 
tis with  small-cell  infiltration  of  the  adjacent  gray  matter. 
The  anterior  roots  were  found  to  be  atrophic.  The  crossed 
pyramidal  tracts  were  apparently  unchanged. 
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March  25,  1901. 

The  President,  Dr.  James  Tyson,  in  the  chair. 

Dr.  F.  X.  Dercum  presented  a  case  of  epiphysitis. 

Dr.  A.  R.  Moulton  reported  the  case  of  an  insane  man 
who  had  died  from  the  fracture  of  an  exceedingly  thin  skull. 

Dr.  A.  Gordon  read  a  paper  on  the  role  of  infection  and 
intoxication  in  diseases  of  the  spinal  cord. 

Dr.  William  G.  Spiller  said  that  neuro-pathologists  acknowledg- 
ed that  many  diseases  of  the  nervous  system  were  of  infectious  origin. 
He  doubted,  however,  whether  amyotrophic  lateral  sclerosis  or 
Friedreich's  ataxia  were  due  to  infection.  In  examining  some  speci- 
mens of  disseminated  sclerosis  he  had  found  evidences  of  inflamma- 
tion in  distinct  round-cell  infiltration  within  the  sclerotic  areas.  He 
doubted  whether  the  changes  found  in  the  spinal  cord  in  intense 
anemia  were  of  inflammatory  nature.  He  had  examined  the  speci- 
mens from  at  least  four  cases  of  this  disease,  and  he  regarded  the  al- 
teration of  the  central  nervous  system  as  possibly  the  result  of  auto- 
intoxication. Investigators  have  shown  that  micro-organisms  even 
when  injected  into  the  spinal  canal  may  entirely  disappear  from  the 
cord  within  a  few  days.  The  absence  of  bacteria  at  necropsy  is  no 
proof  that  bacteria  have  not  been  present  within  the  nervous  tissues 
during  the  life  of  the  individual. 

Dr.  F.  X.  Dercum  remarked  that  neurologists  were  all  impressed 
with  the  general  truth  of  this  position  of  Dr.  Gordon.  Dr.  Gordon 
did  not  imply  that  there  were  no  diseases  of  the  nervous  system  that 
were  not  due  to  infection.  It  is  certain  that  diseases  called  degen- 
erative may  be  due  to  the  direct  action  of  a  toxine  on  the  neurones. 
Dr.  Dercum  thought  that  all  could  recall  cases  of  diseases  of  the  ner- 
vous system  in  which  the  symptoms  followed  an  infection.  He  refer- 
red to  three  children  in  one  family,  who  had  become  high-grade  im- 
beciles after  measles,  the  attacks  not  being  associated  with  symptoms 
of  meningitis.  The  fourth  child  which  escaped  the  measles  also  es- 
caped the  mental  deterioration.  The  inference  was  therefore  logical 
that  the  condition  in  the  three  other  children  was  due  to  measles. 
He  had  also  shown  to  the  Society  many  years  ago  a  man  with  exten- 
sive muscular  atrophy  following  gonorrhea. 

Dr.  F.  S.  Pearce  spoke  of  the  importance  of  the  role  which  poi- 
sons, mineral  or  bacterial,  hence  also  auto-intoxicants,  play  in  diseas- 
es of  the  nervous  system — not  alone  of  the  spinal  cord.  He  had 
already,  in  a  paper  read  before  the  College  of  Physicians,  expressed 
his  views  as  to  the  eflfect  of  toxines  on  the  nervous  system  in  general, 
and  particularly  in  inducing  certain  neurasthenias;  and  in  cases  in 
which  the  toxemia  is  recovered  from  the  neurasthenia  gradually  pass- 
es away.  It  is  also  well  known  that  the  exacerbations  of  epilepsy  in 
many  cases  are  connected  with  intestinal  intoxication.  He  had  seen 
great  improvement  in  some  cases  in  which  the  intestinal  tract  was 
particularly  treated  by  antisepsis.  In  many  so-called  functional  dis- 
eases the  circulation  of  toxines  is  undoubtedly  the  cause  of  the  symp- 
toms.   When  the  toxemia  disappears,  the  nervous  system  if  not  too 
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profoundly  affected,  will  recover  its  proper  function,  but  when  the 
alteration  is  profound,  there  may  be  areas  of  softening  and  degen- 
eration. 

Dr.  C.  S.  Potts  presented  a  case  of  disseminated  sclerosis 
in  which  hemiplegia  had  been  of  the  ascending  type. 

Dr.  William  G.  Spiiler  said  that  this  case  resembled  the  one  re- 
ported by  Dr.  C.  K,  Mills  and  the  one  that  he  himself  had  reported, 
but  in  some  of  its  features  it  was  different.  The  age  of  the  patient 
was  different.  In  Dr.  Mills'  case  the  patient  was  a  man  45  to  50  years 
of  age.  In  his  own  case,  the  patient  was  39  or  40  years  old,  the  di- 
sease having  begun  three  or  four  years  previously.  In  reporting  his 
case  he  had  said  that  while  he  did  not  exclude  disseminated  sclerosis, 
yet  in  four  years  there  should  have  been  some  more  definite  symp- 
toms of  the  disease,  such  as  diplopia,  nystagmus,  scanning  speech  or 
intention  tremor.  The  symptoms  which  Dr.  Potts  had  mentioned, 
made  Dr.  Potts'  case  probably  one  of  disseminated  sclerosis. 

Dr.  F.X.  Dercum  regarded  the  case  as  one  of  extreme  interest.  The 
diplopia  and  nystagmus  left  no  doubt  as  to  its  character.  He  had 
never  seen  anything  like  it  before. 


Dr.  W.  Pickett  read  a  paper  on  von  Bechterew's  scapulo- 
humeral reflex. 

Dr.  Alfred  Gordon  said  that  Dr.  Pickett  had  mentioned  that  in 
the  majority  of  cases  by  striking  the  inner  border  of  the  scapula,  ab- 
duction with  flexion  is  produced.  In  the  speaker's  experience,  when 
the  inferior  angle  of  the  scapula  is  struck  there  is  produced  almost 
constantly  abduction  with  flexion.  When  about  the  middle  of  the 
inner  border  is  struck,  abduction  with  rotation  externally  occurs. 

With  regard  to  the  value  of  this  symptom,  he  was  in  accord 
with  Dr.  Pickett.  He  referred  to  three  cases  in  which  he  had  found 
diminution  of  the  reflex  on  one  side  as  compared  with  that  on  the 
other.  The  first  case  was  one  of  acute  ascending  paralysis  with  no 
atrophy.  The  second  case  was  one  of  sciatica,  the  patient  was  nor- 
mal as  far  as  the  upper  extremities  were  concerned.  The  third  case 
was  one  of  tuberculosis  with  involvement  of  the  apex  of  one  lung. 
There  was  diminution  of  the  reflex  on  the  affected  side.  As  far  as  he 
had  been  able  to  make  out  there  was  no  atrophy. 

He  had  not  found  the  reflex  a  very  constant  one,  and  thought 
that  not  much  reliance  could  be  placed  upon  it,  although  in  some 
cases  of  disease  in  the  cervical  portion  of  the  cord  it  may  be  of  value. 

Dr.  William  G.  Spiiler  said  that  this  reflex  had  not  been  thor- 
oughly studied  in  normal  individuals.  If  it  is  always  present  in  normal 
individuals,  its  absence  in  disease  of  the  spinal  cord  may  be  of  value 
in  determining  focal  lesions  in  the  upper  portion  of  the  cervical 
swelling.  Dr.  Pickett  had  said  that  he  had  found  the  reflex  absent 
in  a  large  number  of  cases  of  hemiplegia.  Dr.  Spiiler  asked  whether 
the  other  reflexes  especially  those  in  the  upper  limb  on  the  hemiple- 
gic  side  were  much  exaggerated?  If  they  were,  he  should  have  ex- 
pected that  the  von  Bechterew  reflex  would  also  have  been  exagger- 
ated. 

He  referred  to  a  case  of  phthisis  reported  to  the  Society  by  Dr. 
Van  Epps  in  which  the  Babinski  reflex  was  present.  The  spinal  cord 
and  brain  had  been  given  to  him  for  examination  by  Dr.  C.  K,  Mills, 
and  Dr.  Spiiler  had  not  found  any  alteration  of  the  pyramidal  tract. 
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He  had  recently  seen  two  cases  in  which  the  knee-jerk  was  exagger- 
ated, one  of  disseminated  sclerosis  and  the  other  one  of  brain  tumor 
or  internal  hydrocephalus,  in  which  the  Babinski  reflex  was  not  pres- 
ent.   In  both  cases  lesion  of  the  pyramidal  tract  was  indicated. 

Dr.  F.  X.  Dercum  said  that  there  might  be  modification  of  the  von 
Bechterew  reflex  in  functional  states.  No  one  would  intimate  that 
there  was  necessarily  an  organic  lesion  where  there  was  a  change  in 
the  knee-jerk.  He  believed  that  the  future  would  show  that  the 
von  Bechterew  reflex  had  a  certain  amount  of  value.  When  there 
is  degeneration  high  up  in  the  cervical  cord  the  reflex  will  be  found 
to  be  exaggerated.  Whether  it  be  present  or  absent  may  depend 
upon  the  extent  and  position  of  the  lesion. 

Dr.  William  Pickett  said  in  reply  to  Dr.  Spiller's  question, 
that  the  hemiplegics  in  whom  the  von  Bechterew  reflex  was  absent, 
as  a  rule  did  not  show  great  exaggeration  of  the  other  reflexes.  He 
attributed  its  absence  in  these  cases  to  the  extreme  rigidity  and  mus- 
cular atrophy.  In  the  early  stages  in  doubtful  cases  the  von  Bech- 
terew symptom  might  be  of  value. 

D.  Moses  Behrend  read  a  paper  on  the  biceps  tendon 
jerk  in  tabes. 

Dr.  D.  J.  McCarthy  said  that  when  he  had  read  Frenkel's  paper, 
he  had  not  been  able  to  see  why  the  biceps  reflex  should  not  be 
present.    Cases  of  tabes  are  usually  of  the  dorso-lumbar  type. 

With  regard  to  the  von  Bechterew  reflex,  he  did  not  see  any  rea- 
son for  treating  it  as  a  separate  reflex.  It  is  really  composed  of  two 
or  three  minor  reflexes,  and  there  are  other  symptoms  whereby  dis- 
ease in  the  upper  part  of  the  cord  can  be  localised. 
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Dr.  Hugh  T.  Patrick  in  the  chair. 

A  joint  meeting  for  the  discussion  of  the  subject  of  epi- 
lepsy was  held  with  the  Chicago  Medical  Society. 

THE  DEFINITION,   PATHOLOGY  AND  SYMPTOMATOLO- 
GY OF  EPILEPSY. 

Dr.  Elbert  Wing  read  a  paper  on  this  subject.  After  a 
discussion  of  the  various  definitions  of  epilepsy,  the  follow- 
ing conclusions  were  drawn: 

First,  That  impairment  or  loss  of  consciousness  is  the 
fundamental  phenomenon  in  a  paroxysm  of  epilepsy. 

Second,  That  convulsions  of  a  purposeless  type  may,  or 
may  not,  accompany  the  disturbance  of  consciousness. 

Third,  These  phenomena  must  not  be  due  to  active  brain 
disease,  blood  states,  reflex  irritation,  or  primary  failure  of 
the  heart's  action ;  that  is  to  say,  it  is  possible  to  distinguish 
attacks  of  idiopathic  epilepsy  from  attacks  which  closely  sim- 
ulate epilepsy,  but  which  occur  in  connection  with  other  di- 
seases. 

Dr.  Wing  discussed  the  symptomatology  under  two 
heads,  a  first  and  second  stage.  The  first  stage  included  the 
general  disturbance  of  health  and  the  various  forms  of  aurse. 
The  second  stage  was  divided  into  the  period  of  convulsions 
and  that  of  post-epileptic  coma. 

Of  the  minor  forms  of  epilepsy,  or  petit  mal,  there  is  ev- 
ery variety  from  a  momentary  arrest  of  consciousness  to 
the  varied  phenomena  of  double  consciousness.  It  is  not  a 
matter  of  great  consequence  whether  a  given  symptom  is 
called  an  aura,  or  a  so-called  psychic  equivalent  constitutes 
the  entire  seizure. 

Mention  was  made  of  the  fact  that  migraine  is  supposed 
to  have  a  close  relation  to  epilepsy.  Krafift-Ebing's  statement 
is  generally  accepted,  namely,  'T  do  not  know  a  single  case 
in  which  simple  migraine  could  be  clinically  related  to  epi- 
lepsy." 

Under  the  head  of  the  pathological  histology  of  epilep- 
sy, Dr.  Wing  made  mention  of  the  claim  of  Chaslin  and 
Fere  that  a  peculiar  cortical  gliosis  is  characteristic  of  ep- 
ilepsy. Bevan-Lewis  claims  characteristic  vacuolation  and 
degeneration  of  the  large  cells  of  the  second  layer.  Kazow- 
ski  and  Van  Gieson  have   recently  confirmed  both  claims. 
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Most  of  those  who  deny  the  significance  of  these  findings  are 
not  histologists.  Ohhnacher  has  found  a  persistent  thymus 
and  enlarged  lympthic  glands.  In  discussing  the  general 
pathology  the  speaker  made  mention  of  the  fact  that  histo- 
logical changes  may  increase  irritability  and  make  the  trans- 
mission of  the  nerve  force  uncertain  and  irregular.  The  per- 
version of  some  secretions,  e.g.,  that  of  the  thymus,  may  both 
induce  these  histologic  changes  and  excite  the  perverted 
functional  activity  which  constitutes  the  paroxysm  of  epilep- 
sy. Many  central  and  peripheral  irritant  agents  from  the 
toxins  to  phimosis  may  also  excite  the  attacks. 

Whether  an  attack  shall  be  one  of  grand  mal,  ordinary 
petit  mal,  or  of  double  consciousness,  depends  more  upon 
the  site  of  the  cerebral  lesion  than  upon  the  nature  of  the 
exciting  cause.  If  the  action  of  the  Rolandic  area  predom- 
inates, ^^e  fit  is  a  major  attack ;  if  the  higher  centers  are 
most  active,  it  is  somnambulistic. 

Dr.  Harold  N.  Moyer  spoke  of  the  diagnosis  and  varieties  of 
epilepsy  as  ordinarily  recognized.  Epilepsy  is  easily  indentified  when 
the  convulsive  attack  is  typical.  Unfortunately  the  family  physician 
often,  and  the  consultant  almost  invariably,  relies  upon  the  descrip- 
tion of  people  who  are  not  physicians  for  the  sequence  of  events  in 
the  seizure.  Epilepsy  is  a  symptom-complex,  but  unlike  chorea  and 
other  symptomatic  disorders  of  the  nervous  system,  any  of  the  fea- 
tures which  make  up  the  attack  may  be  absent  in  a  particular  case. 
The  definition  of  epilepsy  by  Donath  seems  to  be  as  satisfactory  as 
any  so  far  proposed:  "An  abnormal  excitement  of  the  cerebral 
cortex  which  increases  suddenly,  is  periodical  in  its  manifestations, 
has  a  typical  course  and  disappears  rapidly.  Whether  the  attack  oc- 
curs without  unconsciousness  and  amnesia,  depends  upon  the  strength 
and  extent  of  the  irritation."  The  speaker  made  mention  of  the  fact 
that  grand  mal  and  petit  mal  are  but  gradations  of  the  same  condi- 
tion. Jacksonian  epilepsy  is  not  clearly  demarkated  from  other 
forms,  but  it  is  commonly  understood  to  mean  those  attacks  which 
begin  in  a  limited  area  of  the  cortex  and  extend  by  continuity.  The 
greatest  difficulty  in  the  diagnosis  of  epilepsy  is  caused  by  the  so- 
called  equivalent,  which  may  be  simply  a  psychical  state  marked  bj 
automatic  acts,  or  alterations  in  the  emotional  or  dream  states.  The 
so-called  aurae  consist  in  alterations  in  the  sensory  perceptions.  Epi- 
leptiform seizures  which  occur  in  general  paralysis  of  the  insane,  of- 
fer very  little  difficulty  in  diagnosis,  as  the  signs  of  somatic  disturb- 
ance are  usually  pronounced.  Uremic  convulsions  may  occasionally 
present  every  symptom  found  in  the  epileptic  type. 

A  very  unfortunate  combination  of  words  is  that  known  as  hys- 
tero-epilepsy.  These  are  cases  of  hysteria  and  not  epilepsy.  They 
are  distinguished  from  true  epileptic  attacks  by  the  absence  of  an 
initial  cry.  by  the  movements  being  at  least  coordinate  if  not  pur- 
posive in  character,  by  the  tongue  not  being  bitten,  and  the  patients 
not  injuring  themselves. 

In  conclusion,  emphasis  was  laid  upon  the  importance  of  the 
early  recognition  of  epilepsy.  In  too  many  instances  the  family  phy- 
sician shrinks  from  the  diagnosis,  and  not  infrequently  the  family  are 
advised  that  a  single  convulsion,  even  though  it  may  have  all  the  epi- 
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leptic  characters,  is  due  to  a  disturbance  of  the  stomach,  or  consti- 
pation, or  other  trivial  cause,  or  if  it  occurs  in  a  child,  that  the  con- 
dition will  be  outgrown.  This  leads  to  a  false  sense  of  security  and 
to  a  failure  of  early  treatment  in  this  disease  at  a  time  when  it  is 
curable. 

Dr.  Sanger  Brown  spoke  of  the  hereditary,  mental  and  allied 
states,  including  psychical  epilepsy.  Heredity  may  be  divided  into 
similar  and  dissimilar.  Similar  heredity  implies  the  existence  of 
epilepsy  in  ascendents,  while  dissimilar  heredity  refers  to  such  an- 
cestral diseases  as  insanity  and  imbecility.  Authors  do  not  agree  as 
to  what  disease  should  be  included  in  the  list  of  dissimilar  hereditary 
influences.  Some  include  tuberculosis,  migraine  and  hysteria.  All 
agree  that  insanity  and  imbecility  are  by  far  the  most  important 
factors.  The  speaker  referred  to  similar  heredity  as  more  often 
transmitted  through  the  mother,  and  that  the  heritage  prefers  the 
sex  of  the  parent  from  which  it  was  derived. 

The  psychic  or  mental  manifestations  were  divided  into  those 
momentarily  preceding  or  terminating  in  other  phenomena,  those 
extending  over  a  period  ranging  from  a  few  minutes  to  a  few  days 
prior  to  the  seizure,  those  which  alone  comprise  the  individual  at- 
tack, and  those  which  are  the  result  of  the  fits  either  momentarily  or 
remotely,  and  finally,  a  class  of  cases  in  which  the  mental  disease  or 
disorder  is  of  such  a  nature  that  it  might  be  more  properly  regarded 
as  an  association  with,  rather  than  an  expression  of,  epilepsy.  Of 
the  first  class,  the  most  common  are  those  which  momentarily  pre- 
cede the  fit,  and  fairly  constitute  the  mental  or  psychic  aura.  Dr. 
Brown  referred  to  cases  where  a  familiar  environment  seemed 
strange,  or  again,  where  the  surroundings  seemed  a  repetition,  or  at 
least,  peculiarly  familiar.  Other  conditions  were  mentioned  such  as 
vague  fear,  confusion,  anger,  revenge,  joy  amounting  sometimes  al- 
most to  a  mental  or  psychic  orgasm.  These  changes  which  precede 
the  seizure  for  a  variable  period  are  properly  regarded  as  premoni- 
tions. They  commonly  consist  of  marked  irritability,  depression, 
violent  explosions  of  temper,  indecency,  untruthfulness,  or  a  sense  of 
mental  exhilaration  and  joyousness,  rapidly  progressing  to  maniacal 
confusion  and  frenzy.  Doubtless  transitory  frenzy  might  constitute 
a  valid  defence  for  homicide  if  the  defendent  were  known  to  suffer 
from  epilepsy,  whether  the  frenzy  had  been  previously  known  to 
have  been  related  to  the  fit  in  point  of  time  or  not. 

Dr.  Daniel  R.  Brower  discussed  the  treatment  of  epilepsy.  Es- 
pecial stress  was  laid  upon  the  prophylaxis,  since  epileptics  are  well 
known  to  have  unstable  nervous  systems.  They  should  be  relieved 
of  all  mental  and  physical  strain  during  adolescence.  Every  atten- 
tion to  hygiene  should  be  given,  including  particular  attention  to  all 
forms  of  excretion.  Bromides  were  mentioned  as  holding  the  first 
rank  in  treatment,  but  a  word  of  caution  not  to  produce  bromism 
was  given.  When  the  bromides  fail  to  stop  the  seizure  the  speaker 
advised  the  additional  use  of  chloral  at  bedtime.  Reference  was 
made  to  acetanilid  as  an  adjuvant  to  the  bromides.  The  speaker  op- 
posed the  use  of  the  opium-bromide  treatment,  and  strongly  favored 
the  withdrawal  of  salt.  Attention  to  intestinal  antisepsis  and  to  blood 
conditions  as  they  arose,  was  earnestly  advised.  If  epilepsy  is 
essentially  a  disease  of  cell  bodies,  of  cortical  neurones,  all  surgical 
operation  are  unscientific.  The  colony  system  is  the  highest  ideal 
for  the  treatment  of  these  unfortunates.  The  proof  of  this  is  over- 
whelming in  results  obtained  both  at  home  and  abroad. 

Dr.    Maximilian    Herzog    spoke    of    the    general   pathology   and 
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special  histopathology  of  epilepsy,  rehearsing  the  various  theories 
and  hypotheses  which  have  been  advanced  concerning  this  affection. 

Dr.  Sydney  Kuh  said  that  in  his  hands  the  withdrawal  of  salt 
was  negative  entirely  in  its  effect  upon  epilepsy.  He  agreed  with 
Dr.  Brower  as  to  the  opium-bromide  treatment,  and  favored  the 
bromide  of  strontium. 

Dr.  Jacob  Frank  spoke  briefly  upon  the  surgical  treatment  of 
epilepsy,  emphasizing  the  necessity  for  thorough  exploration  of  the 
skull  if  any  operation  were  attempted. 

Dr.  Henry  Gradle  dwelt  upon  reflex  epilepsy  of  peripheral  ori- 
gin, and  mentioned  two  or  three  interesting  cases. 

Dr.  Frederick  Leusman  narrated  the  case  of  a  young  man,  a  con- 
firmed masturbator,  in  whom  epilepsy  complicated  by  hemorrhoids 
developed.  The  hemorrhoids  were  removed,  and  the  vena  dorsalis 
penis  exsected  for  about  an  inch  on  each  side,  with  the  result  of  ces- 
sation of  the  epileptic  seizures. 

Dr.  L.  Harrison  Mettler  emphasized  the  importance  of  making 
an  early  diagnosis. 

Dr.  Julius  Grinker  alluded  to  the  prevention  of  marriage  among 
epileptics.  He  favored  the  use  of  opium  and  borax  in  the  treatment 
of  selected  cases. 


Iperiacope* 


CLINICAL  NEUROLOGY. 

Theorie  neuronique  de  l'  hysterie  et  traitement  de  cette  nev- 
ROSE  d'  apres  la  methode  DE  PiERRE  Janet  (Neuron  Theory  of 
Hysteria  and  Treatment  by  Janet  Method).  M.  P.  Gallois.  (Bull, 
gen.  de.  Therapeutique,  1901,  March  23). 

The  history  is  that  of  a  girl  of  eighteen,  who  was  suffering  from 
an  aggravated  form  of  hysteria.  There  was  acute  pain  in  the  back,  a 
complete  paralysis  of  the  inferior  extremities,  and  a  total  anaesthes- 
ia affecting  all  four  limbs.  The  case  presented  a  marked  superficial 
resemblance  to  one  of  Pott's  disease.  The  least  attempt  at  move- 
ment caused  severe  dorso-lumbar  pain.  This  was  the  condition  of 
the  patient  in  June  1899.  The  history  of  the  case,  given  by  the  pa- 
tient herself,  was  as  follows:  In  1894  she  suffered  greatly  from  head 
pain,  being  at  the  time  pensionnaire  in  a  convent.  For  this  trouble 
she  was  removed  to  the  country,  and  essayed  several  times  to  return 
to  the  convent  life.  She  left  the  institution  for  the  last  time  in  Nov- 
ember, 1898,  and  at  this  time  was  suffering  from  disordered  move- 
ments of  the  right  arm  and  leg,  and  from  spasmodic  contraction 
of  the  levator  palpabrse  superiors.  From  this  time  the  condition 
became  more  and  more  aggravated,  until  she  presented  the  clinical 
picture  already  described.  Ha'ving  come  under  the  care  of  the  au- 
thor, he  determined  to  treat  the  case  by  the  method  recommended  by 
P.  Janet.  This  method  is  based  on  the  assumption  that  in  all  these 
cases  there  is  some  fixed  and  controlling  idea  which  dominates  the 
will  power  of  the  patient,  and  renders  her,  so  to  speak,  more  or  less 
an  automoton.  Just  as  sometim.es  occurs  with  those  who  are 
greatly  preoccupied,  the  influence  of  music  may  be  absolutely  with- 
out effect,  and  indeed,  may  pass  unnoticed,  so  in  the  same  way  with 
these  patients.  Under  the  overwhelming  predominance  of  the  fixed 
emotion,  the  matters  of  everyday  life  are  of  no  account,  and  are  not 
even  perceived.  The  first  proceeding  is,  then,  to  ascertain  the  na- 
ture of  the  fixed  idea  which  is  dominating  the  patient's  activities.  The 
next  step  is  to  take  measures  in  order  to  suppress  this  governing 
emotion  or  idea.  A  long  and  particular  account  of  the  method 
adopted  in  this  case  follows,  but  it  is  clearly  a  question  of  gaining  the 
confidence  of  the  patient,  and  really  presents  no  new  features.  It 
appears  that  very  considerable  success  followed  this  treatment,  and 
at  the  time  of  writing  the  symptoms  were  in  a  fair  way  of  disapoear- 
ing  altogether.  But  we  should  not  be  surprised  to  learn  that  they 
had  returned,  and  that  in  the  relapse  the  patient  was  in  all  respects 
as  bad  as  ever.  Jelliffe. 

Scleroses  en  plaques  ayant  debute  dans  l'enfance  (Multiple 
Sclerosis  in  Childhood).  Bourneville.  (LeProgres  Medical, 
May  26,  1900). 

The  author  remarks  that  at  the  Bicetre  in  twenty  years  only  four 
cases  of  disseminated  sclerosis  in  children  were  recorded,  which  is 
a  clear  proof  that  the  malady  very  sledom  occurs  during  childhood. 
The  history  of  one  of  these  cases  is  here  recorded.  The  family  his- 
tory, as  might  have  been  anticipated,  shows  an  extremely  neurotic 
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character,  and  there  was  a  marked  history  of  tuberculosis.  At  the 
age  of  three  the  child  had  a  severe  fright,  followed  by  an  epileptic 
attack.  On  recovering  the  trembling  of  the  hands  and  general  weak- 
ness were  first  observed,  and  remained  permanently.  A  detailed  his- 
tory follows,  from  which  it  appears  that  the  definite  symptoms  of 
multiple  sclerosis  became  more  and  more  marked,  and  at  the  same 
time  mental  weakness  also  developed,  so  that  at  the  age  of  nineteen 
or  twenty  a  definite  slight  imbecility  was  present.  Epileptic  attacks 
also  occurred  from  time  to  time,  and  the  patient,  although  capable 
of  learning  to  a  certain  extent,  was  never  in  a  position  to  perform 
the  regular  duties  of  a  trade.  The  account  is  most  full  and  complete, 
and  forms  a  valuable  record  of  a  rare  condition.  Jelliffe. 

Hyperthermie  hysterique    (Hysterical  Hyoerthermia).     J.  Rendu. 

(Lyon  Medical,  1900,  No.  3). 

The  paper  reports  a  very  carefully-observed  case  where  hvr»er- 
thermia,  without  hyperpyrexia,  lasted  for  several  days.  The  patient 
was  a  young  lady,  aged  21,  physically  well  developed,  of  pleasing  ap- 
pearance, and  given  to  great  attention  to  dress  and  toilet .  She  was,  it 
appears,  of  a  romantic  disposition.  She  talked  about  having  exophthal- 
mic goitre,  but  a  doctor,  she  admitted,  had  made  use  of  the  term 
when  examining  her  throat;  the  thyroid  was  slightly  enlarged,  and 
she  seemed  to  make  her  eyes  appear  prominent.  When  17,  acute  tuber- 
culosis was  suspected,  and  a  year  or  two  later  a  similar  attack,  with 
high  temperature,  occurred,  and  disappeared  at  a  pilgrimage.  After 
being  in  good  health  for  a  year  she  fainted  at  dessert,  and  for  two 
days  afterwards  suffered  from  vomiting  and  diarrhoea.  The  temper- 
ature was  carefully  vv'atched  for  a  week,  three  thermometers  were 
used,  being  always  placed  in  the  rectum.  The  period  came  on  at  this 
time.  The  temperature  repeatedly  exceded  43°  C.  (i09.4°F.),  but 
oscillatd  in  a  strange  manner.  On  the  fourth  day  it  was  in  the  morn- 
ing 99.5°  in  the  evening  109.4°;  two  days  later  it  touched 
110°;  three  days  later  it  marked  108°  in  the  morning  and  fell  to 
98.4°  in  the  evening.  The  skin  never  felt  intensely  and  pungently 
hot  as  in  pneumonia  and  eruptive  fevers;  perspiration  was  free,  and 
the  pulse  rapid.  There  was  no  physical  or  other  evidence  of  tuber- 
cle or  typhoid  fever.  After  dropning  suddenly  at  the  end  of  a  week 
the  temperature  rose  two  days  later  to  105°  through  excitement  at 
a  visit  from  a  friend,  and  then  fell  to  normal  permanently. 

Jelliffe. 

Etiology  of  Chorea  Minor.     T.  Frolich.    (Nork.  Mag.  F.  Laeger, 

1900,  Sept.,  p.  901). 

This  paper  deals  with  47  cases  of  chorea  minor  treated  during 
seven  years  in  the  hospital  of  the  University  of  Christiania.  The 
age  of  the  patients  varied  from  3  to  16  years,  and  in  28  of  them  the 
disease  had  begun  from  seven  to  eleven  years  previously;  39  were 
girls  and  8  boys.  In  24  cases  there  was  the  family  history  of  rheum- 
atism or  of  psychical  affections.  Among  the  47  patients  there  were 
15  who  had  had  rheumatic  fever,  either  before  or  during  the  chorea, 
and  in  16  (34  per  cent.)  the  chorea  had  begun  or  had  been  accom- 
panied by  febrile  phenomena  with  angina,  articular  affections,  or 
erythema  nodosum.  In  these  31  cases  the  author  recognises  the  ele- 
ment of  infection;  in  4  others  the  chorea  had  undoubtedly  followed 
infectious  diseases,  such  as  scarlet  fever  and  influenza,  and  in  the 
remaining  12  instances  there  was  some  slight  evidence  or  possibility 
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of  infection.  It  is  therefore  claimed  that  in  80.85  per  cent,  of  the 
cases  the  element  of  infection  was  definitely  proved.  Frolich  spec- 
ially refers  to  an  interesting  case  in  which  the  patient  was  first  at- 
tacked with  gonorrheal  vulvo-vaginitis,  then  with  chorea,  with  endo- 
carditis, and  finally  with  monoarticular  gonorrheal  rheumatism. 

Jelliffe. 

Coffee  and  the  Nervous  System.      W.  M.  Leszynsky.       (Medical 

Record,   1900,  Dec). 

Maintains  that  ill-efTects  following  the  use  of  coffee  are  by  no 
means  uncommon.  Much  of  the  present-day  nervousness,  he  attri- 
butes to  its  immoderate  use.  The  symptoms  complained  of  are:  Gen- 
eral headache  and  nervousness;  apprehension  regardinp-  the  future: 
mental  depression  and  irritability;  insomnia  or  restless  sleep;  bad 
dreams;  sudden  awakenings;  vertigo;  general  tremulousness;  dimin- 
ished muscular  power;  precordial  oppression;  cardiac  palpitation; 
loss  of  appetite;  frequent  eructaction  and  constipation.  Objective 
symptoms  in  addition  are:  Coated  and  tremulous  tongue;  tremor  in 
eyelids,  when  standing  with  closed  eyes;  in  some  dilated  pupils; 
tremor  in  outstretched  hands;  rapid  pulse  of  low  tension  and  fre- 
quently irregular,  ranging  from  90  to  130;  exaggerated  reflexes  and 
a  varying  amount  of  reflex  irritability.  For  the  treatment  of  the 
condition  it  is  wise  to  limit  the  patient  to  one  cup  of  cofTee  in  the 
morning  and  the  substitution  of  one  of  the  newer  cereal  coflfees.  A 
useful  mixture,  to  be  used  as  a  sedative  is  the  following:  Sodium 
bromide,  gr.  xv.;  liq.  potassi  arsenitis  m.  ii.;  tinct.  gentianal  comp., 
dr.  ss.;  ext.  kolae  fl.  m.  xv.  At  the  end  of  five  or  six  weeks  the  bro- 
mide should  be  discontinued,  and  tonic  pills,  containing  arsenic,  qui- 
nine and  strychnine  taken.  Recovery  should  follow  in  from  three  to 
six  months.  Jelliffe. 

Vie  sexuelle,  mariage  et  descendance  d'un  epileptic  (Sexual 
Life,  Marriage,  and  Posterity  of  an  Epileptic).  Bourneville 
and  Poulard.  (Le  progress  medical,  Sept.  29,  1900). 
These  authors  conclude  an  extensive  record  in  the  following 
summary:  i.  The  epileptic  did  not  have  a  highly  neuropathic  ances- 
try. His  paternal  grandfather  drank  to  excess  as  also  did  a  cousin 
who  became  insane  in  consequence.  His  mother  was  nervous  and 
had  sick  headaches.  One  brother  is  backward.  2.  At  the  age  of  13 
years,  without  apparent  cause,  he  had  his  first  attack  of  epilepsy.  The 
interval  was  about  a  week  after  the  disease  became  confirmed,  and 
the  patient's  character  became  irritable.  Gradually  the  character  be- 
came profoundly  changed,  the  attacks  were  followed  by  transient 
aphasia,  and  periods  of  maniacal  excitement  supervened.  3.  The  at- 
tacks caused  various  traumatisms  and  hemorrhages,  such  as  con- 
tusions of  the  ear  and  malar  prominence;  open  wounds  of  the  outer 
orbit  and  ear;  contusions  of  the  eye  and  forehead;  open  wounds  of 
the  lip  and  chin;  bitten  tongue;  temporary  deafness  and  neuralgia; 
many  others  of  trauma  accompanied  by  hemorrhage  may  be  men- 
tioned, such  as  ecchymosis  of  the  conjunctiva;  hemorrhages  from  the 
ear  and  mouth,  etc.,  etc.  4.  Everything  pointed  to  the  fact  that  the 
case  was  one  of  typical  epilepsy.  The  character  of  the  patient 
underwent  progressive  alteration  for  the  worse.  The  general  health 
likewise  failed,  and  the  patient  gradually  assumed  the  look  and  bear- 
ing of  an  epileptic.  He  had  eight  children  and  wife  was  then  preg- 
nant with  the  ninth.  1  wo  children  died  of  marasmus  and  one  of 
cholera  infantum.     None  of  these  then  had  spasms.     One  of  the  sur- 
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viving  children  is  very  nervous  and  choloric,  and  has  had  mild  at- 
tacks of  convulsions  confined  to  the  eyes.  Another  child  who  had 
three  attacks  of  convulsions,  hallucinations  and  vertigo,  died  of 
diphtheria.  Still  another  had  night  terrors,  but  otherwise  was  well. 
There  was  one  miscarriage,  due  probably  to  a  fall.  The  authors 
think  the  preceding  record  of  progeny  should  be  a  sufficient  deter- 
rent from  marriage  of  an  epileptic.  Clark. 

New   Craxifxtomy   Instruments.      L.    Gigli.      (Centralbl.   f.   Chir., 

Dec.  I,  1900). 

The  author  claims  the  following  advantages  for  his  new  craniec- 
tomy set:  Simplicity,  asepsis,  rapidity,  certainty  and  universal  ap- 
plication. It  comprises  a  special  boring  mill,  curved  hollow  sound 
with  traveling  hook  on  a  wire  running  in  its  center,  and  a  thread 
carrier.  The  borer  consists  of  a  large,  deeply-corrugated,  horizon- 
tally-placed handle  for  the  left  hand  to  grasp.  Through  the  body  of 
this  handle  passes  a  short  shaft  horizontally  and  at  right  angles  to 
the  same.  On  this  shaft  plays  a  cogged  pinion  with  the  usual  handle 
for  turning  it.  The  shaft  which  carries  the  drill  is  vertical  to  the 
foregoing,  and  at  its  top  has  a  small  wheel  meshing  with  the  drive 
wheel.  The  depth  of  the  hole  is  fixed  by  an  adjustable  guard  whose 
face  is  across  the  axis  of  the  drill.  The  cleanest  and  most  rapidly- 
drilled  holes  are  given  by  the  ordinary  carpenters'  auger-bit  with  a 
central  screw  center,  and  two  lateral  cutters.  The  diameter  of  the 
holes  is  best  four  to  six  millimeters.  The  curve  of  the  sound  is  such 
that  it  can  be  passed  through  such  a  hole,  between  the  dura  and 
the  bone  and  the  position  of  its  point  is  estimated  from  the  direction 
and  place  of  its  handle.  A  little  beyond  this  point  the  next  hole  is 
to  be  drilled.  The  thread-carrier  is  made  of  two  small  curved,  hol- 
low staffs  opposed  to  each  other  along  their  long  axis,  and  hinged  at 
two  places.  At  their  center  is  a  device  by  which  the  points  may  be 
separated  or  approximated,  and  at  the  end  of  the  shank  is  the  han- 
dle which  fastens  off  the  thread.  This  starts  down  one  staflF  out  of 
its  point,  across  to  and  into  the  point  of  the  other,  and  so  back  to 
the  handle.  With  the  thread  in  position  when  the  points  are  separat- 
ed, it  passes  straight  across  the  interval  and  where  it  is  easy  of 
access  by  the  traveling  hook  of  the  hollow  sound.  Through  the  sec- 
ond hole  the  thread-carrier  is  therefore  passed  and  opened.  The 
hook  soon  finds  the  thread  and  pulls  it  through  the  first  hole  with 
the  wire  saw  following.  Then  the  cut  through  the  bone  is  made. 
The  rapidity  and  very  slight  loss  of  substance  of  the  bone  commend 
it  greatly.  Jelliffe. 

Heilung  eines  Falles  von  Epileptischen  Irrsinn  (Recovery  in 
a  Case  of  Epileptic  Insanity).  Edmond  Rose.  (Deutsch.  Med. 
Wochensch.,  Oct.   18,   1900). 

The  patient  was  a  strong  boy:  parents,  brothers  and  sisters  all 
healthy  with  the  exception  that  the  mother  had  epileptic  attacks  from 
childhood.  Her  own  ancestry  however,  was  not  neuropathic.  A 
year  or  two  before  the  date  of  narration,  the  patient  received  a  blow 
on  the  forehead.  The  boy  who  had  always  been  perfectly  well,  had 
a  convulsion  a  few  days  after  this  accident.  The  attacks  were  re- 
peated with  great  frequency,  and  in  six  months  the  patient  who  was 
but  six  years  old  at  the  time,  appeared  to  have  lost  his  intellect.  He 
became  violent  and  destructive  and  had  as  many  as  eight  daily  at- 
tacks.   On  admittance  to  the  Bethany  Hospital,  he  showed  his  com- 
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plete  abeyance  of  intellect  by  passing  urine  and  feces  in  bed,  etc. 
His  attention  could  not  be  aroused.  He  would  not  look  at  pictures 
handed  him,  but  immediately  destroyed  them.  He  was  speechless. 
The  patient  was  trephined  in  the  seat  of  the  old  scar.  The  latter  was 
not  adherent,  and  there  was  no  anomaly  on  the  inner  side  of  the 
inner  table.  The  outer  surface  of  the  dura  was  unchanged.  It  was 
opened  and  the  brain  was  seen  to  be  sound.  There  was  no  escape  of 
cerebro-spinal  fluid.  A  hypodermic  needle  was  thrust  into  the  brain, 
but  no  foreign  body  or  collection  of  fluid  could  be  reached.  The 
wound  was  therefore  closed.  No  operative  reaction  followed.  The 
patient  appeared  to  be  benefited  by  the  operation.  He  often  went 
over  a  week  without  an  epileptic  attack,  and  as  he  continued  to  im- 
prove, Rose  recommended  his  return  to  his  family,  where  after  sev- 
eral months,  the  boy  was  completely  restored  to  sanity  and  attend- 
ed school.  Rose  is  certain  that  it  v/as  not  a  case  of  hysteria,  and 
that  the  aperture  may  have  acted  as  a  safety-valve.  Clark. 

Lehre  von  den  Alkoholischen  Augenmuskellahmungen  (Con- 
tribution to  the  Theory  of  Alcoholic  Ocular  Palsies).  E.  Rai- 
man.  (Jahrbiicher  fiir  Psychiatric  und  Neurologic,  Vol.  20,  No. 
I,  1901,  p.  36). 

The  ophthalmoplegias  of  alcoholics  can  be  thought  of  as  arising 
in  two  ways:  first,  through  an  affection  of  the  ocular  nerve,  that  is  a 
neuritis,  as  part  of  an  alcoholic  multiple  neuritis.  This  form  is  rare. 
Second,  the  pathological  process  can  be  localised  in  the  territory  of 
the  nuclei  of  the  ocular  muscles  or  in  their  neighborhood.  In  so  far 
as  this  process  is  to  be  considered  as  an  inflammation,  it  is  known 
as  poliencephalitis  superior  (Wernecke).  This  form  can  be  acute, 
chronic,  subacute,  with  a  prognosis  always  doubtful.  The  differen- 
tiation of  these  two  forms  may  be  very  difficult,  or  even  impossible, 
especially  when  it  is  considered  that  a  peripheral  and  a  central  pro- 
cess may  coexist.  In  an  alcoholic,  where  symptoms  of  a  bilateral 
abducens  paresis  and  reactionless  pupils  were  present,  the  autopsy 
showed  the  following  changes:  hemorrhagic  process  limited  strictly 
to  the  central  grey  of  the  posterior  portion  of  the  third  ventricle, 
aqueduct  of  Sylvius,  and  the  fourth  ventricle.  The  process  can  be 
called  acute  hemorrhagic  polioencephalitis  superior.  Although  only 
twenty-three  cases  of  this  disease,  with  accompanied  ocular  symp- 
toms in  alcoholics  have  thus  far  been  described,  the  author  believes 
that  they  are  by  far  more  common.  Althouo-h  the  clinical  variations 
are  numerous,  yet  the  occurrence  of  a  trias,  mental  symptoms,  ocu- 
lar muscle  paralysis  and  polyneuritis  are  found  sufficiently  often  to 
be  regarded  as  more  or  less  typical.  The  author  closes  the  article 
with  the  following  summary  of  his  views  on  the  subject:  If  more 
attention  is  given  to  the  study  of  the  ocular  paralyses  of  alcoholics, 
the  number  of  cured  cases  of  poliencephalitis  superior  will  be 
found  increased.  The  occurrence  of  ocular  paralyses  among  alco- 
holics is  much  greater  than  is  commonly  sunnosed.  The  paralysis 
can  have  a  practical  and  differential  diagnostic  value.  In  most  cases, 
if  not  in  all,  the  ocular  paralyses  of  drinkers  are  to  be  regarded  as 
due  to  processes  of  central  origin.  Schwab. 


The  Selective  Action  of  Toxins  on  Nervous  Tissues.  F.  Mott. 
(Lancet,  Jan.  26,  1901). 
Dr.  Mott  says  that  what  is  spoken  of  as  the  "new  neurology" 


PERISCOPE.  537 

does  not  involve  merely  an  acceptance  of  the  neuron  theorv.  but  a 
recognition  of  the  fact  that  every  cell  possesses  a  bio-chemical  sensi- 
tiveness to  its  lymph  environment,  termed  chemotaxis.  The  essen- 
tial cause  of  a  class  of  diseases  of  the  nervous  system  which  includes 
functional  disorders  and  primary  degenerations,  is  the  failure  of  the 
neuron  to  carry  on  the  processes  of  assimilation  and  dissimilation, 
which  are  essential  for  the  well-being  of  every  cell;  and  the  altera- 
tion of  the  environment  consists  in  many  cases  of  the  presence  of 
some  form  of  poison. 

One  peculiarity  about  primary  intoxications  and  degenerations  is 
that,  as  a  rule,  they  are  symmetrical,  and  are  related  to  the  func- 
tions of  groups,  systems,  and  communities  of  neurons.  They  are 
occasioned  directly  or  indirectly  by  some  general  toxic  condition  of 
the  blood  or  lymph,  but  although  the  toxic  substance  circulating  in 
the  blood  must  come  in  contact  with  all  the  neurons  equally,  yet 
in  a  great  number  of  instances  particular  groups  of  neurons,  sub- 
serving special  functions,  are  especially,  and  indeed  not  infrequently, 
solely  affected  by  particular  poisons.  It  is  this  selective  action  of 
certain  poisons  which  impress  a  clinical  picture  that  enables  one  to 
recognise  the  cause  of  the  disease  by  the  character  of  the  symptoms. 
As  illustrations  of  this  one  may  cite  tetanus  and  rabies  and  the  effects 
of  the  chemical  poison  strychnine.  There  are,  however,  a  great 
number  of  diseases  of  the  nervous  system  in  which  toxic  agents  are 
not  the  sole  cause,  in  which  poisons  circulating  in  the  blood  act 
rather  as  contributory,  predisposing,  or  exciting  causes  in  nersons 
with  a  neuropathic  or  psychooathic  heredity,  or  in  persons  who  have 
subjected  their  nervous  systems  to  excessive  functional  activity  or 
stress.  Thus  in  a  majority  of  cases  three  factors  are  in  operation 
which  together  form  a  vicious  circle — toxemia,  stress,  and  hereditary 
neurosis  or  psychosis. 

The  poisons  by  which  disease  of  the  nervous  system  may  be 
produced,  jeither  directly  by  their  selective  action  on  certain  groups 
of  neurons  or  indirectly  by  their  injurious  effect  on  neurons  whose 
excitability  has  been  lowered  by  their  having  been  exposed  to  stress 
or  from  their  being  hereditarily  feeble,  are  of  considerable  variety. 
They  may  either  be  introduced  into  the  body  from  without  or  they 
may  be  produced  within — be  either  exogenetic  or  endogenetic.  In 
either  case  it  is  the  toxic  state  of  the  blood  or  lymph  which  causes 
the  morbid  nervous  phenomena,  but  the  symptoms  which  arise  de- 
pend upon  conditions  of  either  increased  excitability  or  depressed 
excitability  of  the  nervous  elements  which  are  selected  by  the  poi- 
son. Which  nervous  elements  are  picked  out,  and  the  direction  in 
which  they  are  affected,  depends  in  the  one  case  (a)  upon  the  selective 
influence  of  the  poison  on  particular  nervous  structures,  and  this  is 
dependent  upon  the  chemical  properties  of  the  poison  itself.  In  this 
case,  therefore,  the  poison  has  a  specific  effect.  In  the  other  case 
(b)  however,  the  poison  selects  particular  structures  in  the  nervous 
system  owing  to  an  inherited  or  acquired  low  potential  of  these  ner- 
vous elements,  or  an  instability  of  their  protoplasm. 

Of  the  extrinsic  causes  of  nervous  and  mental  disease  the  abuse 
of  alcohol  is  the  most  widespread  and  potent,  for  at  least  20  per  cent. 
of  the  inmates  of  the  London  County  asylums  are  suffering  directly 
from  the  effects  of  the  abuse  of  alcohol;  but  the  list  of  the  exogenetic 
poisons  is  a  long  one.  The  poisons  formed  within  the  body  (auto- 
genetic)  by  which  the  nervous  system  may  be  affected,  may  be  pro- 
duced (i)  by  the  perverted  functions  of  the  organs  or  tissues,  (2) 
by  the  action  of  micro-organisms  upon  th'^  living  fluids  and  tissues 
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of  the  body.  Even  certain  normal  constituents  of  the  blood  may 
accumulate  in  excess,  and  toxic  environment  of  the  neuron  may  su- 
pervene, as  for  example  in  uremia  and  Graves'  disease.  In  the  pro- 
cess of  digestion  a  number  of  toxic  albumoses  and  other  substances 
are  produced  which,  although  normal  enough  in  their  proper  place, 
are  abnormal  in  the  blood.  By  the  vital  action  of  the  living  epithe- 
lium of  the  alimentary  canal  and  by  the  bio-chemical  processes  oc- 
curring in  the  liver,  these  substances  are  usually  kept  out  of  the  sys- 
temic circulation.  If,  however,  these  structures  are  prevented  by  any 
cause  from  performing  their  normal  function,  toxic  conditions  of  the 
blood  may  arise  and  be  a  source  of  morbid  nervous  phenomena. 

Again,  from  defective  metabolism  abnormal  substances  may  be 
found  in  the  blood,  and  may  be  associated  with  various  nervous  dis- 
turbances. The  very  term  "melancholia,"  indicates  the  importance 
which  has  long  been  attached  to  the  liver  as  an  organ,  the  derange- 
ment of  which  causes  nervous  depression.  The  delirium,  coma,  and 
other  symptoms  occurring  in  acute  yellow  atrophy  of  the  liver  dem- 
onstrate the  important  part  played  by  this  organ  in  maintainin'^  con- 
stant the  normal  quality  or  the  blood.  Again  in  diabetic  coma  we 
have  an  example  of  auto-intoxication,  while  in  certain  grave 
anemias  the  degenerative  changes  found  in  the  spinal  cord  are  due 
not  so  much  to  the  defect  in  the  red  corpuscles  as  to  some  toxic 
agent  absorbed  with  the  portal  blood  which  not  only  leads  to 
haemolysis,  but  acts  as  a  poison  upon  those  nervous  structures  which 
are  found  in  a  state  of  degeneration. 

A  certain  number  of  cases  of  puerperal  insanit}--  are  due  to  septic 
blood-poisoning  in  psychopathic  or  neuropathic  individuals,  and  the 
nervous  phenomena  connected  with  other  infections  are  familiar  to 
all.  The  best  examples  of  selective  actions  of  microbial  toxins  are 
afforded  by  rabies  and  tetanus,  but  the  toxin  of  diphtheria  may  also 
be  cited,  and  the  tendency  of  syphilis  to  select  certain  areas  of  the 
nervous  system  is  well  known.  We  have  then  to  recognise  that  poi- 
sons introduced  into  the  blood  stream,  and  thus  into  the  lymph  by 
which  the  tissues  are  fed,  do  not  merely  cause  a  generalised  inter- 
ference with  the  functions  of  the  nervous  system,  but  have  a  selective 
action,  so  that  each  poison  tends  to  fall  with  especial  force  upon 
certain  special  groups  or  families  of  neurons;  and  that  this  selection 
is  in  some  cases  specific  to  the  individual  poison,  while  in  some  it 
is  due  rather  to  the  tendency  of  the  poison  to  fall  u^on  such  weakly 
neurons  as  have  been  enfeebled  by  stress  or  by  hereditary  taint.  To 
this  we  would  add  that  the  action  of  these  poisons  appears  some- 
times to  be  limited  to  disturbance  of  function,  while  it  sometimes 
leads  to  definite  changes  such  as  the  neuritis:  and  further  that  it  is 
very  probable  that  even  where  the  effect  of  the  poison  is  so  slight 
as  not  to  give  rise  to  obvious  symptoms  at  the  time,  the  final  effect 
may  be  that  degenerative  changes  may  occur  in  the  areas  of  nervous 
tissue  which  had  been  picked  out  by  the  poison  at  a  far  earlier  date 
than  would  otherwise  have  been  the  case.  In  this  wav  perhaps,  we 
may  explain  the  relation  between  certain  system  degenerations  of 
the  nervous  svstem,  such  as  those  producing  ataxy  and  creneral  par- 
alysis, and  some  longforp-otten  attack  of  syphilis.  Jelliffe. 


YoHiMBiN.    A  New  Aphrodisiac.     L.  Lowy.     (Therapeutische  Mon- 
atschr.,    14,   1900,  p.  597). 
The  author  reports  on  the  alkaloid  or  mixture  of  alkaloids  ob- 
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tained  from  the  bark  of  a  member  of  the  Rubiaceae  which  has  a 
marked  effect  on  the  vascular  supply  of  the  genital  organs.  Thoms 
has  given  the  formula,  C23,  H32,  N2,  O4  or  C22,  H30,  N2,  O4  to  this 
body  and  Oberwarth  has  determined  the  lethal  dose  for  guinea-pigs 
to  be  1-6  grain  to  the  kilogram  of  animal.  In  cold-blooded  animals 
when  given  in  increasing  doses  there  is  a  gradual  weakening  of  the 
function  of  the  spinal  cord  the  heart's  action  is  slowed  and  depress- 
ed and  respiration  is  also  depressed.  Death  is  due,  in  frogs,  to  par- 
alysis of  the  heart's  action.  Blood  pressure  is  diminished.  In  man, 
according  to  Lowy's  researches,  it  has  a  distinct  action  in  the  genital 
sphere.  Doses  of  the  hydrochloride  of  yohimbin  of  from  i-io  to  1-6 
of  a  grain,  in  water  1-500,  produce  a  marked  congestion  of  the  ovar- 
ies and  testicles,  with  swelling  and  increase  of  sexual  desire.  In  a 
series  of  cases  of  Mendel's  the  impotence  of  locomotor  ataxia  was 
not  affected,  but  the  loss  of  power  of  prostatic  disease  and  sexual 
neurasthenia  was  favorably  influenced. 


ZuR  Behandlung  der  Epilepsie  MIT  Bromipin  (Treatment  of  Epil- 
epsy with  Bromipin,  Bromin  10%  in  Solution  of  oil  Sessamun). 
Lorenz.  (Wien.  Klin.  Wochen.,  Nov.  i,  1900.) 
This  author  gives  in  detail  the  histories  of  eighteen  male  and 
sixteen  female  epileptics  when  under  the  bromipin  treatment.  In 
not  a  single  one  of  these  cases  did  there  occur  any  unpleasant  col- 
lateral action  of  the  drug;  and  especially  no  gastro-intestinal  dis- 
turbance or  anorexia.  During  the  monthly  weighing  of  the  patients 
a  gain  was  the  rule;  five  of  the  thirty-four  lost  weight;  seven  held 
their  own,  and  all  the  others  gained.  Some  of  the  patients  took  the 
remedy  with  pleasure  and  none  with  repugnance.  As  a  rule  it  was 
given  in  liquid  form,  only  a  few  taking  it  in  capsules.  Bromipin  was 
well  borne  as  a  rule,  but  in  a  few  patients  it  produced  confusion,  ex- 
citement, etc.,  for  a  short  time  only.  In  these  cases  bromipin  was 
then  given  secretly,  mixed  with  food.  Before  the  bromipin  treat- 
ment was  actually  begun,  the  patients  were  given  no  form  of  medi- 
cine whatever  for  a  period  of  two  weeks  in  order  to  obtain  a  definite 
idea  of  the  therapeutic  power  of  the  remedy.  During  this  period 
eleven  of  the  patients  had  their  attacks  increased  in  number  and 
severity.  The  dose  of  bromipin  varied  greatly  in  the  individual  case. 
In  some  patients  the  attempt  was  made  to  determine  the  minimum 
sufficient  dose.  In  general,  the  daily  amount  varied  from  10  to  20 
gm.,  equal  to  from  1,75  gm.  to  3.50  gm,  of  sodium  bromide.  The 
available  dose  in  the  author's  experience  varies  from  20  gm.  to  30 
gm.,  3.5-5. 25gm.  bromide  sodium.  Thirteen  patients  showed  a  dis- 
tinct improvement  over  previous  results  during  the  entire  period 
of  treatment.  One  patient  showed  an  actual  increase  in  the  number 
of  his  attacks.  The  other  patients  showed  no  improvement  over 
other  methods  of  treatment.  In  three  cases,  major  attacks  remained 
unchanged,  while  the  attacks  of  petit  mal  were  increased  in  number. 
The  improvement  in  the  general  condition  was  on  a  par  with  that 
obtained  in  the  epileptic  state.  The  bromic  acne  caused  by  former 
treatment,  disappeared  completely  under  the  bromipin  in  five  cases, 
while  in  sixteen  others  a  decided  improvement  was  apparent.  Hav- 
ing previously  made  a  trial  of  the  Flechsig  method,  the  author  is 
able  to  state  positively  that  bromipin  gives  much  better  results. 

Clark. 
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The   Insane  Jew.     J.   Beadles.      (Journal   of  Mental   Science,    Oct. 
1900). 

Beadles  has  studied  something  over  1,000  cases  of  insanity  in  the 
Jewish  race,  and  notes,  first  of  all,  the  abnormally  great  predom- 
inance of  general  paralysis  among  the  men,  21  per  cent,  of  all  male 
Jewish  admissions  being  cases  of  this  disease,  in  contrast  to  13  per 
cent,  of  the  general  yearly  average.  The  mental  strain  resulting 
from  excessive  zeal  in  acquiring  riches,  with  the  consequent  worry 
and  annoyance,  he  considers  plays  no  small  part  in  the  mental  break- 
down of  these  people.  It  is  difficult  to  determine  the  exact  amount 
of  insanity  among  the  Jews,  but  apparently  it  is  not  very  much  great- 
er than  the  average.  The  average  age  at  which  Jews  become  in- 
sane is  distinctly  earlier  than  the  age  of  non-Jews.  At  Colney  Hatch 
the  relapsed  cases  form  14  per  cent  of  the  admissions,  which  is 
twice  the  amount  formed  by  the  entire  admissions  to  the  London 
County  asylums.  This  high  figure  is  due  in  part  to  the  greater  fre- 
quency of  relapses  and  the  greater  number  of  Jewish  patients  dis- 
charged as  only  relieved;  the  recovery  rate  appears  better  than 
among  the  non-Jewish  patients,  and  the  death  rate  is  lower.  This  is 
due  mostly  to  the  small  number  of  deaths  among  women,  owing  to 
the  large  proportion  of  puerperal  insanity,  over  15  per  cent,  of  all  the 
Jewish  women  admitted  being  puerperal  cases.  In  non-Jewish  ad- 
missions the  percentage  of  puerperal  cases  is  a  trifle  over  6.  The  ex- 
planation of  this  large  proportion  of  puerperal  cases  he  attributes  to 
the  neurotic  temperament  of  Jewish  women,  the  early  age  at  which 
marriage  takes  place,  and  impaired  nutrition  from  unhealthy  occu- 
pations and  surroundings.  Notwithstanding  the  seemingly  good  re- 
covery rate,  he  does  not  look  upon  the  prospects  of  complete  mental 
recovery  as  particularly  hopeful,  very  many  Jewish  patients  being 
discharged  to  their  friends  when  they  are  only  relieved. 

Stedman. 

The  Borderland.     G.    W.    Balfour    (Edinburgh    Medical    Journal 

1901,  ix,  I,  p.  I  and  2  p.  109). 

In  his  Morrison  lectures  Balfour,  while  disclaiming  to  pose  as  an 
expert,  gives  an  interesting  account  of  a  number  of  curious  cases  of 
persons  who  would  hardly  in  strictness  be  classed  as  insane,  but 
whom  he  describes  as  living  in  what  may  be  called  the  "Border- 
land" between  sanity  and  insanity.  Some  of  his  examples  he  has 
met  with  in  his  wide  experience  as  a  practitioner,  others  he  draws 
from  history.  Analyzing  the  characters  and  actions  of  a  number  of 
famous  personages,  he  declares  that  if  the  accounts  which  we  have 
of  them  are  correct,  if  not  insane,  they  must  have  at  least  been  liv- 
ing in  the  borderland.  Among  these  he  speaks  of  Socrates,  Mahom- 
et, Joan  of  Arc,  Von  Helmont,  the  celebrated  physician,  the  poet 
Cowper  and  others.  He  shows  that  when  certain  manifestations  in 
all  probability  of  an  insane  nature,  have  happened  to  coincide,  with 
the  spirit  of  the  age,  the  persons  from  whom  they  emanated  have 
not  been  recognized  as  insane,  but  on  the  contrary  have  often  been 
regarded  as  heroes,  and  have  been  the  ones  to  set  in  action  some  of 
the  great  popular  movements  of  history.  Many  of  these  movements 
when  studied  at  this  distance,  seem  to  present  all  the  characteristics 
of  an  epidemic  or  pandemic  insanity.  As  examples  of  such  manifesta- 
tions, he  mentions  the  Crusaders,  the  curious  dancing  mania  break- 
ing out  in  different  countries  of  Europe  during  two  hundred  years 
following  the  end  of  the  fourteenth  century,  the  more  recent  "table 
turning,"  spiritualism,  etc.  (Perhaps  if  he  had  been  living  among  us 
he  might  have  added  "Christian  Science"  to  his  list.)  Although 
hardly  presenting  anything  new,  these  lectures  are  written  in  a  schol- 
arly and  altogether  charming  manner,  and  well  repay  perusal. 

Allen. 
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The  plans  for  the  addition  to  the  Government  Hospital  for  the 
Insane  at  Washington,  D.  C,  authorized  by  Congress  to  be  con- 
structed at  a  cost  of  $1,000,000,  have  received  the  final  approval  of 
Secretary  Hitchcock,  of  the  Department  of  the  Interior,  and  Dr.  A. 
B.  Richardson,  Superintendent  of  the  institution. 

Dr.  William  L.  Carlyle,  of  Hebron,  Nebraska,  has  been  ap- 
pointed assistant  physician  of  the  Hospital  for  the  Chronic  Insane 
at  Hastings,  Nebraska,  vice  Dr.  Woodward,  resigned;  and  Dr.  Alma 
J.  Chapman,  of  Hastings,  succeeds  Dr.  Ewing.  resigned. 

In  the  case  of  Herbert  C.  Wadman.  a  patient,  who  died  at  Man- 
hattan State  Hospital,  the  coroner's  jury  rendered  a  verdict  that 
Wadman  came  to  his  death  from  chronic  nephritis  and  acute  mania, 
aggravated  and  hastened  by  broken  ribs  and  injuries  to  the  chest 
and  head.  The  jury  censured  the  management  of  the  Manhattan 
State  Hospital,  exonerating  the  Bellevue  Hospital  authorities,  and 
found  that  the  injuries  were  inflicted  by  Attendant  John  Foley,  and 
that  keeper  Michael  Carroll  was  an  accessory.  Both  have  been  held 
for  the  grand  jury. 

Rev.  William  A.  Passavant.  Jr.,  of  Pittsburg,  Pa.,  died  July  i. 
Mr.  Passavant  established,  at  Rochester.  Pa.,  the  excellent  home 
for  the  care  and  treatment  of  epileptics  which  was  named  in  honor 
of  his  father. 

A  portrait  bust  of  Theodor  Meynert  was  unveiled  at  the  Vien- 
na University,  May  19.  nine  years  after  his  death.  The  memorial  was 
erected  by  the  government  in  honor  of  Meynert's  discoveries  and 
achievements  in  psychiatr3\ 

The  report  of  the  Committee  of  Inauiry  of  the  National  Hos- 
pital for  the  Paralyzed  and  Epileptic  of  London,  England,  has  been 
presented  to  the  Board  of  Governors.  The  witnesses  heard  com- 
prised experts  in  hospital  management.  Lord  Lister,  Sir  Wm.  Broad- 
bent,  Sir  Sidney  Waterlow  and  Mr.  C.  S.  Loch;  members  of  the  Board 
of  Management;  medical  officers  of  the  hospital;  present  and  past 
house  physicians;  present  and  past  matrons  and  nurses;  the  Secre- 
tary-Director and  other  officials.  Of  the  allegations  made  by  the 
medical  staff,  the  committee  find  that  some  of  the  most  important 
are  true:  some  have  foundation  in  fact,  but  were  exaggerated,  and 
that  others  are  not  supported  by  sufficient  evidence.  With  regard 
to  the  question  of  diet  they  find  that  at  the  beginning-  of  last  year 
the  supplies  to  particular  wards  fell  short  more  often  than  ought  to 
have  occurred.  The  quality  of  the  meat,  fish,  eggs  and  vegetables 
was  often  far  from  good.  In  a  few  cases  the  personal  cleanliness  of 
the  patients  did  not  receive  sufficient  care.  In  some  wards  the  sup- 
ply of  linen  was  deficient.  The  supply  of  draw-sheets,  which  from 
the  character  of  the  diseases  treated  in  the  hospital  are  required  in 
large  quantity,  was  very  deficient.  The  method  of  communication 
between  the  medical  staff  and  the  Board — through  the  Secretary-Di- 
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rector — has  not  worked  well,  and  the  committee  are  of  the  opinion 
that  the  direct  representation  of  the  stafif  on  the  Board  would  be 
of  great  and  permanent  benefit  to  the  hospital  and  would  have  pre- 
vented the  present  schism.  The  allegations  of  the  Board  that  such 
representation  would  tend  to  destroy  the  religious  and  philanthropic 
character  of  the  hospital  is  dismissed  as  unfounded.  The  committee 
therefore  recommend  that  the  Board  be  increased  by  two  members 
chosen  by  the  medical  committee  from  the  medical  stafT.  This  change 
would  tend  to  bring  the  hospital  into  line  with  similar  institutions. 
The  committee  disapprove  of  the  investiture  of  the  Secretary-Direc- 
tor with  so  much  power,  and  find  that  he  has  not  used  it  with  tact 
and  judgment,  but  has  exceeded  his  functions.  They  recommend 
the  abolition  of  this  ofifice  and  the  appointment  of  a  secretary  en- 
trusted with  ordinary  powers  who  should  be  the  chief  and  executive 
officer  of  the  Board  of  Management,  but  be  restrained  from  interfer- 
ring  with  the  lady  superintendent  or  the  medical  staff,  or  that  a  sec- 
retary and  medical  superintendent  should  be  appointed  as  a  perm- 
anent officer,  who  should  not  only  discharge  the  duties  of  secretary 
and  house  physician,  but  should  be  the  responsible  and  resident  head 
of  the  whole  institution  under  the  Board  of  Management.  So  far 
the  prolonged  and  stubborn  contest,  which  threatened  to  wreck  one 
of  the  most  useful  charities  in  England,  and  one  of  the  most  famous 
hospitals  in  the  world,  has  ended  in  the  complete  victory  and  vindi- 
cation of  the  medical  stafif.  The  Secretary-Director,  an  able  and  en- 
ergetic official,  who  has  served  the  hospital  more  than  thirty  years, 
had  gradually  been  allowed  to  take  almost  all  the  powers  of  the  gov- 
erning body  into  his  own  hands. 

The  Craig  Colony  for  Epileptics  which  now  has  620  patients, 
will  be  able  to  accommodate  120  more  when  the  four  buildings,  now 
being  built,  are  completed. 

A  Conference  has  been  held  for  the  purpose  of  adding  a  new 
annex  to  the  Allegheny  City  Home  for  the  Insane  at  Claremont,  Pa. 
The  new  annex  will  cost  about  $120,000. 

THE  LATE  DR.  LANDON  CARTER  GRAY. 

By  the  death  of  Dr.  Landon  Carter  Gray  the  American 
Neurological  Association  has  lost  a  member  who,  not  only 
during  his  term  of  office  as  President,  but  also  during  his  many 
years  of  membership  in  the  Association,  had  been  untiring  in 
his  efforts  to  promote  the  welfare  of  the  Association  and  to 
extend  its  influence  upon  the  medical  profession  of  this  coun- 
try. As  a  teacher  and  writer  upon  neurological  subjects  Dr. 
Gray  did  much  to  further  the  advance  of  neurology  in  Amer- 
ica, and  his  contributions  have  enriched  the  transactions  of 
the  Association  during  all  the  years  of  his  membership.  The 
Association  feels  even  more  deeply  the  loss  of  the  charming 
personality  and  the  unfaiHng  kindness  of  his  presence  at  its 
meetings.  In  expressing  the  loss  of  a  distinguished  teacher 
and  a  genial  friend,  the  Association  would  tender  its  deepest 
sympathy  to  his  widow. 

Philip  Coombs  Knapp, 
Charles  K.  Mills, 
Charles  L.  Dana. 
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A  TUMOR   (NEUROGLIOMA)   OF  THE  SUPERIOR  WORM 
OF  THE  CEREBELLUM  ASSOCIATED  WITH  COR- 
PORA QUADRIGEMINAL  SYMPTOMS.* 

By  Hermon  C.  Gordinier,  M.D..  of  Troy,  N.  Y. 

Tumors  involving  by  direct  pressure  or  actual  ingrowth, 
or  taking  their  origin  in  the  corpora  quadrigeminal  bodies, 
are  neither  so  rare  as  to  be  unique  or  so  frequent  as  to  make 
a  report  of  a  case  lacking  in  interest.  It  is  only  by  constant 
study  and  analysis  of  the  results  of  such  lesions  that  we  are 
able  in  any  degree  to  appreciate  the  functions  and  connec- 
tions of  these  bodies,  as  well  as  the  focal  symptoms  inci- 
dent to  their  disease.  The  following  case  occurred  in  my 
service  at  the  Samaritan  Hospital : 

Mr.B.W.,by  occupation  a  wagon-maker;  age  21 ;  a  native 
of  the  United  States ;  born  and  reared  in  our  vicinity,  pre- 
sented himself  at  the  hospital  January  24,  1899,  complaining 
of  very  severe  headache,  difficulty  in  walking  and  partial  loss 
of  vision.  His  family  history  was  entirely  negative.  Patient 
had  suffered  from  the  usual  diseases  of  infancy  and  childhood, 
since  which  time  has  been  perfectly  well  and  strong.  Denied 
absolutely  any  venereal  infection.     He  had  been  injured  in 

♦Read  before  the  American  Neurological  Association,  June,  1901. 
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the  scrotum  some  years  before,  which  injury  resulted  in  a 
hydrocele.  Was  moderate  in  the  use  of  alcohol  and  tobacco. 
Could  elicit  no  history  of  head  injury. 

Present  trouble  began  in  April,  1898,  with  severe  pains  in 
the  head,  situated  principally  in  the  frontal  region.  This  head- 
ache continued  more  or  less  constant,  and  two  months  later 
it  was  followed  by  a  gradual  failure  of  sight  in  both  eyes,  for 
which  he  consulted  Dr.  Smith,  of  Troy,  who  made  an  examin- 
ation and  discovered  a  beginning  optic  neuritis,  involving 
about  equally  both  eyes,  vision  being  20-30  in  each  eye.  Pu- 
pils were  mid-wide  and  reacted  to  light  and  accommodation. 
The  visual  fields  were  normal;  there  was  no  nystagmus  or 
paralysis  of  the  ocular  muscles.  From  that  time  the  head- 
aches increased  in  severity  and  have  at  times  been  accom- 
panied by  projectile  vomiting.  Eyesight  has  been  gradually 
failing,  and  his  friends  have  noticed  that  in  walking  he  swayed 
to  and  fro  like  a  drunken  man,  and,  unless  supported,  that  he 
would  almost  invariably  fall  to  the  left  side.  Later  on  he  de- 
veloped dizzy  attacks  with  a  feeling  of  pressure  in  the  head 
together  with  intense  occipital  headache.  After  entering  the 
hospital  he  complained  of  headache  on  both  sides,  but  princi- 
pally on  the  right  side.  Has  irregular  choreiform  twitchings 
or  contractions  of  the  muscles  of  both  upper  and  lower  ex- 
tremities. No  focal  or  general  convulsions  have  ever  oc- 
curred; has  a  staggering  gait,  the  tendency  always  being  to  fall 
toward  his  left  side.  There  is  no  difificulty  in  swallowing;  has 
perfect  control  over  bladder  and  rectum;  for  the  past  two 
weeks  has  suffered  from  great  thirst  and  has  voided  large 
quantities  of  pale  and  almost  colorless  urine.  Sexual  power 
normal ;  bowels  constipated ;  appetite  poor ;  cerebration  is  de- 
cidedly slower  than  normal,  and  his  memory  is  gradually  fail- 
ing both  for  past  and  recent  events.  There  is  no  evidence  of 
aphasia. 

Status  prgesens.  Patient  well-built,  five  feet  seven  inches 
in  height,  weighs  180  pounds.  Examination  of  lungs  and 
heart  disclosed  nothing  abnormal.  Specific  gravity  of  urine 
1,010,  otherwise  normal;  face  symmetrical,  equal  palpebral 
fissures,  angles  of  mouth  normal ;  pupils  dilated,  left  slightly 
more  than  right,  both  react  sluggishly  to  accommodation  and 
doubtfully  to  light;  slight  convergence  of  eyeballs.  Slight 
lateral  nystagmus ;  no  hemianopsia ;  movements  of  eyeballs 
normal,  save  upward  and  downward,  both  of  which  motions 
were  practically  abolished ;  slight  double  ptosis,  the  lids 
falling  to  the  level  of  the  pupils  on  each  side.  Patient  is  able 
to  distinguish  and  name  objects  accurately,  recognizes  colors, 
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but  is  unable  to  read  moderately-coarse  print;  evidence  of 
double  optic  neuritis,  passing  on  to  atrophy,  exists.  The 
movements  of  the  facial  muscles,  as  well  as  those  of  mastica- 
tion, are  normal.  Tongue  is  protruded  straight ;  all  of  its 
movements  normal,  and  no  tremor  or  wasting  of  that  mem- 
ber exists.  The  uvula  is  in  the  median  line  and  moves  nor- 
mally. Soft  palate  and  pillars  of  fauces  normal ;  no  anesthe- 
sia of  mucous  surfaces ;  smell  and  taste  normal.  Heard  or- 
dinary conversation  very  distinctly,  and  watch  3  feet  away 
from  each  ear ;  no  dysphagia ;  no  stiffness  of  muscles 
of  neck.  Percussion  of  scalp  elicited  no  tenderness.  All 
movements  of  arms  and  hands  performed  in  a  normal  man- 
ner. Dynamometer  "outer  scale,"  right  hand  200,  left  hand 
225.  No  stififness  or  wasting  of  muscles  of  upper  extremi- 
ties ;  hands  very  cyanotic ;  when  patient  attempts  to  contract 
muscles  of  forearms  or  hands,  the  last  two  phalanges  become 
chalk-like  in  color;  no  incoordination  or  ataxia  of  upper 
limbs.  Patient  recognized  immediately  the  various  objects 
placed  in  his  hands.  On  voluntary  motion  of  both  upper  ex- 
tremities there  was  created  a  coarse,  jerky  tremor,  resem- 
bling quite  closely  that  of  multiple  sclerosis.  The  patient's 
gait  is  of  a  cerebellar  character.  He  walks  with  his  feet 
wide  apart,  does  not  lift  them  high,  and  sways  from  side  to 
side  like  a  drunken  man,  and  has  a  marked  tendency  to  fall 
to  the  left.  Rhomberg's  symptom  is  present  in  a  most  char- 
acteristic manner.  He  cannot  walk  backward  without  falling. 
When  recumbent  it  is  impossible  for  him  to  place  the  left 
heel  on  right  knee  by  movement  in  a  straight  line,  but  the 
leg  sways  this  way  and  that,  as  if  uncertain  of  the  exact  di- 
rection of  the  knee.  Movements  of  the  right  leg  showed  no 
ataxia.  Legs  and  feet  like  the  arms  and  hands,  very  cyano- 
tic. 

Reflexes :  Patellar  tendon  reflexes  were  found  absent  af- 
ter the  most  careful  reinforcement.  No  triceps  reflexes. 
Plantar  reflexes  possibly  a  little  exaggerated;  no  Babinski 
phenomenon ;  gluteal,  cremasteric,  umbilical  and  epigastric 
reflexes  normal.  A  very  careful  examination  of  the  entire 
body  failed  to  disclose  the  slighest  sensory  disturbance. 

Here  then  we  have  a  case  which  presented  the  following 
general  and  local  symptoms :  double  optic  neuritis  passing  on 
to  atrophy,  intense  and  continuous  headache,  vomiting,  dizzi- 
ness, slow  cerebration  and  gradual  loss  of  memory.  The  fo- 
cal symptoms  being  an  ophthalmoplegia  interna,  with  a  dou- 
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ble  incomplete  external  ophthalmoplegia,  a  marked  cerebellar 
gait,  a  coarse  tremor  of  the  hands  and  ataxia  in  the  left  leg. 
To  these  might  well  be  added  the  choreiform  movements, 
clearly  the  presence  of  intracranial  pressure,  the  result  doubt- 
less of  a  growth  the  primary  location  of  which  was  thought 
to  be,  from  the  few  focal  symptoms  present,  in  the  region  of 
the  corpora  quadrigemina ;  these  symptoms  corresponding 
accurately  to  the  requirements  mentioned  in  the  dictum  of 
Nothnagel  which  appeared  in  the  July  number  of  Brain,  1889.^ 
Nothnagel,  after  reviewing  the  literature  and  introducing  a 
new  case,  formulated  the  following  diagnostic  indications, 
which  may  be  relied  upon  in  localizing  tumors  in  the  region 
of  the  corpora  quadrigemina,  (i)  an  uncertain,  unsteady  gait 
like  that  of  a  drunken  man,  especially  if  the  gait  is  the  first 
symptom ;  (2)  in  addition  to  the  above,  a  double  ophthalmo- 
plegia, not  being  entirely  symmetrical  and  not  involving  all 
the  muscles  to  an  equal  degree,  with  an  especial  predilection 
for  the  superior  and  inferior  recti  muscles ;  (3)  all  other  symp- 
toms are  subsidiary  and  of  minor  importance.  In  my  case 
it  was  impossible  to  determine  which  of  the  two  prominent 
symptoms  appeared  first,  the  incomplete  ophthalmoplegia  or 
the  cerebellar  gait,  as  both  symptoms  were  present  when  the 
patient  entered  the  hospital,  and  I  could  elicit  nothing  posi- 
tive from  him,  his  physician  or  friends  in  regard  to  it.  But 
relying  on  the  above  dictum  of  Nothnagel,  a  diagnosis  of  a 
tumor  in  the  region  of  the  corpora  quadrigemina  was  made. 
The  absence  of  involvement  of  any  of  the  cranial  nerves,  oth- 
er than  the  optic  and  motor  oculi,  and  the  presence  of  the 
coarse  intention  tremor  in  the  hands  seemed  to  exclude  the 
possibility  of  the  growth  beingjocated  primarily  in  the  cere- 
bellum and  involving  secondarily  the  region  of  the  corpora 
quadrigemina. 

It  may  not  be  amiss  to  state  that  in  considering  the  ques- 
tion of  diagnosis  an  aberrant  form  of  multiple  sclerosis  was 
thought  of.  The  only  symptoms,  however,  indicative  of  such 
a  condition,  were  nystagmus  and  the  coarse  intention  tremor 

^Nothnagel.  "On  the  Diagnosis  of  Diseases  of  the  Corpora  Quad- 
rigemina."    Brain,  July  1889,  p.  22. 
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in  the  hands.  The  presence  of  severe  headache,  the  optic  neu- 
ritis, the  ophthalmoplegia  and  the  cerebellar  gait,  together 
with  the  absence  of  scanning  speech,  epileptiform  attacks, 
and  evidence  of  motor  tract  involvement,  seemed  to  negative 
such  a  diagnosis. 

He  remained  in  the  hospital  a  week  and  then  returned 
home,  dying  February  20,  1899. 


Fig.  I.  Section  through  posterior  quadrigeminal  bodies  showing 
position  of  tumor,  purely  diagrammatic. 

Autopsy  24  hours  after  death.  Permission  to  examine 
only  the  brain  was  given.  Skull-cap  apparently  not  thickened 
and  dura  non-adherent  to  it.  The  superior  longitudinal  si- 
nus contained  a  soft  recent  coagulum.  The  Pacchionian  bod- 
ies were  not  specially  prominent.  Vessels  of  pia  injected. 
Pia  was  non-adherent  and  easily  removed,  and  not  at  all 
cloudy.    The  convolutions  and  fissures  were  well  developed 
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and  appeared  normal.  The  cranial  nerves  were  all  free,  not 
distorted  or  apparently  atrophied.  The  blood  vessels  of  base 
and  convexity  of  brain  normal.  On  removing  the  tentorium 
a  growth  was  observed  projecting  from  the  superior  worm 
of  the  cerebellum ;  it  was  irregularly  quadrilateral  in  shape. 
The  tumor  evidently  took  its  origin  from  the  most  ventral 
part  of  the  monticulus,  and  in  its  growth  forward  had  com- 
pletely destroyed  the  culmen,  central  lobe  and  lingula  of  the 
superior  worm,  together  with  the  superior  vermiform  pro- 
cess. The  tumor  measured  4x3x21-2  cm.,  and  on  section 
consisted  of  a  soft  homogeneous  grayish  mass   resembling 


Fig.   II.     Section  through  midbrain   showing  position  of  tumor 
together  with  ventral  displacement  and  atrophy  of  right  red  nucleus. 

brain  tissue,  apparently  not  very  vascular.  In  its  forward  ex- 
tension the  tumor  had  involved  by  actual  ingrowth  the  pos- 
terior corpus  quadrigeminum  of  each  side,  the  ingrowth  be- 
ing apparently  symmetrical  and  destroying  almost  complete- 
ly the  interior  of  the  right  posterior  corpus  quadrigeminum, 
leaving  but  a  superficial  shell  of  cortex  remaining,  the  left 
corpus  being  similarly  although  much  less  involved.  The  an- 
terior corpora  quadrigemina  or  optic  thalami  did  not  appear 
to  be  affected.  The  superior  cerebellar  peduncles  could  not 
have  escaped  involvement  either  by  pressure,  or  actual  de- 
struction, owing  to  their  proximity  to  the  growth.  The  re- 
gion of  the  aqueduct  of  Sylvius,  together  with  adjoining  teg- 
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mentum,  was  involved.  The  hemispheres  of  the  cerebellum 
were  not  affected  by  ingrowth,  although  the  right  hemis- 
phere may  have  been  by  actual  pressure,  as  a  part  of  the  tu- 
mor rested  on  the  right  cerebellar  hemisphere.  Sections 
through  the  cerebral  and  cerebellar  hemispheres  and  basal 
gangha  revealed  nothing  abnormal.  The  crura  cerebri,  to- 
gether with  the  parts  of  the  interpeduncular  space,  presented 
no  macroscopic  changes.  The  ventricles  were  slightly  dis- 
tended with  fluid,  and  the  aqueduct  of  Sylvius  was  dictinctly 
narrowed  or  occluded.  The  choroid  plexus  and  velum  inter- 
positum  contained  no  cysts  and  were  not  specially  adherent. 
Small  cubes  from  various  parts  of  the  tumor  were  removed 
and  hardened  in  alcohols  of  increasing  strength.     The  cubes 
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Fig.   III.     A  group   of  multi-nucleated  spheric-shaped  cells. 

were  imbedded  in  celloidin  and  the  sections  stained  in  hemo- 
toxylin  and  eosin,  Weigert's,  carmine,  nigrosin,  Van  Geison's 
stain,  and  Mallory's  phosphotungstic  acid  hematoxyhn. 

The  histological  study  of  the  growth  shows  it  to  belong 
to  the  type  of  the  neuro-gliomata.^  On  section  it  consists 
of  a  homogenous  dull  grayish  mass  with  but  slight  vascular- 
ity. With  a  low-power  Zeiss  ocular  2,  objective  1-5,  it  consis- 
ted of  a  great  variety  of  cells  which  were  resolvable  into  four 
chief  forms.  First,  large  irregularly  angular  or  spherical- 
shaped  multi-nucleated  cells  variable  as  to  size  and  containing 
from  three  to  a  dozen  nuclei.    The  nuclear  envelopes  of  the 

^H.  M,  Thomas  and  Alice  Hamilton.  "A  Case  of  Neuro-glio- 
ma  of  the  Brain."  Journal  of  Experimental  Medicine,  Vol.  II,  No. 
6,  1897. 
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cells  stain  deeply,  and  most  of  the  nuclei  are  filled  with  threads 
and  granules  of  chromatin.  The  nuclei  of  many  of  these 
giant  cells  tend  to  an  arrangement  in  a  row  along  the  peri- 
phery of  the  cell.  These  cells  are  devoid  of  processes,  as  the 
most  careful  search  after  selective  staining  failed  to  disclose 
their  presence.  The  second  variety  of  cells  are  polygonal  or 
spindle  in  shape.  They  exist  in  large  numbers  and  usually  con- 
tain a  single  nucleus,  although  cells  of  this  type  containing 
two  or  three  nuclei  were  not  rare.  With  the  ordinary  nuclear 
stains,  these  cells  appeared  devoid  of  processes,  but  with  se- 
lective neuroglia  stains  delicate  processes  could  be  seen  ex- 
tending from  one  or  both  ends  of  the  cell  body,  which  pro- 
cesses were  one  or  more  times  in  length  the  diameter  of  the 
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Fig.   IV.     Polygonal  or  spindle-shaped  neuroglia  cells. 

cell.  Sometimes,  though  rarely,  these  processes  branched.  A 
few  terminated  in  brushes  of  fine  fibrils,  most  of  the  pro- 
cesses, however,  terminated  in  a  single  free  extremity.  Many 
of  the  nuclei  of  these  cells  stained  deeply.  Some  contained 
vacuoles  and  stained  very  poorly.  The  third  variety  of  cells 
were  more  or  less  spherical,  contained  a  single  nucleus  and 
were  devoid  of  processes.  They  were  about  the  size  of  poly- 
nuclear  leucocytes  and  resembled  adult  neuroglia  cells  with- 
out processes ;  they  were  abundantly  distributed  throughout, 
and  often  found  in  large  numbers  about  the  blood  vessels ; 
they  may  have  been  differentiated  neuroglia  cells.  The 
fourth  form  of  cells  were  normal  neuroglia  cells  of  the  em- 
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bryonic  type  with  a  single  long,  undifferentiated  process 
springing  from  each  pole  and  terminating  free  or  in  a  brush 
of  fibers.  Cells  of  the  type  of  Deiters  with  processes  radiat- 
ing from  all  parts  of  the  cell  body  were  not  found.  All  the 
above-mentioned  forms  of  cells  were  separated  by  a  very  del- 
icate reticulum  of  fine  fibers,  which  fibers  were  not  nearly 
as  abundant  as  in  most  gliomata.  Both  the  cells  and  fibers 
were  best  studied  toward  the  periphery  of  the  growth  where 
the  cells  were  not  crowded  so  closely  together.  In  a  few  sit- 
uations the  fibers  were  crowded  into  dense  reticulum  having 
in  their  meshes  numerous  small  spherical  cells.  These  fibers 
were  only  well  seen  after  sections  were  stained  with  special 
neuroglia  stains.    The  blood  vessels  were  not  very  abundant 


Fig.  V.     Neuroglia  cells  of  embryonic  type. 

and,  apart  from  a  few  of  them  presenting  slight  thickening  of 
their  walls,  the  result  of  proliferation  of  their  spindle  cells, 
were  normal. 

Although  no  typical  nerve  cells  could  be  discovered,  there 
existed  a  few  large  oval  or  flask-shaped  cells  resembling  rath- 
er closely  those  of  Purkinje.  These  cells  contained  single 
large  centrally-placed  nuclei,  and  distinct  nucleoH,  and  pos- 
sessed an  apical  process  of  some  length,  which  did  not  appear 
to  fork.  No  axones  were  found  springing  from  these  cells. 
With  the  Nissl  or  thionin  stain,  no  characteristic  arrange- 
ment of  the  chromophilic  particles  was  observed.  With  Wei- 
gert's  myeline  stain,  a  few  medullated  nerve  fibers  were  found 
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in  sections  of  the  growth  connected  with  the  cerebellar  cor- 
tex, but  in  sections  more  remote  none  were  seen. 

The  crura  cerebri  were  severed  close  to  their  connection 
with  the  cerebral  hemispheres,  and  they  together  with 
the  pons  and  medulla  were  hardened  in  Orth's  fluid, 
imbedded  in  celloidin,  and  the  sections  stained  after 
the  method  of  Weigert  and  Pal's  modification  of  the 
same  and  with  nigrosin.  Sections  through  the  mid- 
brain at  the  level  of  the  anterior  quadrigeminal  bodies 
showed  the  Sylvian  aqueduct  to  be  occluded  and  the  central 
gray  matter  to  be  spread  out.  Both  red  nuclei  appeared  small- 
er in  comparison  with  those  seen  in  normal  sections,  and 
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Fig.  VI.     Transitional  cells  of  type  of  Purkinje. 

the  right  was  distinctly  smaller  than  its  fellow,  and  displaced 
considerably  forward.  The  anterior  quadrigeminal  bodies 
were  not  involved.  Owing  to  the  spreading  out  of  the  cen- 
tral gray  matter,  the  third  nerve  nuclei  were  distorted,  and 
it  was  impossible  to  localize  the  various  cell  groups  into  which 
these  nuclei  have  been  divided.  The  left  nucleus  contained 
a  less  number  of  nerve  cells  than  its  fellow  of  the  opposite 
side.  The  nucleus  of  each  side  contained  numerous  atrophic 
cells  devoid  of  processes  and  without  nuclei ;  other  cells  had 
lost  their  processes,  their  chromophylic  particles  were  degen- 
erated and  their  nuclei  were  often  eccentrically  placed,  and 
the  cells  were  deeply  pigmented.  This  cell  degeneration  of 
the  oculomotor  nuclei  was  most  marked  in  sections  more 
dorsally  placed,  and  seemed  to  involve,  as  well  as  one  could 
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judge  from  the  peculiar  distortion  of  the  parts,  the  most  dor- 
sal or  spinal  division  of  each  oculomotor  nucleus,  as  well  as 
the  small  cells  between  the  fibers  of  the  dorsal  longitudinal 
bundles. 

Sections  through  the  posterior  quadrigeminal  bodies 
showed  that  the  tumor,  which  on  section  was  irregularly- 
wedge-shaped,  had  destroyed  a  part  of  the  interior  of  each  of 
these  bodies,  the  right  being  most  involved.  The  aqueduct  of 
Sylvius  was  obliterated,  and  the  central  gray  matter  almost 
entirely  replaced  by  the  growth.  It  displaced  laterally  the 
dorsal  longitudinal  bundles  and  destroyed  the  most  ventral 
part  of  each  posterior  division  of  the  oculomotor  nucleus  and 
the  nuclei  of  the  fourth  nerves,  as  there  remained  only  a  few 
scattered  atrophic  nerve  cells  to  indicate  their  position.  Ex- 
tending ventrally,  the  tumor  grew  into  the  tegmental  region 
and  occupied  a  position  dorsal  to  the  red  nuclei,  thus  destroy- 
ing the  fibers  of  the  superior  cerebellar  penduncles  at  their 
point  of  decussation.  It  is  interesting  to  note  that  in  exam- 
ining a  large  number  of  transverse  sections  of  the  pons  and 
medulla  nothing  abnormal  was  found,  save  a  few  degenerat- 
ed fibers  scattered  irregularly  through  each  superior  cere- 
bellar peduncle.  The  lateral  and  mesial  fillet  of  each  side 
were  perfectly  normal  and  contained  no  degenerated  fibers. 
The  cells  of  the  ventral  auditory  nuclei  appeared  normal,  as 
did  these  of  the  superior  olivary  bodies.  The  facial  and  ab- 
ducens  nuclei  contained  no  degenerated  nerve  cells.  The 
descending  trigeminal  root  fibers  of  each  side  were  intact. 
The  fibers  of  the  motor  tracts  were  not  degenerated. 

To  summarize  the  post-mortem  findings :  We  have  in  this 
case  a  tumor,  neuroglioma,  taking  its  origin  in  the  ventral 
part  of  the  superior  worm,  which  in  its  growth  forward  into 
the  mid-brain  region  destroys  the  superior  medullary  velum, 
the  interior  of  the  posterior  quadrigeminal  bodies,  more  es- 
pecially the  right,  the  central  gray  matter  surrounding  the 
aqueduct  of  Sylvius,  the  dorsal  part  of  each  oculomotor  nu- 
cleus as  well  as  the  nuclei  for  the  trochlear  nerves,  the  teg- 
mentum in  the  region  of  the  red  nuclei,  and  the  superior  cere- 
bellar peduncles  at  their  point  of  decussation ;  involving  most, 
the  fibers  of  the  peduncles  coming  from  the  left  side. 

In  the  Hght  of  these  findings  the  salient  symptoms  of  this 
case  may  be  explained  as  follows :  First,  the  cerebellar  gait 
which  was  so  prominent  a  symptom  may  be  explained  by  de- 
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struction  either  of  the  superior  worm  of  the  cerebellum  or 
the  superior  cerebellar  peduncles ;  probably  both  causes  were 
in  operation  in  this  case.  The  tendency  to  fall  to  the  left  was 
possibly  due  to  the  involvement  of  the  fibers  of  the  left  super- 
ior cerebellar  peduncle  after  their  decussation,  in  the  right 
tegmental  region.  As  Curshman  ^  found  after  section  of  either 
peduncle,  the  animal  would  invariably  fall  toward  the  side  of 
the  lesion. 

The  ocular  symptoms  consisting  of  paralysis  of  accom- 
modation and  of  light  reflex,  with  inability  to  move  the  eye- 
balls upward  and  downward  and  double  ptosis  may  be  ex- 
plained by  the  position  of  the  lesion.  Although  •  much  dis- 
agreement of  opinion  exists  among  anatomists  and  clinicians 
in  regard  to  the  exact  location  of  the  various  centers  of 
movement  for  the  internal  and  external  ocular  muscles,  it 
is  the  accepted  opinion  of  most  observers  that  the  centers 
for  the  sphincter  pupilli  and  accommodation  are  well  forward, 
while  those  for  the  external  ocular  muscles  are  more  dor- 
sally  placed.  Koelliker*  does  not  believe  that  separate  cen- 
ters exist  in  the  human  oculomotor  nuclei  for  the  individual 
external  ocular  muscles,  and  his  view  is  supported  by  the  re- 
cent exhaustive  experiments  of  Bach.^  Professor  Starr,® 
however,  proves,  by  a  review  of  the  cHnical  cases,  that  the 
centers  for  the  superior  and  inferior  recti  muscles,  as  well  as 
for  the  inferior  oblique,  are  grouped  closely  together,  while 
the  centers  for  the  internal  recti  and  levator  muscles  are  more 
forward,  the  latter  being  placed  by  him  first. 

The  paralysis  of  the  internal  ocular  muscles  in  this  case 
was  probably  a  pressure  symptom,  as  the  growth  did  not  ex- 
tend forward  enough  to  actually  destroy  these  centers. 

The  paralysis  of  the  upward  and  downward  movement  of 
the  eyes,  due  to  inaction  of  the  superior  and  inferior  recti 
muscles  together  with  the  superior  and  inferior  oblique,  was 

^Curshman.    Arch,  fiir  klin.  Med,  Bd.  X,  p.  250. 
*Koelliker  Gewebelehre.     6,  Auflage,  p.  294. 

"A.  Bach.  Archiv.  Br  Ophthalmolog.    Band  XLV,  Abt.  2,  p.  339. 
"Starr,  M.  A.    "Ophthalmoplegia  externa  partialis."    Journal  of 
Nervous  and  Mental  Disease,  1888,  p.  301. 
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due  to  the  involvement  of  the  cells  of  the  posterior  portion 
of  the  oculomotor  nuclei  and  of  the  fourth  nerve  nuclei. 

According  to  Wernicke,  a  separate  center  exists  in  the 
posterior  corpora  quadrigemina  for  the  upward  and  down- 
ward movements  of  the  eyes,  similar  in  character  although 
not  in  action  to  the  abducens  centers  in  the  pons  for  the  as- 
sociated lateral  movements  of  the  eyes.  That  such  a  center 
exists  seems  doubtful  and  is  not  supported  by  clinical  facts. 

Although  there  is  still  some  doubt  as  to  the  exact  position 
of  the  center  of  movement  for  the  levator  muscles  of  the 
eyes,  one  author,  Knies,  placing  it  between  the  center  of  the 
sphincter  pupilli  and  that  for  accommodation,  while  another, 
Siemerling,^  locates  it  in  a  small  group  of  cells  between  the 
lower  end  of  the  third  nerve  nucleus  and  the  fourth  or  troch- 
lear. These  cells  being  destroyed  in  a  case  examined  by  him 
of  congenital  ptosis.  The  weight  of  evidence,  however,  places 
this  center  with  those  of  the  other  external  muscles,  save  the 
superior  oblique  in  the  mid-region  of  the  chief  nucleus,  which 
in  my  case  was  involved. 

The  slight  convergence  observed  was  probably  due  to 
spasm  of  the  internal  recti  muscles,  the  result  of  irritation  of 
their  cell  groups,  or  their  root  fibers,  in  the  tegmentum;  al- 
though it  may  have  been  the  result  of  paresis  of  the  external 
recti  muscles  from  indirect  pressure  on  the  abducens  nerves. 
These,  however,  showed  no  macroscopic  changes  and  their 
nuclei  were  normal.  The  impaired  vision  I  believe  can  be 
ascribed  to  the  intense  optic  neuritis  and  not  to  impairment 
of  function  of  the  anterior  corpora  quadrigeminal  bodies,  as 
these  latter  bodies  were  normal,  and  Nothnagel,  Henschen 
and  others  have  proven  are  not  directly  concerned  with  the 
function  of  vision. 

The  general  choreiform-like  movements  and  the  intention 
tremor  of  the  hands  observed  in  my  case  were  probably  due 
to  implication  of  the  superior  cerebellar  peduncles.  In  proof 
of  this  causation  of  the  tremor  and  choreiform  movements 
may  be  cited  the  well-known  experiments  of  Ferrier  and  Tur- 
ner, who  have  described  similar  tremors  resulting  from  sec- 

^Allbutt's  System  of  Medicine,  Vol  VI,  p.  767. 
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tion  of  the  superior  cerebellar  peduncles  in  monkeys.  They 
found  that  if  a  peduncle  was  divided  between  the  cerebellum 
and  its  decussation  in  the  tegmentum,  the  tremor  was  con- 
fined to  the  side  of  the  lesion,  and  suggest  that  in  clinical 
cases,  one  might  explain  the  crossed  tremor  in  unilateral  le- 
sions, by  affection  of  the  cerebellar  peduncle  above  its  decus- 
sation. In  this  connection  will  be  briefly  mentioned  the  very 
interesting  cases  of  Bonhofifer  and  Sander.^  A  merchant,  aet. 
55,  had  vertigo,  headache  and  pain  in  arms,  shoulders  and 
legs,  with  marked  choreiform  movements  in  right  arm  and 
involuntary  movements  in  the  legs,  especially  the  right. 
Movements  of  the  same  character  were  observed  in  the  face 
and  tongue.  Ataxia  existed  in  both  legs,  most  marked  in 
the  right,  also  in  right  arm.  Slight  lateral  nystagmus  was 
present.  Autopsy  showed  a  carcinoma  of  the  distal  end  of  the 
posterior  quadrigeminal  bodies,  involving  the  decussation  of 
the  superior  cerebellar  peduncles.  The  fillet,  and  oculomotor 
nucleus  of  each  side  were  normal.  Sander*^  describes  the  fol- 
lowing case :  Postal  clerk,  aet.  72,  had  for  four  years  after  an 
apoplectiform  attack,  left  side  hemiparesis  with  disturbances 
of  speech.  Lively  choreiform  movements  of  the  arms  and 
legs  of  the  right  side  existed.  Right  patellar  reflex  absent. 
Right-sided  abducens  paralysis.  Double  optic  neuritis  was 
present.  Autopsy  showed  a  gliosarcoma,  rather  larger  than  a 
walnut,  which  completely  destroyed  the  right  corpus  denta- 
tum.  In  the  adjacent  white  matter  external  to  this  tumor  ex- 
isted another  small  growth. 

In  five  of  the  eleven  cases  in  literature,  namely,  those  of 
Bruns,  Weinland,^*^  Eisenlohr,^^  Ilberg^^  and  Bonhofifer,  in 

^Bonhoffer.  "Ein  Beitrag  zur  Lokalisation  der  choreatischen  Be- 
wegungen."  Monatsschr.  fiir  Psychiatric  u.  Neitrologie,  B.  I,  p.  6. 

"Sander.  "Ein  pathologischer  Beitrag  zur  Function  des  Klein- 
hirn."    D.  Zeitschr.  f.  Nervenheilk,  B.  X.  366, 

"Weinland.  "Ueber  einem  tumor  der  Vierhiiglgegend  und  iiber 
die  Beziehungen  der  hinteren  Vierhiigel  zu  Gehorsstorungen."  Ar- 
chive fiir  Psychiatrie  und  Nervenkrankheiten,  C.  XXVI,  p.  363. 

"Eisenlohr.  "Zur  Diagnose  der  Vierhiigel-Erkrankung."  Neu- 
rologisches  Centralblatt,  B.  IX,  p.  1,747. 

^^Ilberg.  "Ein  Gumma  der  Vierhiigelgegend."  Archiv.  fiir  Psy- 
chiatrie und  Nervenkrankheiten.    B.  XXVI,  p.  325. 
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which  lesions  of  the  corpora  quadrigeminal  region  were  ac- 
companied by  tremor  or  choreiform  movements,  the  superior 
cerebellar  peduncles  were  involved.  Both  Bruns  and  Wein- 
land  believe  that  the  tremor  is  due  to  irritation  of  the  motor 
fibers  of  the  pyramidal  tracts,  although  in  the  cases  they  re- 
port the  autopsies  showed  the  motor  tracts  to  be  normal, 
while  the  superior  cerebellar  peduncles  were  diseased. 

Owing  to  the  connection  of  the  inferior  quadrigeminal 
bodies  with  the  central  auditory  tracts,  it  is  interesting  that 
in  the  case  herein  reported  hearing  was  normal ;  the  patient 
hearing  ordinary  conversation  very  distinctly  and  the  watch 
three  feet  away  from  each  ear.  This  is  entirely  explicable 
by  the  absence  of  implication  of  the  lateral  fillet  of  either 
side,  or  of  the  nuclei  about  which  their  fibers  terminate. 

Weinland  found  loss  of  hearing  in  nine  out  of  nineteen 
cases  of  tumor  of  these  bodies,  collected  from  literature.  In 
five  of  this  number,  the  loss  was  bilateral,  while  in  four  cases 
it  was  unilateral  in  character,  involving  the  ear  of  the  side  op- 
posite to  the  lesion. 

In  conclusion,  it  may  be  stated  that  the  case  here  reported 
presented  the  typical  symptom-complex  outlined  by  Nothna- 
gel  as  being  diagnostic  of  tumors  having  their  primary  seat 
in  the  corpora  quadrigeminal  region.  The  autopsy  showed, 
however,  the  growth  to  be  located  primarily  in  the  cerebel- 
lum and  to  have  involved  secondarily  these  bodies  together 
with  the  adjoining  tegmental  region. 

In  a  somewhat  similar  case  reported  by  Thomas,  the  diag- 
nosis of  tumor  of  the  corpora  quadrigemina  was  based  upon 
the  combination  of  double  nerve  deafness,  cerebellar  ataxia 
and  weakness  of  the  eye  muscles.  At  the  autopsy,  however, 
the  tumor  was  found  to  have  its  primary  seat  in  the  median 
side  of  the  left  cerebellar  hemisphere  and  to  have  affected  by 
pressure  only,  the  corpora  quadrigemina,  particularly  of  the 
left  side.  The  seventh  and  eighth  nerves  of  the  same  side 
w^ere  flattened,  while  the  same-named  nerves  of  the  opposite 
side  were  small  and  atrophied. 

To  these  cases  may  be  added  the  well-know^n  case  of 
Bruns,  which  presented  in  a  most  characteristic  manner  the 
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Nothnagel  symptom-complex,  but  in  which  Bruns  made  a 
diagnosis  of  a  primary  cerebellar  tumor  with  secondary  in- 
volvement of  the  corpora  quadrigemina.  He  based  his  diag- 
nosis on  the  early  appearance  of  cerebellar  ataxia  with  slight 
paresis  of  the  left  abducens  and  the  right  facial  nerves,  and 
the  late  appearance  of  asymmetrical  external  ophthalmople- 
gia. 

I  have  collected  five  cases,  Ransom,^^  Sachs,^*  Bruns,^^ 
Henoch,^*^  and  Stefifen,^^  from  literature  in  all  of  which  oph- 
thalmoplegia appeared  first,  the  cerebellar  gait  appearing  lat- 
er. In  each  case  the  autopsy  showed  the  primary  location  of 
the  lesion  to  be  in  the  region  of  the  quadrigeminal  bodies. 

With  the  above-mentioned  facts  in  mind,  I  believe  the  dic- 
tum of  Nothnagel  needs  revision,  as  his  statements  are  alto- 
gether too  dogmatic.  Bruns^^is  nearer  the  truth  when  he  states 
that  a  distinction  between  corpora  quadrigeminal  and  cere- 
bellar tumors  is  at  times  absolutely  impossible.  In  favor  of 
the  tumor  being  primarily  located  in  the  corpora  quadrigem- 
inal bodies,  is  the  appearance  of  an  external  bilateral  asym- 
metrical ophthalmoplegia,  often  combined  with  internal  oph- 
thalmoplegia, as  the  first  symptom,  the  cerebellar  ataxia  oc- 
curing  later.  Favoring  the  same  situation  is  the  absence  of 
cranial  nerve  involvement  other  than  the  oculomotor  or  pa- 
theticus,  and  the  presence  of  unilateral  or  bilateral  deafness. 
In  favor  of  the  lesion  being  primarily  situated  in  the  cerebel- 
lum and  involving  secondarily  the  corpora  quadrigemina,  is 
the  early  appearance  of  a  typical  cerebellar  gait,  especially  if 
combined  with  paralysis  of  the  abducens  or  facial  nerves  of 
one  or  both  sides,  and  followed  by  ophthalmoplegia  of  the 
above-described  type. 

^^Ransom.     Lancet,  1895,  V.  I,  p.  1,115. 

"B.  Sachs.  "Disease  of  the  Mid-brain  Region."  American  Jour- 
nal of  the   Medical    Sciences,   March,    1891. 

"Bruns.  "Zur  differentiellen  Diagnose  zwischen  den  Tumoren 
der  Vierhiigel  und  der  Kleinhirnes."  Archiv.  fiir  Psychiatrie  und 
Nervenkrankheiten.     B.  XXVI,  p.  300. 

^^Henoch.    Berliner  klinische  Wochenschrift,  1864,  No.  13. 

"Steffen.    Berliner  klinische  Wochenschrift.     1864,  No.  20. 

"Bruns.     "Die  Geschwiilste  des  Nervensystems."     p.  145. 


A    CASE    OF    PROGRESSIVE    UNILATERAL    ASCENDING 
PARALYSIS,  PROBABLY  DUE  TO  MULTIPLE 
SCLEROSIS.^ 
By  Charles  S.   Potts,  M.D. 

instructor  in  nervous  diseases,  university  of  pennsylvania;  neu- 
rologist to  the  philadelphia  hospital. 

The  following  case,  while  showing  symptoms  leading  to 
the  diagnosis  of  an  atypical  multiple  sclerosis,  is  reported 
principally  on  account  of  its  presenting  the  symptom-com- 
plex of  a  progressive  unilateral  ascending  paralysis,  the 
rarity  of  which  certainly  justifies  the  report.  The  history 
of  the  patient  is  as  follows : 

He  is  a  young  man,  aged  nineteen  years,  and  a  cashier  by 
occupation.  Both  parents  are  living  and  well.  It  is  worthy 
of  note  that  his  father  contracted  syphilis  sometime  after  the 
patient's  birth.  He  has  two  sisters  both  healthy.  A  parental 
aunt  is  idiotic.  The  patient  has  had  the  ordinary  diseases  of 
childhood.  Five  years  ago  he  suffered  from  what  he  says 
was  an  attack  of  rheumatism,  affecting  both  legs,  and  brought 
on  by  exposure  while  camping.  He  has  recently  suffered 
from  a  similar  attack  involving  the  left  shoulder.  Four  years 
ago  after  a  right  lower  molar  tooth  had  been  extracted,  there 
was  suppuration  with  the  formation  of  a  sinus  that  healed  in 
three  months.  During  his  school  life,  which  ceased  two 
years  ago,  he  had  a  good  deal  of  frontal  headache,  often 
caused  and  always  aggravated  by  excitement.  Since  leaving 
school  he  has  not  suffered  from  it.  His  temperament  has  al- 
ways been  nervous. 

About  four  years  ago  he  noticed  that  he  dragged  his 
right  foot,  that  there  was  a  tendency  for  it  to  cross  in  front 
of  the  left  one,  and  that  he  wore  off  the  sole  of  his  right  shoe 
at  the  toe.  Two  years  after  diplopia  was  noticed,  which  persist- 
ed for  five  months,  when  it  disappeared  without  treatment 
and  has  not  been  noticed  since.  About  this  time  it  was  no- 
ticed that  the  right  leg  was  smaller  than  the  left.  It  was  not 
until  five  months  ago  that  weakness  of  the  right  arm  was 
noticed.  He  was  unaware  of  the  weakness  of  the  right  side 
of  the  face.  He  has  never  suffered  from  convulsions,  spells 
of  unconsciousness  or  vertigo.     Examination  of  the  patient 

^Presented  at  a  meeting  of  the  Philadelphia  Neurological  So- 
ciety. 
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shows  him  to  be  of  sHght  build  but  weh  nourished  and  inteUi- 
gent.  The  teeth  are  regular  but  show  a  marked  tendency  to 
decay. 

When  the  patient  walks  the  right  leg  is  held  rigid  and  the 
toe  dragged.  All  movements  of  this  leg  can  be  performed 
but  not  with  the  same  strength  as  those  of  the  left.  The 
right  arm  is  distinctly  weaker  than  the  left,  the  dynamometer 
registering  forty-five  upon  the  right  and  seventy-five  upon  the 
left,  but  the  arm  is  not  spastic.  There  is  atrophy  of  the  mus- 
cles of  the  right  leg  and  arm,  and  the  leg  is  one-half  an  inch 
shorter  than  the  right.  For  instance,  the  right  arm  at  six 
and  eight  inches  below  the  acromio-clavicular  articulation 
measures  9^  and  9J  inches  respectively,  while  the  left  arm  at 
the  corresponding  points  measures  10  inches.  The  forearms 
dififer  in  about  the  same  ratio.  The  difference  in  the  legs  is 
more  marked,  thus  the  right  thigh  at  8  and  4  inches  above  the 
upper  border  of  the  patella  measures  17  and  14J  inches  re- 
spectively, while  the  left  leg  at  the  corresponding  points 
measures  17J  and  15-J  inches,  while  at  7  inches  below  this 
point  the  right  leg  measures  iij  inches  and  the  left  12^  inch- 
es. No  changes  are. noticed  in  the  intrinsic  muscles  of  the 
hands  excepting  that  the  adductor  poUicis  of  the  right  side  is 
not  so  large  or  firm  as  that  of  the  left.  This  atrophy  seems  to 
be  a  concentric  one,  the  growth  of  the  abnormal  side  not 
keeping  pace  with  the  other. 

The  muscles  all  respond  well  to  the  faradic  current.  The 
tendon  reflexes  of  both  leg  and  arm  are  much  increased  on 
the  right  side,  and  there  is  a  well-marked  Babinski  reflex, 
while  on  the  left  side  the  knee-jerk  is  active,  but  not  exces- 
sive, there  is  no  ankle  clonus,  and  testing  for  the  plantar 
reflex  shows  a  slight  extension  of  the  great  toe  and  flexion 
of  the  others. 

The  right  side  of  the  mouth  droops  a  little,  and  the  naso- 
labial line  is  not  so  well  marked  upon  that  side.  When  he 
smiles  the  mouth  is  drawn  markedly  to  the  left  and  he  is 
not  able  to  voluntarily  draw  the  anele  of  the  mouth  to  the 
right  as  well  as  to  the  left,  but  the  difference  is  not  so  marked 
as  when  the  muscles  are  used  to  express  the  emotions.  The 
movements  of  the  upper  part  of  the  face  seem  to  be  equally 
well  performed,  but  the  effort  to  make  these  movements 
causes  a  marked  fibrillary  tremor  of  the  corrugator  super- 
cilii  of  the  right  side.  This  was  also  noticed  under  similar 
conditions  in  the  muscles  about  the  angle  of  the  right  side  of 
the  mouth.  Tremor  of  either  arms  or  legs  is  not  present. 
The  tongue  is  protruded  in  the  median  line  and  is  not  tremu- 
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lous.  A  paresis  of  the  muscles  of  the  right  side  of  the  throat 
is  reported  by  Dr.  Grayson,  the  voice  has  a  distinctly  nasal 
twang,  and  the  patient  says  it  is  thicker  and  more  indistinct 
than  it  used  to  be. 

Examination  of  the  eyes  by  Drs.  W.  F.  Norris  and  Mel- 
lor,  showed  a  marked  nystagmus,  especially  when  the  eyes 
are  turned  to  the  right;  paresis  of  the  left  inferior  rectus, 
and  paleness  of  the  temporal  halves  of  the  discs. 

Tactile,  pain,  temperature,  muscle  and  the  stereognostic 
senses  are  not  impaired.  There  is  a  slight  Romberg  symp- 
tom, and  at  times  while  standing  or  walking  the  patient  has  a 
tendency  to  lose  his  balance.  He  is  able  to  perform  fine 
movements,  such  as  writing  or  buttoning  his  clothes  with  the 
right  hand.  The  right  hand  and  foot  feel  colder  to  the  touch 
than  do  the  left.     Both  hands  are  cyanotic. 

The  patient  is  mentally  bright,  his  occupation,  that  of  a 
cashier,  involving  mental  quickness  and  capacity. 

While  neither  intention  tremor  nor  mental  dulness  is 
present,  and  the  patient  has  never  suffered  from  either  an  ep- 
ileptiform or  apoplectiform  attack,  the  diagnosis  of  multiple 
sclerosis  seems  to  be  justified  by  the  presence  of  nystagmus, 
paresis  of  extra-ocular  muscles,  paleness  of  the  temporal 
halves  of  the  optic  discs,  increased  deep  reflexes,  and  some 
disturbance  of  speech.  A  progressive  unilateral  ascending 
paralysis  seems  to  be  a  most  rare  symptom-complex.  The 
only  cases  that  the  writer  has  been  able  to  find  in  the  litera- 
ture are  those  reported  by  C.  K.  Mills^  and  W.  G.  Spiller.- 
In  Mills'  case,  a  man  fifty-two  years  of  age,  weakness  of  the 
arm  was  noticed  eighteen  months  after  weakness  was  noticed 
in  the  leg;  in  the  case  just  reported  the  interval  is  nearly  four 
years,  the  time  of  involvement  of  the  face  could  not  be  fixed. 
This  patient  also  had  hyperesthesia  of  the  right  side,  lasting 
a  few  weeks,  uniform  wasting  of  the  right  leg,  increased  ten- 
don jerks  on  that  side,  with  slight  increase  of  the  patellar 
tendon  jerk  on  the  left.  While  a  typical  Babinski  reflex  was 
not  present  the  reflex  is  described  as  "between  plantar  flex- 
ion of  the  toes  and  the  dorsal  flexion  of  the  Babinski  reflex," 
as  contrasted  with  the  normal  response  on  the  left  side.  Sen- 

^ Journal  of  Nervous  and  Mental  Disease,  April,  1900,  p.  195. 
'Phila.  Med.  Journal.  Feb.  9,   1900,   (Vol.  vi.),  p.  299. 
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sory  disturbances,  except  as  above  noted,  spasticity  and  con- 
tractures, ocular  paralyses  and  changes  in  the  fundus,  were 
not  present.  Mills,  after  a  careful  consideration  of  the  pos- 
sibilities, considers  this  case  as  probably  representing  a  new 
form  of  degenerative  disease.  An  "unusual  form  of  dissem- 
inated spinal  sclerosis"  is  excluded.  In  his  paper  he  quotes  a 
case  from  Dejerine's  clinic  reported  by  Thomas  and  Long,  in 
which  there  was  a  progressive  unilateral  ascending  paralysis, 
but  differing  from  the  cases  of  Mills,  Spiller  and  the  writer, 
in  the  presence  of  diminished  sensibility.  Multiple  sclerosis 
was  found  at  the  autopsy.  Spiller's  patient  was  a  man  forty- 
one  years  of  age,  who  noticed  weakness  of  the  left  arm  about 
one  year  after  the  weakness  was  noticed  in  the  left  leg.  The 
left  leg  was  spastic,  the  deep  reflexes  were  all  increased  in 
both  leg  and  arm,  and  a  Babinski  reflex  was  present  upon 
the  affected  side.  Involvement  of  the  face  was  slight  and 
optic  atrophy  was  present  in  the  left  eye.  He  considers  the 
diagnosis  of  an  atypical  form  of  disseminated  sclerosis  as  hard- 
ly probable,  because  all  the  usual  symptoms  of  that  disease 
were  absent,  because  the  patient  was  well  advanced  in  years 
when  the  symptoms  appeared,  and  because  it  would  be  an  ex- 
traordinary grouping  of  the  sclerotic  foci  which  would  leave 
the  right  side  of  the  body  intact  and  cause  a  gradually  as- 
cending and  spastic  paresis  of  the  left  side,  very  pronounced 
in  the  lower  limb,  less  so  in  the  upper  limb,  and  still  less  so 
in  the  face.  In  the  case  reported  by  the  writer  in  which 
there  are  several  of  the  characteristic  symptoms  of  multiple 
sclerosis  present,  this  grouping  as  far  as  can  be  judged  clini- 
cally, seems  to  have  occurred.  It  is  well  known  also  that  cases 
of  multiple  sclerosis  may  rarely  occur  without  the  character- 
istic symptoms  of  that  disease  being  present.  Lapinsky^  re- 
ports a  case  in  which  a  man  aged  forty  years  first  noticed 
weakness  in  the  lower  extremities,  later  becoming  spas- 
tic. This  was  succeeded  in  several  years  by  weakness  of  the 
arms.  At  this  time  there  was  also  slight  pain  and  incontin- 
ence of  urine,  both  of  which  soon  disappeared.  The  deep  re- 
flexes were  increased.  The  spasticity  greatly  increased,  so 
'Zeitschrift  fiir  klin.  Med.  1895,  p.  362. 
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much  so  that  tendon  jerks  disappeared.  Atrophy  of  the  in- 
terosseii  appeared  later,  a  sHght  tremor  (not  intention)  was 
present.  In  1894  the  patient  died  and  multiple  sclerosis  was 
found  at  the  autopsy.  There  were  never  at  any  time  ocular 
symptoms,  disturbance  of  speech,  intention  tremor,  impaired 
sensation,  or  spells  of  unconsciousness  or  vertigo.  It  will  be 
noticed  that  in  this  case  there  was  a  progressive  bilateral  as- 
cending paralysis.  It  seems  possible  therefore  that  the  cases 
reported  by  Mills  and  Spiller  may  be  cases  of  multiple  scler- 
osis. 

An  interesting  feature  of  the  case  reported,  in  which  it  dif- 
fers from  the  two  previous  ones,  is  the  involvement  of  the 
muscles  of  the  right  side  of  the  throat.  The  possible  influ- 
ence of  the  attacks  of  rheumatism  in  the  etiology  is  also  of 
interest. 


A  CASE   OF   PROGRESSIVE   MUSCULAR   ATROPHY    AND 
TABES  WITH  AUTOPSY.* 

By  Joseph  Collins,  M.D. 

Abstract. 

A  man  forty-seven  years  old,  who  denied  syphilis  and  in- 
temperance, noticed  in  1892  a  weakness  and  feeling  of  un- 
wieldiness  in  the  left  hand.  A  few  months  before  he  had  had 
a  fall  from  a  horse,  striking  the  back  of  the  neck,  and  he  had 
also  what  seemed  to  be  an  infectious  sore  throat. 
After  the  weakness  of  the  left  hand  he  developed  a  fairly  ty- 
pical progressive  muscular  atrophy  of  spinal  origin,  the  atro- 
phy being  so  pronounced  in  both  tipper  extremities  that  he 
could  scarcely  hold  a  pencil.  The  lower  extremities  became 
affected  simultaneously,  the  atrophy  there  being  most  pro- 
nounced in  the  hips  and  in  the  peroneal  muscles.  From  the 
beginning  there  was  incompetency  of  the  bladder,  bowels  and 
sexual  function.  Aside  from  this  there  were  two  very  dis- 
tressing symptoms :  formication  of  the  legs  and  thighs,  oc- 
casionally of  other  parts  of  the  body,  and  involuntary  draw- 
ing up  of  the  legs  at  night  while  in  bed. 

Examination  showed,  (i)  the  atrophy  already  spoken  of;* 
(2)  pin-point  pupils  which  did  not  respond  to  Hght  and  sha- 
dow;  (3)  absent  knee-jerks  and  ankle-jerks;  (4)  slight  in- 
crease of  myotatic  irritability  to  mechanical  stimuli  in  the  up- 
per extremities ;  (5)  absence  of  objective  sensory  disturbance 
and  of  tenderness  on  deep-seated  pressure ;  (6)  diminution  of 
galvanic  irritability  in  the  atrophied  muscles,  but  no  reaction 
or  degeneration.  The  course  of  the  disease  was  steadily  pro- 
gressive ;  the  duration  being  about  eight  years.  The  phenom- 
ena immediately  preceding  death  were  bulbar. 

A  summary  of  the  pathological  changes  is  as  follows:  (i) 
degeneration  of  the  posterior  columns,  most  pronounced  in 
the  columns  of  GoU  and  in  the  ventral  field  of  the  column  of 
Burdach,  extending  from  the  lumbar  cord  to  the  nuclei  in  the 
medulla  oblongata;  an  ascending  degeneration.  (2)  Degen- 
eration of  the  crossed  pyramidal  tracts,  most  marked  in  the 
lumbar  cord,  least  evident  in  the  dorsal,  relatively  slight  in 
the  cervical,  but  easily  detected  in  the  oblongata.     The  un- 

*Read  before  the  American  Neurological  Association,  June,  1901. 
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crossed  pyramidal  tracts  were  not  affected.  (3)  Compara- 
tively slight  changes  in  the  ventral  gray  matter.  The  contour 
is  normal.  The  cells  though  few  in  number  do  not  show  any 
inherent  alteration  of  structure,  nor  is  there  evident  disease 
of  any  constituent  of  the  ventral  cornua.  (4)  Relative  preser- 
vation of  the  cells  of  the  posterior  ganglia.  Many  of  the  pos- 
terior ganglion  root  fibers  are  degenerated.  (5)  Profound 
pathological  alteration  of  the  voluntary  muscles,  parenchy- 
matous and  interstitial  degeneration.  (6)  Interstitial  degen- 
eration of  all  of  the  nerves  examined,  the  musculo-spiral,  ul- 
nar, popliteal,  sciatic,  etc.  From  one-fifth  to  one-third  of  all 
the  nerve  fibers  are  in  a  state  of  extreme  degeneration. 

DISCUSSION. 

Dr.  P.  C.  Knapp,  in  the  discussion  on  this  paper,  pre- 
sented two  cases  of  muscular  atrophy.  He  said  the  first  pa- 
tient's face  might  be  familiar  to  many  of  the  gentlemen  pres- 
ent, as  the  case  with  his  picture,  was  reported  two  or  three 
years  ago  in  Brain,  by  Whiting.  The  patient  came  to  the  hos- 
pital in  1895  with  the  first  symptoms  of  his  trouble.  He  was 
a  tailor  and  at  that  time  he  began  to  have  atrophy  of  the  mus- 
cle of  the  thumb  and  forefinger  of  the  right  hand.  About  the 
same  time  he  began  to  have  very  severe  lancinating  pains 
chiefly  in  the  arms.  He  has  continued  to  have  pains  of  great- 
er or  less  severity.  The  pupils  are  unequal,  do  not  react  to 
light,  but  do  react  to  accommodation.  He  has  had  a  small 
strip  of  analgesia  about  the  left  chest,  and  in  upper  part 
of  the  shoulder  at  different  times.  The  atrophy  has  progressed 
very  steadily.  Within  the  last  six  months  the  atrophy  has 
gone  down  so  that  the  right  lower  leg  is  pretty  thoroughly 
wasted.  The  muscles  show  the  ordinary  degenerative  reac- 
tions, but  the  condition  of  the  pupils,  the  typical  tabetic  cui- 
rass of  anesthesia  and  analgesia,  the  complete  absence  of 
knee-jerk  before  there  was  any  wasting  in  the  legs,  and  the 
very  intense  lancinating  pains  show  that  there  is  undoubtedly 
co-existing  tabes.    The  gait  was  not  particularly  ataxic. 

In  connection  with  these  cases  Dr.  Knapp  showed  two 
other  patients.  They  had  no  relation  to  the  paper  under  dis- 
cussion, but  he  was  told  that  the  secretary  was  to  read  a  pa- 
per on  muscular  dystrophy  and  so  he  offered  to  show  them. 

The  older  brother  was  fourteen.  The  disease  had  been 
manifest  some  four  years  with  the  degree  of  wasting  now 
present.  He  could  extend  the  legs  a  little,  but  he  was  wholly 
unable  to  stand.    The  calves  were  still  of  fairly  good  size,  but 
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not  very  large.  The  younger  brother  was  a  perfectly  typical 
case  of  pseudo-hypertrophy.  The  enlargement  of  his  infra- 
spinati,  as  well  as  the  calves,  was  very  marked. 

The  younger  brother  was  twelve  and  has  had  the  disease 
about  a  year.  The  progress  had  been  fairly  rapid.  Dr. 
Knapp  thought,  however,  there  had  been  some  vague  symp- 
toms two  or  three  years.  The  older  boy  had  a  typical  myo- 
pathic facies,  although  there  was  no  real  paralysis  of  any  of 
the  facial  muscles. 

Dr.  C.  K.  Mills  presented  notes  of  a  case,  a  part  of  the 
discussion  of  Dr.  Collins'  excellent  paper.  He  said  that  Dr. 
Collins'  paper  was  one  of  the  most  important  contributions 
to  this  subject  we  have  ever  had.  He  was  especially  interest- 
ed in  what  he  understood  to  be  the  relative  findings  as  re- 
gards the  ventral  horns  and  the  peripheral  nerves,  and  it  was 
in  connection  with  this  he  believed  that  the  presentation  of 
his  case  would  be  appropriate.  The  case  he  believed  to  be 
almost  unique.  He  did  not  care  to  enter  into  any  discussion 
of  the  subject  of  pseudo-tabes,  reserving  what  little  he  had  to 
say  about  that  for  his  paper,  except  to  say  that  we  recognize 
the  use  of  this  term  as  having  application  to  a  Variety  of  con- 
ditions. 

The  case  under  consideration  was  a  man  about  seventy- 
five  years  old.  Twelve  years  before  his  death  he  first  suffered 
from  weakness  in  one  lower  extremity  and  from  pain  in  his 
back,  six  years  before  his  death  weakness  in  both  lower  ex- 
tremities and  more  pain,  and  he  also  developed  a  few  other 
sensory  symptoms.  He  began  to  have  at  very  rare  intervals 
lancinating  pains.  Then  he  remained  some  time  in  the  wards 
of  the  Philadelphia  Hospital,  where  he  was  examined  by  Dr. 
Mills  and  also  by  one  or  two  of  his  colleagues,  and  he  had 
records  in  the  paper  of  three  examinations.  These  were 
made  two  in  1898  and  one  immediateh^  before  the  patient's 
death  in  1899.  These  practically  gave  the  same  results  with 
the  exception  of  course  that  he  had  prelethal  symptoms  at 
the  last  examination.  The  symptoms  were  as  follows :  the 
man  had  marked  ataxia  both  of  the  lower  and  of  the  upper 
extremities.  He  had  slight  spasticity  especially  at  the  last 
examination.  He  had  exaggerated  knee-jerks,  but  no  ankle- 
clonus  and  no  other  phenomena  of  this  kind  except  that  he 
had  the  jaw-jerk  and  also  the  exaggerated  biceps-jerk;  no 
loss  of  temperature  sense  except  that  on  the  dorsal  aspects  of 
his  feet  he  usually  made  mistakes  as  regards  the  difference 
I5etween  heat  and  cold.  He  had  then  occasional  tabetic  pains. 
The  left  eye  was  normal  as  regards  response  to  light,  conver- 
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gence  and  accommodation;  in  the  other  eye  the  response 
was  almost  entirely  lost  to  light  and  to  accommodation. 
There  was  scarcely  any  atrophy  that  was  noted  in  the  history 
of  the  case.  These  in  effect  were  the  important  phenomena 
of  the  case.  A  careful  post-mortem  examination  was  made. 
The  cord  and  rocs  were  removed  and  also  specimens  from 
the  sciatic  and  popliteal  nerves, and  from  the  terminal  branch- 
es of  the  posterior  tibial  and  other  nerves,  also  specimens  of 
muscle.  These  were  submitted  to  Dr.  Spiller  for  examination 
and  he  carefully  examined  the  cord  and  the  nerve  roots  and 
the  muscle  submitted  to  him.  The  result  in  brief  was  this : 
There  was  no  lesion  of  the  spinal  roots  or  cord  at  all  except 
a  slight  change  in  the  cell-bodies  of  the  ventral  horns.  The 
distal  portions  of  the  peripheral  nerves  examined,  however, 
showed  marked  degeneration,  as  in  Dr.  Collins'  case.  The 
muscle  fibers  were  also  degenerated  but  not  to  so  marked  a 
degree. 

Clinically  this  case  had  so  much  the  aspect  of  a  case  of 
combined  sclerosis  or  ataxic  paraplegia  of  a  spinal  type  with 
the  exaggerated  knee-jerks  and  the  other  points  here  pre- 
sented, that  Dr.  Mills  had  been  inclined  to  this  diagnosis. 

With  regard  to  Dr.  Collins'  paper  Dr.  Mills  said  that  he 
had  seen  at  least  one  case  similar  m  nearly  all  of  its  features 
to  his.  Such  cases  are  rare,  as  are  also  those  of  the  type  he 
himself  had  recorded. 

Dr.  G.  W.  Jacoby  said  that  Dr.  Collins  was  kind  enough 
to  call  his  attention  to  the  fact  that  he  had  seen  this  patient 
some  years  ago,  and  he  had  looked  up  his  history  and  found 
it  corresponded  in  every  detail  with  the  history  that  Dr.  Col- 
lins had  given,  except  that  Dr.  Collins'  history  was  very  much 
more  complete  than  his  own,  his  being  the  result  of  a  single 
examination.  The  remarkable  thing  about  the  case  and  the 
value  of  it  was  that  the  clinical  diagnosis  was  so  absolutely  at 
variance  with  the  pathological  findings.  The  clinical  diagno- 
sis Dr.  Collins  made  and  the  clinical  diagnosis  Dr.  Jacoby 
made  was  the  diagnosis  given  in  the  program,  "A  case  of 
tabes  with  progressive  muscular  atrophy."  If  we  leave  aside 
lor  one  moment  the  question  of  tabes,  of  which  Dr.  Jacoby 
thought  there  was  very  little  doubt,  we  have  here  the  report 
of  a  case  of  multiple  neuritis  and  not  of  progressive  muscu- 
lar atrophy.  How  is  it  that  two  presumably  careful  observers 
should  have  made  a  diagnosis  here  of  progressive  muscular 
atrophy  when  we  have  pathologically  certainly  no  progres- 
sive atrophy,  but  a  multiple  neuritis  ?  He  did  not  know.  It 
was  certainly  a  mistake  and  one  which  appeared  all  the  more 
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strange  as  in  Dr.  Jacoby's  notes  the  statement  was  made  that 
there  existed  "no  reaction  of  degeneration."  He  did  not 
know  the  details  of  his  electrical  examination  at  that  time, 
but  that  was  the  summary  of  the  result.  Is  our  reaction  of 
degeneration  as  such  of  no  diagnostic  value  in  the  recogni- 
tion of  multiple  neuritis?  We  certainly  believe  it  is,  and  yet 
Dr.  Jacoby  thought  the  time  may  have  come  when  we  must 
make  a  difference  between  degenerative  processes,  chronic 
degenerative  progressive  neuritis  and  acute  neuritis  so  far  as 
the  influence  of  this  process  upon  any  reaction  of  degenera- 
tion, that  is  to  say,  that  w^e  may  get  different  results  in  these 
different  conditions. 

The  case  was  unusually  instructive  to  Dr.  Jacoby,  and  this 
marked  discrepancy  between  the  clinical  and  the  pathologi- 
cal diagnosis  is  one  which  he  did  not  understand. 

Dr.  Dana  said  that  in  listening  to  the  history  of  Dr.  Col- 
lins' case  he  was  struck,  as  he  thought  all  had  been,  with  the 
fact  that  it  was  an  almost  classical  picture  of  the  history  of  a 
case  of  progressive  muscular  atrophy,  but  superimposed  up- 
on this  were  few  symptoms  of  locomotor  ataxia.  He  would, 
therefore,  from  the  clinical  point  of  view,  put  this  patient 
down  as  a  case  of  progressive  muscular  atrophy  associated 
with  tabes.  In  his  experience  he  had  not  met  with  locomotor 
ataxia  plus  progressive  muscular  atrophy,  but  progressive 
muscular  atrophy  on  which  apparently  a  tabes  has  been  su- 
perimposed does  occur.  It  seemed  to  him  that  the  explana- 
tion was  that  persons  with  progressive  muscular  atrophy 
sometimes  acquire  syphilis,  and  as  a  result  of  this  accident 
tabes  develops ;  and  he  did  not  believe  that  there  is  any  real 
kinship  between  the  diseases.  Now,  when  Dr.  Collins  came 
with  his  pathological  report,  of  course  he  upset  the  whole 
scheme,  and  we  have  to  take  two  choices :  either  he  has  found 
a  form  of  progressive  muscular  atrophy  due  to  a  neuritis, 
or  we  must  explain  this  as  being  some  aberrant  form  of  the 
ordinary  type.  Dr.  Dana  was  very  much  indisposed  to  ad- 
mit that  there  are  freaks  in  pathology.  He  thought  if  the 
dates  were  carefully  sifted  we  generally  find  that  apparently 
curious  disorders  really  belong  to  familiar  types.  It  is  a 
question  in  a  case  in  which  the  progressive  atrophy  had  last- 
ed so  long,  been  so  extreme,  and  where  the  muscles  had  un- 
dergone complete  degeneration,  whether  the  degeneration  of 
the  nerves  was  not  simply  secondary  and  natural  to  this  ex- 
cessive loss  of  muscular  tissue.  We  know  that  when  there  is 
extreme  atrophy  of  muscles  of  long  standing,  the  nerves  as- 
sociated with  them  die,  and  there  is  a  condition  like  degener- 
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ative  neuritis.  If  Dr.  Collins  could  prove  his  contention  Dr. 
Dana  thought  it  was  a  case  of  extreme  importance  because  it 
established  a  type  of  progressive  muscular  atrophy  which  is 
almost  a  new  one. 

Dr.  T.  Diller  said  that  in  regard  to  the  two  boys  Dr. 
Knapp  showed,  he  was  very  much  struck  with  the  force  of  the 
grasp  of  both  of  them ;  and  this  callel  to  his  mind  a  patient 
suffering  from  progressive  muscular  distrophy  whom  he  had 
under  observation  for  a  number  of  years.  Only  a  short  time 
ago  he  went  to  see  him  again  and  found  him  in  an  extreme 
condition  of  helplessness  ;  but  upon  testing  the  grasp  of  both 
of  his  hands  he  was  not  a  little  surprised  to  find  it  was  almost 
as  much  as  we  would  have  expected  in  a  normal  boy  of  his 
age — seventeen  or  eighteen.  It  seemed  to  Dr.  Diller  a  very 
striking  thing  how  this  selection  of  the  atrophy  will  persist 
almost  to  the  very  end. 

Dr.  H.  M.  Thomas  referred  briefly  to  a  case  under  obser- 
vation, a  case  that  recalled  to  his  mind  the  criticism  Dr.  Spil- 
ler  made  of  the  two  cases  of  congenital  bilateral  facial  paraly- 
sis Dr.  Thomas  had  reported  to  the  society.  This  case  is  a 
young  woman  twenty-two  years  old,  who,  as  far  as  he  knew, 
had  a  perfectly  normal  family  and  personal  history  up  to  two 
years  ago,  when  she  noticed  slight  difficulty  in  speaking  and 
difficulty  in  whistling.  These  symptoms  progressed  very 
gradually.  He  examined  her  in  February  of  this  year.  She 
then  showed  the  picture  of  a  normal  girl  except  that  upon  ex- 
amination while  she  was  able  to  raise  and  contract  the  eye- 
brows, could  elevate  the  upper  lip,  could  retract  the  corners 
of  the  mouth  to  some  extent,  she  was  unable  to  close  the 
eyes  or  pucker  the  lips ;  she  could  not  whistle  or  do  any 
movements  requiring  the  action  of  the  orbicularis  oris.  Her 
speech  was  slightly  nasal,  the  pharyngeal  muscles  being  some- 
what weak.  The  only  other  muscular  weakness  was  in  those 
muscles  which  hold  the  head  forward.  The  symptoms  were 
perfectly  constant ;  there  was  no  marked  variation  from  day 
to  day.  There  was  decreased  electrical  excitability  in  these 
muscles ;  there  was  no  sensory  disturbance.  The  case  had 
interested  Dr.  Thomas  very  much.  He  believed  it  to  be  one  of 
progressive  muscular  dystrophy  of  the  infantile  type  begin- 
ning late  in  life. 

Dr.  P.  C.  Knapp  said  that  Dr.  Thomas  had  referred  to  a 
case  of  congenital  facial  paralysis  which  Dr.  Knapp  had 
hoped  to  show.  If  he  might  put  the  case  on  record  it 
was  a  young  woman,  twenty-nine,  who  came  to  the  hospital, 
a  native  of  Cape   Breton,  uneducated,  unable   to   tell  very 
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much  of  her  early  history.  The  story  was  that  when  her 
mother  was  confined  she  was  unattended,  and  the  child  fell 
upon  the  floor  and  was  found  lying  face  down.  The  child  is 
reported  never  to  have  closed  her  eyes  or  her  mouth.  She 
came  to  the  hospital  with  a  paralysis  of  all  the  muscles  upon 
both  sides  supplied  by  the  facial  nerve,  total  and  complete. 
She  could  cover  the  cornea  by  raising  her  eyes,  the  palpebral 
fissure  was  three-eighths  to  one-half  inch  in  width,  there  was. 
surprisingly  little  conjunctivitis  ;  there  was  a  little  movement 
of  the  muscle  which  drew  the  corner  of  the  mouth  outwards 
and  downwards  on  the  right,  and  a  quiver  of  those  muscles 
on  the  left.  No  reaction  was  obtained  to  either  current  with 
fairly  strong  current.  A  very  marked  wasting  of  all  the  fa- 
cial muscles  existed,  so  that  all  the  outlines  of  the  face  were 
like  those  of  a  person  in  the  last  stages  of  emaciation.  The 
ocular  muscles  and  mviscles  of  mastication  were  perfectly 
normal.  Speech  was  defective  from  the  failure  to  pronounce 
the  labials.  No  disturbances  of  taste  were  discoverable. 
There  were  ordinary  disturbances  of  hearing,  air  conduction 
being  better  than  bone,  although  the  scale  of  hearing  was  not 
at  the  time  tested.  The  paralysis  had  existed  ever  since  she 
could  remember.  She  was  twenty-nine,  an  ignorant  domestic. 
Dr.  Knapp  had  hoped  to  get  her  here  today  to  show  her. 

Dr.  Dercum  had  suggested  that  the  patient  Dr.  Knapp 
showed  with  the  very  marked  muscular  atrophy  might  pos- 
sibly have  been  a  case  of  neuro-tabes.  In  a  paper  read  be- 
fore this  society  two  or  three  years  ago  Dr.  Knapp  depicted 
his  sensory  disturbances.  There  was  a  sensory  disturbance 
of  pain  and  tactile  sensibility  such  as  he  had  drawn — a  typi- 
cal tabetic  disturbance  upon  the  chest.  In  addition  to  that 
the  unequal  pupils  and  Argyll-Robertson  pupils  were  much 
more  suggestive  of  true  tabes  than  of  neuro-tabes. 

Dr.  J.  Collins  said  he  was  very  loath  to  maintain  that  the 
progressive  muscular  atrophy  in  this  case  was  dependent  up- 
on the  lesions  so  far  found  in  the  nerves  and  in  the  muscles. 
Of  course  he  made  the  diagnosis  of  progressive  muscular 
atrophy  of  spinal  origin  plus  tabes,  and  he  hoped  still  that  he 
should  be  able  to  find  sufficient  change  in  the  ventral  cells  to 
substantiate  that  diagnosis.  So  far  candor  necessitated  him 
to  say  that  they  have  not  been  found  despite  the  careful  ex- 
amination. That  there  was  an  interstitial  neuritis  and  myositis 
upon  which  lesion  the  atrophy  might  possibly  have  depended, 
could  not  be  denied. 

Dr.  Collins  hoped  that  eventually  he  should  be  able  to 
show  that  both  motor  neurones,  the  peripheral  and  central 
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motor  neurones,  were  degenerated  more  at  the  peripheral  than 
at  the  central  end,  the  degeneration  at  the  periphery  going 
hand  in  hand  with  the  trophic  changes  in  the  muscles.  He 
wanted  to  put  the  case  on  record  this  year  but  he  had  not 
finished  with  it,  therefore  he  was  not  yet  quite  ready  to  inter- 
pret the  pathological  findings  in  connection  with  the  clinical 
history. 

Dr.  J.  J.  Putnam  put  on  record  in  the  transactions  two 
cases  of  facial  atrophy  very  similar  to  those  referred  to  by 
Dr.  Knapp  and  Dr.  Thomas. 
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April  22,  1901. 
Vice-president,  Dr.  Charles  S.  Potts,  in  the  chair. 

Dr.  Alfred  Gordon  reported  a  case  of  tea  intoxication  with 
spinal  symptoms. 

Dr.  D.  J.  McCarthy  referred  to  the  case  of  a  woman  who  drank 
eight  or  ten  glasses  of  tea  daily,  and  presented  the  symptoms  of  pos- 
tero-lateral  sclerosis.  The  condition  was  evidently  the  result  of  an- 
emia, and  as  the  blood  improved  the  motor  power  came  back  and  the 
ataxia  disappeared.     The  woman  left  the  hospital  practically  well. 

He  referred  to  the  question  of  lead  intoxication  in  association 
with  tea-poisoning,  and  alluded  to  some  work  that  Dr.  Wm.  Pepper 
had  been  doing  in  lead  poisoning  of  dogs  with  the  acetate  of  lead. 
In  one  dog  there  were  distinct  epileptic  seizures,  evidently  a  lead  en- 
cephalopathy. Microscopic  examination  of  the  motor  areas  showed 
proliferation  of  blood  vessels,  distinct  acute  periarteritis  and  round 
cell  infiltration  around  new  capillaries  in  the  cortex.  In  some  sec- 
tions there  were  distinct  capillary  hemorrhages,  but  whether  these 
were  secondary  to  the  epileptic  seizures  or  associated  with  the  peri- 
arteritis he  was  unable  to  say. 

Dr.  H.  A.  Hare  said  with  reference  to  the  possibility  of  lead 
poisoning  that  some  years  ago  he  had  made  an  investigation  of  a 
large  number  of  instances  in  which  lead  had  gotten  into  the  body  in 
association  with  substances  in  which  it  was  not  suspected.  One  case 
was  that  of  a  seamstress  who  had  been  in  the  habit  of  biting  off  lead- 
weighted  thread  and  chewing  the  ends.  This  produced  characteris- 
tic symptoms. 

He  also  believed  that  the  instances  in  which  tea  is  used  to  excess 
are  overlooked  in  the  majority  of  cases.  In  this  connection  he 
called  attention  to  the  fact  that  at  the  present  time  there  is  no  caffein 
on  the  market.  What  is  sold  as  caffein  is  thein  made  from  damaged 
tea.  *It  is  therefore  possible  that  where  large  doses  of  so-called  caf- 
fein are  given,  symptoms  similar  to  those  described  may  be  pro- 
duced. 

Dr.  J.  Chalmers  DaCosta  presented  a  case  of  trichiniasis. 

Dr.  F.  X.  Dercum  said  that  they  had  considered  all  possible 
muscular  diseases  in  diagnosticating  this  case.  Trichiniasis  was 
considered  and  at  first  rejected  because  of  the  absence  of  gastro-in- 
testinal  disturbance  and  because  of  the  peculiar  situation  of  the  en- 
largement. The  shoulder  and  arm  muscles  as  well  as  the  leg  mus- 
cles are  usually  affected,  but  in  this  case  the  disease  seemed  to  be  lim- 
ited to  one  leg.  which  was  one  of  the  most  remarkable  features. 

Dr.  A.  A.  Eshner  remarked  that  it  seemed  to  be  more  than  a  co- 
incidence that  the  disturbance  should  have  developed  in  a  limb  that 
had  been  the  seat  of  injury.  The  inference  seems  justified  that  the 
infection  was  predisposed  to  by  the  injury,  although  it  is  also  not 
wholly  impossible  that  there  was  a  latent  infection  which  was  excit- 
ed into  activity  by  the  traumatism. 
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Dr.  H.  A.  Hare  was  inclined  to  think  that  trichiniasis  was  more 
common  than  was  suspected.  In  his  dissections  he  had  found  a  body- 
infected  from  head  to  foot  with  trichina,  yet  an  examination  of  the 
ante-mortem  record  showed  no  note  of  any  symptoms  of  this  con- 
dition. 

Dr.  Joseph  Leidy  mentioned  as  an  interesting  point  in  connec- 
tion with  the  question  of  the  admission  of  American  pork  into  Ger- 
many, that  among  384  cases  of  trichiniasis  occurring  in  Germany  not 
one  could  be  attributed  to  American  cured  pork. 

Dr.  Bochroch  presented  a  case  of  rhizomelic  spondylosis. 

Dr.  F.  X.  Dercum  thought  that  there  was  nothing  intrinsically 
different  between  rheumatoid  arthritis  and  rhizomelic  spondylosis. 

Dr.  H.  A.  Hare  said  that  this  case  resembled  one  which  had  been 
under  his  care  for  eight  or  ten  years.  After  many  years  of  al- 
most total  disability,  the  patient  is  now  able  to  get  around  and  at- 
tend to  his  business.  There  is  no  progress,  although  the  fixation  of 
the  spine  continues. 

He  also  called  attention  to  a  cardiac  symptom  present  in  this 
case  which  had  not  been  described  in  the  books.  It  is  often  found  in 
association  with  neurasthenia.  This  is  a  peculiar  sound  with  the  apex 
beat,  resembling  the  sound  produced  by  striking  the  closed  hands 
against  the  knee. 

Drs.  Wm.  E.  Hughes  and  Wm.  G.  Spiller  reported  a  case 
of  pernicious  anemia  with  changes  in  the  spinal  cord. 

Dr.  James  Hendrie  Lloyd  said  that  he  had  been  much  interested 
in  the  degeneration  of  the  spinal  cord  in  pernicious  anemia  and  had 
reported  a  case  with  microscopical  findings.  Dr.  Spiller  had  em- 
phasised the  change  in  the  spinal  vessels.  The  fact  that  they  are  not 
constant  shows  that  they  are  not  essential.  That  is  perhaps  still 
further  confirmatory  of  the  probability  that  there  is  some  toxine  in 
the  blood  which  causes  the  degenerative  changes  in  the  spinal  cord. 
Such  toxine  may  act  directly  on  the  neurone.  In  other  words  it  may 
cause  a  parenchymatous  degeneration.  In  the  case  which  he  had  re- 
ported there  was  marked  swelling  of  the  medullary  sheath,  and  this 
was  seen  especially  in  the  lateral  tracts  where  the  process  was  just 
beginning.  The  blood  vessels  and  neuroglia  did  not  seem  to  be  pri- 
marily affected. 

One  case  which  he  had  carefully  studied  had  presented  evidences 
of  infection.  There  was  a  fluctuating  temperature,  progressive  ane- 
mia and  more  or  less  catarrhal  irritation  of  the  intestine  continuing 
for  many  weeks.  With  reference  to  ascending  degeneration  of  the 
crossed  pyramidal  tract,  he  had  seen  this  in  a  case  of  syringomyelia 
which  he  reported  in  1893,  which  was  one  of  the  earliest  cases  of  sy- 
ringomyelia and  of  such  retrograde  degeneration  placed  on  record. 

Dr.  Charles  W.  Burr  said  that  a  few  years  ago  he  had  reported 
the  post-mortem  results  in  seven  cases  of  pernicious  anemia.  All 
of  these  cases  had  some  symptoms  referable  to  the  spinal  cord.  In 
several,  the  conditions  found  after  death  were  much  more  marked 
than  had  been  indicated  by  the  symptoms.  In  one  case  the  ataxia 
was  so  great  that  the  patient  could  not  walk,  but  under  treatment 
she  improved  so  that  she  could  get  about  fairly  well.  The  post-mor- 
tem indicated  that  the  ataxia  should  have  been  very  great  and  there 
should  have  been   a  great  deal  of  palsy.     There  was  diffuse  disease 
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in  the  lateral  and  posterior  tracts.  In  several  other  instances  where 
the  disease  was  widespread,  the  symptoms  were  slight. 

In  pernicious  anemia  there  may  be  marked  disease  in  the  spinal 
cord  with  little  or  no  vascular  disease.  He,  therefore,  did  not  think 
that  simple  thickening  of  the  vessels  and  mechanical  starvation  from 
thrombosis,  could  in  all  cases  be  the  cause  of  the  spinal  alteration. 
Nor  is  hemorrhage  always  the  cause.  He  thought  that  we  were 
forced  to  assume  some  poison.  Either  the  .one  that  causes  the 
anemia  causes  the  spinal  cord  trouble,  or  else  the  anemia  produces 
some  poison  which  acts  upon  the  spinal  cord. 

A  few  years  ago,  he  had  bled  six  dogs  repeatedly  but  none  of 
them  survived  longer  than  three  months.  In  these  cases,  there  were 
no  symptoms  referable  to  the  spinal  cord.  In  pernicious  anemia, 
these  symptoms  usually  do  not  appear  until  the  disease  has  lasted 
some  time. 

Dr.  W.  W.  Keen  reported  a  case  of  secondary  suture  of 
the  posterior  interosseous  nerve  with  complete  reestablish- 
ment  of  function. 

Dr.  James  Hendrie  Lloyd  said  that  Dr.  Keen  should  be  congrat- 
ulated on  having  placed  on  record  the  first  case  of  operation  on  this 
nerve.  Some  years  ago  the  speaker  had  carefully  examined  the  re- 
ports of  wounds  of  the  nerves  and  he  had  failed  to  find  any  record 
of  an  injured  interosseous  nerve  operated  on.  The  poster- 
ior interosseous  nerve  is  of  special  interest  to  neurologists  because 
it  is  the  nerve  largely  involved  in  lead  palsy. 

Dr.  David  Diesman  reported  a  case  of  intermittent  claudi- 
cation. 

Dr.  Alfred  Gordon  remarked  that  the  report  would  indicate  that 
the  case  belonged  rather  to  the  form  described  by  Goldflam  than  to 
that  described  by  Charcot.  Charcot  said  that  the  disease  occurred 
in  arterial  sclerosis  or  syphilis.  In  the  other  form  you  have  tobac- 
co poisoning,  and  alcohol.  The  clinical  picture  is  also  different.  Char- 
cot said  that  it  was  manifested  by  immediate  pain  when  the  patient 
got  up.     In  the  other  form,  pain  occurs  later. 
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SuR  l'etat  atrophique  de  la  moelle  epiniere  dans  le  syphilis 
spiNALE  chronique  (The  Atrophic  State  of  the  Spinal  Cord  in 
Chronic  Spinal  Syphilis).  E.  Long  et  B.  Wiki  (Nouvelle  Icono- 
graphie  de  la  Salpetriere,  14th  Year,  No.  2,  March-April,  p.  105). 
From  a  clinical  point  of  view  two  principal  forms  of  syphilitic 
spinal  paralysis  can  be  recognized,  one  acute  in  onset  and  the  other 
chronic  and  generally  progressive.  Recent  work  seems  to  show  that 
the  spinal  cord  affected  with  syphilis  shows  in  the  acute  form  necrotic 
lesions,  in  the  genesis  of  which  the  arrest  of  the  circulation  plays 
the  chief  role,  while  in  the  forms  of  spinal  syphilis  in  which  the  evolu- 
tion is  gradual,  focal  lesions  are  of  less  importance  and  there  exists 
a  condition  of  dystrophy  leading  to  the  functional  and  anatomical  de- 
cay of  the  nervous  elements.  The  following  case  can  best  be  ex- 
plained by  the  above  hypothesis.  Clinical  resume: — Spinal  paralysis 
of  slow  development,  but  progressive  in  type,  coming  on  in  a  sub- 
ject who  contracted  syphilis  thirty-eight  years  previously.  During 
the  first  three  months  of  the  disease,  heaviness  and  stiffness  in  the 
lower  extremities.  Fourth  month,  sphincteric  symptoms  and  aggra- 
vation of  the  pareto-spasmodic  condition.  Sensory  symptoms  ap- 
peared in  addition  to  the  motor  ones.  At  the  end  of  the  first  year 
temporary  improvement  under  the  influence  of  an  energetic  specific 
treatment.  Then  exacerbation  followed  by  complete  paraplegia  four- 
teen months  after  the  initial  appearance  of  the  disease.  Death  due 
to  urinary  infection.  Resume  of  histologic  examination: — There  are 
three  categories  of  lesions:  (i)  Diffuse  vascular  and  perivascular  le- 
sions, mostly  intramedullary;  (2)  sclerotic  lesions  in  multiple  foci 
constituting  the  point  of  departure  for  the  systematic  secondary  de- 
generation; (3)  a  diminution  in  volume  of  the  spinal  cord  in  the  su- 
perior two-thirds  of  the  dorsal  region.  Schwab. 

Troubles  nerveux  intermittents  d'origine  palustre  (Intermit- 
tent Nervous  Symptoms  of  Malarial  Origin).  Busquet  (Revue 
de  Medicine,  No.  5,  May  10,  1901,  p.  414). 

Among  the  nervous  affections  due  to  malarial  infection,  one  of 
the  rarest  is  sphincteric  paralysis.  The  author  describes  a  case  of  in- 
termittent paralysis  of  both  vesical  and  rectal  sphincters,  occurring 
only  at  the  time  of  the  rise  in  temperature  of  the  malarial  attack  and 
subsiding  when  it  does,  and  favorably  affected  by  quinine.  The  au- 
thor offers  the  following  explanation  for  the  occurrence  of  these 
symptoms.  For  some  time  Bignami  has  noted  that  the  brains  of  in- 
dividuals who  have  died  of  pernicious  malaria,  while  normal  in  ap- 
pearance, showed  specific  lesions  when  examined  microscopically. 
He  also  found  in  the  capillaries  of  the  brain  a  tumefied  epithelium 
pigmented  and  presenting  a  certain  degree  of  fatty  degeneration  and 
showing  numerous  Laveran  organisms  under  the  form  of  ameboid 
bodies.  It  is  quite  probable  that  in  this  case  the  parasite,  by  its  pres- 
ence in  the  small  vessels  of  the  brain  or  spinal  cord,  has  been  the 
point  of  departure  for  the  symptoms  described.  Schwab. 
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Localisation  of  Naming  Center.     G.  M.  Hammond  (Medical  Re- 
cord, Dec.  29,  1900). 

The  cortical  centers  of  several  of  our  special  senses  have  already- 
been  very  definitely  localized  and  by  thoroughly  studying  clear-cut 
cases  showing,  during  life,  the  loss  of  some  particular  function  of 
speech  or  hearing,  all  the  brain  centers  undoubtedly  will  soon  be 
fully  and  definitely  made  out.  G.  M.  Hammond  has  here  reported  in 
detail  two  cases  which  were  fully  studied  and  the  lesion  lo- 
calized later,  but  the  findings  do  not  entirely  correspond  with  prev- 
ious theories.  One  man  was  struck  on  the  left  side  of  the  head, 
fracturing  the  skull,  and  when  he  recovered  consciousness  had  almost 
complete  anomia  or  loss  of  power  to  name  objects.  There  was  no 
motor  aphasia,  no  word-blindness.  On  operating  a  subdural  hem- 
orrhage was  found  along  superior  temporal  convolution.  There  was 
a  rupture  of  the  cortex  at  the  junction  of  the  middle  and  posterior 
thirds  of  this  gyrus.  One  year  later  there  was  a  very  slight  word- 
deafness  which  had  been  present  from  the  first,  but  his  anomia  had 
entirely  disappeared.  The  second  case  was  one  of  softening  of  the 
middle  third  of  second  temporal  convolution,  secondary  to  thrombo- 
sis. There  were  no  motor  paralyses  and  no  disturbances  in  sensa- 
tion. There  was  no  motor  aphasia  and  the  special  senses  were  nor- 
mal. He  was  completely  word-deaf,  word-blind  and  agraphic,  leading 
to  a  diagnosis  of  the  lesion  being  situated  in  the  superior  temporal 
and  angular  gyri.  The  author,  therefore,  believes  that  word-blind- 
ness and  deafness  do  not  always  imply  that  the  lesion  is  situated  in 
the  higher  visual  or  auditory  centers,  but  that  a  lesion  of  any  part 
of  the  speech  area  may  so  disorder  the  complex  mechanism  of  the 
associated  speech  centers  that  any  form  of  sensory  aphasia  may  re- 
sult. Jelliffe. 


De  la  crampe  des  ecrivains  et  des  autres  affections  nerveuses 
PROFESSiONELLES  (Writer's  Cramp  and  Other  Professional  Neu- 
roses). Thomas  D.  Savill  (Nouvelle  Iconographie  de  la  Salpe- 
triere,  14th  Year.  No.  2,  March-April,  1901,  p.  149). 
By  professional  neuroses  the  author  understands  all  those  func- 
tional nervous  and  muscular  troubles  following  the  excessive  and 
unskillful  use  of  the  muscles  normally  put  into  action  by  the  exercise 
of  certain  trades  or  professions.  Especial  attention  is  called  to  the 
unskillful  use,  as  this  plays  an  important  role  in  the  etiology  and  in 
treatment.  Writer's  cramp  is  the  most  common,  but  very  often 
cases  of  telegrapher's  cramp,  printer's,  violinist's,  drummer's,  mechan- 
ic's, etc.,  are  found.  In  fact  in  all  those  trades  or  professions  in 
which  the  continuous  repetition  of  the  same  movement  is  necessary 
this  condition  may  be  produced.  Four  cases  are  described  as  typi- 
cal examples  of  this  afifection,  pianist,  telegrapher,  mechanician,  and 
a  seller  of  toys,  in  all  of  whom  the  group  of  muscles  used  in  their 
profession  was  affected.  The  principal  symptoms  in  their  order  of 
frequency  are,  (i)  stififness  (cramp  or  tonic  spasm);  (2)  pain;  (3) 
muscular  feebleness;  (4)  tremor;  (5)  atrophy,  and  sometimes  hyper- 
trophy. These  symptoms  at  first  show  a  tendency  to  limit  themselves 
to  the  group  of  muscles  which  have  to  do  more  directly  with  the  spe- 
cial professional  activity,  but  later  they  may  spread  to  the  neighboring 
muscles.  Diagnosis  is  generally  easy.  In  the  beginning  other  function- 
al or  organic  nervous  diseases  may  be  thought  of,  such  as  peripheral 
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neuritis,  hemiplegia,  multiple  sclerosis,  etc.  In  all  cases  careful  exam- 
ination will  show  that  the  first  manifestation  of  the  affection  shows  it- 
self exclusively  in  those  movements  which  the  profession  of  the  pa- 
tient makes  necessary.  The  pathology  of  the  disease  is  at  present  un- 
known, principally  on  account  of  the  few  cases  which  have  come  to 
autopsy.  The  location  of  the  lesion  must  be  placed  in  one  of  two  re- 
gions, either  in  the  muscle  itself,  or  in  some  part  of  the  motor  neu- 
rone, either  in  the  cell,  the  nerve,  or  its  muscular  ending.  The  first 
of  these  locations  can  be  rejected.  The  most  common  etiological  fac- 
tor is  prolonged  and  repeated  use  of  one  group  of  muscles.  As  ore- 
disposing  causes  are  mentioned  anemia,  syphilis,  and  influenza.  The 
prognosis  depends  upon  several  factors,  the  time  which  the  disease 
has  lasted  without  treatment,  its  stage  of  development,  spasm  and 
tremor  being  more  favorable  than  atrophy  and  paralysis.  The  great 
difficulty  in  treatment  is  that  perfect  rest  cannot,  as  a  rule,  be  ob- 
tained, because  the  affected  group  of  muscles  is  needed  in  the  daily 
occupation  of  the  patient,  and  the  patient  frequently  must  depend 
upon  this  for  his  means  of  support.  Careful  and  systematic  exercise 
of  each  individual  muscle  of  the  group  of  muscles  affected  for  short 
periods  of  time  give  the  best  result.  Bromides  and  hyoscine  for  the 
tremor,  and  electricity  and  massage,  are  the  main  therapeutic  re- 
sources.    In  general  the  results  of  treatment  are   favorable. 

Schwab. 

Etiology  of  Chorea  Minor.      T,  Frolich  (Norsk.  Mag.  f.  Laegevi- 

densk,  Ixi.  901,   September,   1900). 

The  author  deals  with  47  cases  of  chorea  minor  treated  during 
seven  years  in  the  hospital  of  the  University  of  Christiania.  The  age 
of  the  patients  varied  from  3  to  16  years,  and  in  28  of  them  the  di- 
sease had  begun  from  seven  to  eleven  years  previously;  39  were 
girls  and  8  boys.  In  24  cases  there  was  the  family  history  of  rheu- 
matism or  of  psychical  affections.  Among  the  47  patients  there  were 
15  who  had  had  rheumatic  fever,  either  before  or  during  the  chorea, 
and  in  16  (34  per  cent.)  the  chorea  had  begun  or  had  been  accom- 
panied by  febrile  phenomena  with  angina,  articular  affections,  or  ery- 
thema nodosum.  In  these  31  cases  the  author  recognises  the  element 
of  infection;  in  4  others  the  chorea  had  undoubtedly  followed  infec- 
tious diseases,  such  as  scarlet  fever  and  influenza,  and  in  the  remain- 
ing 12  instances  there  was  some  slight  evidence  or  possibility  of  in- 
fection. It  is  therefore  claimed  that  in  80.85  per  cent,  of  the  cases 
the  element  of  infection  was  definitely  proved.  Frolich  specially  re- 
fers to  an  interesting  case  in  which  the  patient  was  first  attacked  with 
gonorrheal  vulvo-vaginitis,  then  with  chorea,  with  endocarditis,  and 
finally  with  monoarticular  gonorrheal  rheumatism.  Jelliffe. 

Note  on  the  Cremasteric  Reflex  in  Sciatica.    Gibson  (Edinburgh 

Medical  Journal,  1901,  ix.,  5,  p.  459). 

The  author  has  noticed  in  cases  of  sciatica  a  marked  exaggera- 
tion of  the  cremasteric  reflex.  This  is  best  elicited  by  firm  pressure 
over  the  lower  and  inner  portion  of  Scarpa's  triangle,  whose  sensory 
supply  is  from  the  anterior  crural  nerve.  This  exaggeration  often 
occurs  in  connection  with  exaggeration  of  the  knee-jerk  and  of  the 
gluteal  and  plantar  reflexes,  but  is  much  more  constant  than  any  of 
these  others.  The  author  has  never  found  it  associated  with  the  Ba- 
binski  reflex.     Discussing  the  method  of  production  of  this  symptom 
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he  thinks  that  sirxce  the  cremasteric  reflex  center  is  generally  located 
in  the  second  lumbar  segment,  while  the  sciatic  nerve  arises  from  the 
two  lower  lumbar  and  upper  sacral  segments,  there  is  hardly  a  di- 
rect connection  between  them,  and  we  must  conclude  that  the  seg- 
ments immediately  above  those  from  which  the  lumbo-sacral  cord 
arises,  are  in  a  state  of  hyperirritability  in  sciatica.  Allen. 

LeS    EFFETS    DE    la    ligature    DE    la    MOELLE    CERVICO-DORSALE    CHEZ 

LES  animaux  (The  Effects  of  Ligature  of  the  Cervico-dorsal  Re- 
gion of  the  Spinal  Cord  in  Animals).  J.  Crocq  (Journal  de  Neu- 
rologic, No.  14,  July  5,  1901,  p.  265). 

Crocq  believes  that  complete  division  of  the  spinal  cord  in  the 
cervical  or  upper  thoracic  region  causes  permanent  and  complete  loss 
of  the  knee-jerks.  Some  have  supposed  that  circulatory  disturb- 
ances in  the  lumbar  region  were  produced  by  the  compression  of  the 
anterior  and  posterior  spinal  arteries.  To  determine  whether  this 
opinion  is  correct  or  not,  Crocq  ligated  the  spinal  cord  in  its  upper 
portion  in  four  rabbits  and  two  dogs  and  in  every  case  exaggeration 
of  the  tendon  reflex  occurred  at  once.  He  concludes  that  the  loss  of 
the  knee-jerks  in  a  monkey  experimented  on  in  a  similar  way  could 
not  be  explained  by  circulatory  disturbances.  He  believes  that  the 
lumbar  portion  of  the  cord  is  nourished  chiefly  by  the  abdominal 
aorta,  inasmuch  as  ligature  of  this  vessel  causes  loss  of  the  tendon 
reflexes  in  the  lower  limbs,  and  is  nourished  very  slightly  by  the 
spinal  arteries.  Loss  of  the  knee-jerks  in  cervico-thoracic  lesions 
therefore  is  not  due  to  interference  with  the  circulation 

Spiller. 

Choree  et  choree  gravidarum  (Chorea  and  Gravid  Chorea).  Gilles 
de  la  Tourette  (Revue  Neurologique,  June  30,  1900). 
He  states  that  of  seventeen  consecutive  cases  of  chorea  at  his 
clinic,  only  one  had  rheumatism  before  or  during  the  attack,  and  that 
of  several  who  returned  after  recovery  none  had  any  sign  of  the 
latter  disease.  He  concludes  that  chorea  has  nothing  to  do  with 
rheumatism,  and  that  its  diagnosis  is  entirely  uninfluenced  by  the 
presence  or  absence  of  rheumatic  manifestations.  He  maintains  fur- 
ther that  true  Sydenham's  chorea  never  comes  on  after  puberty;  he 
bases  this  statement  on  the  fact  that  the  two  oldest  of  his  patients, 
girls  of  sixeen  and  eighteen  respectively,  had  never  menstruated. 
From  this  he  deduces  the  further  view  that  chorea  gravidarum  is  not 
the  same  as  Sydenham's  chorea,  and  holds  that  many  cases  so  de- 
scribed are  really  examples  of  hysterical  tremor,  while  others  belong 
to  the  category  of  the  convulsive  tics,  the  pregnancy  acting  as  the 
exciting  cause.  He  admits  that  a  few  may  be  classed  under  the  rare 
heading  of  chronic  or  Huntington's  chorea.  The  author  attaches 
great  importance  to  the  fact  that  in  one  of  his  cases  the  movements 
persisted  after  delivery.  He  believes  that  with  the  improvement  of 
diagnosis  along  the  lines  he  has  indicated  there  will  be  no  further 
need  for  the  induction  of  premature  labor  in  this   affection. 

Jelliffe. 

Tabes  dorsalis  bei  Frauen  (Tabes  in  Women).     P.  Fehrer  (Berlin, 
klin.  Wochenschrift,  July  29,  1901). 
Statistics  were:   Lancinating  pains,   13  cases;   weakness   in  legs 
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and  back,  lo  cases;  headache  or  dizziness,  8  cases;  paresthesia.  6  cas- 
es; loss  of  visual  power  or  diplopia,  5  cases;  gastric  crises,  5  cases. 
During  treatment  the  symptoms  were,  in  the  order  of  frequency: 
disturbances  of  sensation  (92  per  cent.),  lancinating  pains  (85  per 
cent.),  loss  of  patellar  reflex  (83  per  cent.),  Argyll-Robertson  pupil 
(79  per  cent.).  Romberg  symptom  (71  per  cent.),  ataxia  (55  per 
cent.),  disturbance  of  bladder  and  rectum  (50  per  cent.),  gastric  cri- 
ses, inequality  of  pupils,  paresthesia,  headache,  vertigo,  girdle  sensa- 
tion, weakness  of  extremities,  ocular  paralyses,  optic-nerve  atro- 
phy, cardiac  neuroses,  psychical  disturbance,  diplopia,  laryngeal  cri- 
ses. In  the  treatment  of  these  cases,  antisyphilitic  remedies  and  sil- 
ver nitrate  were  practically  without  result.  Amelioration  of  symp- 
toms was  obtained  in  one-half  the  cases  by  exercise  and  regimen. 

Jelliffe. 

Contribution  a  l'etude  des  kystes  parasitaires  du  cerveau 
CAUSES  PAR  LE  CYSTiQUE  TENIA  ECHiNOCOCcus  (Contribution  to 
the  Study  of  Parasitic  Cysts  of  the  Brain  Caused  by  Taenia  Ech- 
inococcus).  Gothard  and  Riclie  de  Monsseaux  (Nouvelle  Icon- 
ographie  de  la  Salpetriere,  14th  year.  No.  i,  Jan. -Feb.,  1901,  p. 
19). 

Some  anatomical  observations,  together  with  remarks  on  the 
etiology  and  localization  of  echinococcus  cysts,  illustrated  by  the  re- 
port of  the  following  case:  A  man,  sixty-nine  years  old,  subject  to 
convulsions,  followed  by  coma.  This  condition  has  lasted  some 
years.  He  was  brought  to  the  hospital  in  such  a  comatose  state  and 
died  without  regaining  consciousness.  At  the  autopsy,  as  soon  as 
the  dura  was  opened,  there  was  an  escape  of  clear  fluid  which  came 
from  a  cyst  about  the  size  of  a  hen's  egg  situated  in  the  right  hemis- 
phere. Microscopic  examination  showed  the  presence  of  parasites  ad- 
herent to  the  cavity  of  the  cyst.  The  pyramidal  cells  of  the  cortex 
showed  changes  of  two  sorts,  one  acute,  and  the  other  the  result  of  a 
long-continued  increase  in  pressure,  due  to  the  presence  of  the  tu- 
mor. Although  echinococcus  cysts  of  the  brain  are  not  rare,  obser- 
vations which  include  the  demonstration  of  the  parasite  are  very  in- 
frequent. There  are  no  distinctive  symptoms  by  which  the  presence  of 
a  parasitic  cyst  can  be  made  known.  Some  give  rise  to  no  signs  what- 
ever, others,  according  to  their  location,  produce  cephalea,  vertigo, 
vomiting,  ocular  manifestations,  Jacksonian  epilepsy,  paralysis,  etc. 
The  progress  of  the  symptoms  is  usually  rapid,  rarely  lasting  over 
three  years.  Sudden  death  is  frequent.  The  positive  diagnosis  of 
these  cysts  may  be  extremely  difficult,  owing  to  the  absence  of  typical 
diagnostic  signs.  It  is  important  to  recognize  the  conditions  in  which 
echinococcus  may  develop.  It  is  found  most  frequently  among  those 
who  live  in  close  contact  with  dogs,  as  the  echinococcus  is  the  larva  of 
a  taenia  found  in  these  animals.  These  cysts  being  usually  limited 
and  easily  enucleated,  and  not  leading  as  a  rule  to  permanent  injury 
of  the  cerebral  tissue,  they  are  especially  favorable  cases  for  opera- 
tion. In  sixteen  cases  of  operation,  reported  by  Auvray,  for  hydatic 
cysts  of  the  brain,  there  were  no  deaths  and  seven  cures.  Explora- 
tory trephining  is  justifiable  in  obscure  cases  according  to  Flammar- 
ion.  Schwab. 

Stereognosis   and    Allied    Conditions.      C.    W.    Burr    (American 
Journal  of  the  Medical  Sciences,  121,  1901,  March,  p.  304). 
The  author   records   examples  of  the  loss   of  the   stereognostic 
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sense  (astereognosis  or  stereoagnosis,  as  he  prefers  to  call  this  con- 
dition) and  states  conclusions,  of  which  the  chief  are  the  following: — 
(i)  The  ability  to  recognise  objects  by  handling  them  depends  upon 
the  integrity  of  the  afferent  nerves,  the  cortical  sensory  area  and  the 
cortical  perceptive  area  {vide  below) — disease  of  any  of  these  will 
make  it  impossible  for  the  patient  to  recognise  objects  by  handling 
them.  (2)  Which  form  of  sensation  is  most  necessary  for  the  recog- 
nition of  any  given  object  depends  upon  the  qualities  of  the  object. 
Tactile  anesthesia,  if  sensibility  to  stronger  pressure  is  preserved, 
causes  little  or  no  difficulty.  The  space-sense  {i.e.,  the  faculty  of  dis- 
tinguishing simultaneous  impressions),  the  localising  sense  and  the 
sense  of  position  are  probably  the  most  important.  (3)  There  is  a 
distinct  area  of  the  cortex  in  which  sensations  produced  by  handling 
objects  are  grouped  together  to  form  tactile  memory  images:  this, 
the  tactile  perceptive  area,  is  in  the  parietal  lobe  and  it  is  not  the 
same  thing  as  the  sensory  area,  though  it  may  be  located  within  the 
boundaries  of  the  latter.  (4)  Tactile  amnesia  includes  the  cases  in 
which,  on  account  of  disease  in  the  tactile  perceptive  area,  the  tactile 
memory  images  are  destroyed.  It  is  not  unfrequently  associated  with 
mind  blindness  and,  indeed,  it  is  probable  that  always  in  recognising 
objects  by  handling  them  we  recall  from  memory  a  more  or  less 
faint  recollection  of  the  visual  appearance  of  the  object.  Auditory 
memories  are  less  frequently  recalled,  because  less  frequently  needed 
to  make  a  complete  percept,  and  those  of  smell  and  taste  quite  rare- 
ly. Burr  emphasises  the  fact  that  we  must  clearly  distinguish  ne~ 
tween  the  two  forms  of  astereognosis,  peripheral  and  central.  The 
former  is  due  to  failure  of  one  or  more  of  the  primary  sensations 
(from  disease  of  the  sensory  nerves,  or  of  the  sensory  tracts  in  the 
central  nervous  system);  the  latter  is  caused  by  disease  of  the  cere- 
bral cortex,  which  interferes  either  with  the  proper  correlation  of  the 
various  sensations  received  from  handling  an  object,  or  with  what 
Burr  calls  the  "tactile  mental  images,"  stored  up  in  a  particular  part 
of  the  cerebral  cortex  {vide  above).  More  stress  he  thinks,  ought  to 
be  laid  on  the  tracts  which  connect  the  sensory  cortical  area  related 
to  handling  objects  with  other  sensory  centers,  especially  the  visual, 
whose  associated  activity  seems  necessary  for  the  recognition  of  ob- 
jects by  handling.  Jelliffe. 


Myokymia,  or  Persistent  Muscular  Quivering.     R.  T.  William- 
son (Brit.  Med.  Jour.,  Dec.  15,  p.  1,70s). 

The  symptoms  in  the  following  case  correspond  to  those  of  the 
very  rare  affection  to  which  Professor  Schultze  has  given  the  name  of 
"myokymie,"  and  Dr.  Kny  (who  had  previously  reported  two  similar 
cases)  that  of  "myoclonus  fibrillaris  multiplex."  The  writer  has  only 
been  able  to  find  records  of  eight  cases  in  medical  literature. 

A  clerk,  aged  twenty-one,  was  admitted  to  hospital  suffering  from 
peculiar  persistent  quivering  of  the  muscles  of  the  limbs,  trunk,  and 
face.  The  left  leg  had  been  suddenly  paralysed  in  infancy  (probably 
owing  to  acute  anterior  poliomyelitis)  and  had  remained  useless.  At 
the  age  of  sixteen  it  had  been  seriously  injured,  through  an  accident., 
and  amputation  had  been  necessary  at  the  upper  part  of  the  left 
thigh.  Two  years  before  he  came  under  observation,  he  first  noticed 
quivering  of  the  muscles  of  the  right  leg.  The  onset  was  gradual,  and 
the  quivering  spread  in   the  course  of  time  to  the  muscles   of  the 
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arms,  trunk,  face  and  tongue.  There  had  been  no  cessation  or  di- 
minution of  the  symptoms  since  their  onset.  After  the  amputation 
of  the  left  leg  he  had  been  able  to  get  about  with  the  aid  of  a  crutch, 
but  recently  he  had  found  great  dif^culty  in  doing  so,  owing  to  the 
right  leg  frequently  "giving  way"  from  the  muscular  quivering. 

The  patient  was  fairly  well  nourished.  There  was  a  persistent 
rapid  quivering  of  the  muscles  of  the  right  leg,  arms,  trunk,  face,  and 
tongue.  Sometimes  one  small  bundle  of  fibers  contracted  rapidly, 
giving  the  appearance  of  fibrillary  contraction;  sometimes  several 
bundles  contrated;  sometimes  the  whole  muscle  contracted  rapidly. 
The  symptom  was  best  seen  in  the  leg,  and  the  quivering  affected 
chiefly  the  thigh  and  calf  muscles.  At  one  moment  a  bundle  or  sever- 
al bundles  of  muscle  fibers  would  contract  rapidly;  directly  after- 
wards a  wave  of  contraction  would  pass  over  the  whole  muscle. 
This  muscular  quivering  produced  a  very  slight  shaking  or  trembling 
of  the  whole  leg,  even  when  the  patient  was  in  bed.  When  the  quiv- 
ering was  very  violent,  rapid  and  repeated  slight  movements  of  the 
foot  occurred  at  the  ankle,  owing  to  the  quivering  of  the  calf  mus- 
cles. The  arms  were  affected  in  a  similar  manner,  but  not  quite  so 
markedly  as  the  leg,  the  muscles  of  the  shoulder,  upper  arm,  and 
forearm  being  most  affected,  those  of  the  hand  very  slightly.  In  the 
arms  the  quivering  or  contraction  did  not  affect  the  whole  of  a  mus- 
cle so  frequently  as  in  the  leg.  The  rapid  and  repeated  quivering  of 
the  muscles  of  the  arm  and  leg  continued  more  or  less  all  day;  the 
muscles  were  affected  in  a  most  irregular  manner,  and  the  frequency 
of  the  quivering  varied  considerably. 

The  muscles  of  the  chest  and  abdomen  presented  occasional  fi- 
brillary contractions;  the  muscles  of  the  face,  tongue  and  neck,  and 
the  masseters,  frequent  fibrillary  contractions.  The  eyes  were  not 
affected.  The  contractions  continued  when  the  patient  was  at  rest 
in  bed,  as  well  as  when  he  was  about.  When  the  arms  were  held  out 
in  front  of  the  chest,  the  muscular  quivering  produced  a  slight  trem- 
ulous movement  of  the  whole  limb  resembling  that  so  frequently 
seen  in  Graves'  disease;  but  there  was  not  the  flexion  and  extension 
movements  of  the  fingers  or  wrist  which  are  seen  in  paralysis  agi- 
tans.  The  muscular  quivering  and  slight  tremor  of  the  limbs  were 
very  little  affected  by  voluntary  movement;  they  were  not  diminished 
thereby;  if  any  change  occurred  at  all,  they  were  slightly  increased. 
The  muscular  quivering  was  increased  by  excitement,  and  when  the 
patient  was  undergoing  examination.  The  patient  was  able  to  write 
fairly  well,  and  though  the  writing  was  slightly  jerky,  it  was  much 
better  than  in  the  various  other  forms  of  tremor,  with  the  exception 
of  paralysis  agitans.  He  was  also  able  to  draw  a  fairly  straight  line 
on  paper. 

The  patient  could  perform  all  the  movements  of  the  arms  and 
legs,  and  there  was  no  localized  wasting  or  paresis  of  muscles.  There 
was  no  rigidity  of  the  limbs.  The  knee-jerk  was  a  little  increased. 
There  was  no  ankle  clonus.  On  attempting  to  obtain  ankle 
clonus  occasionally  a  few  jerks  were  obtained.  The  plantar 
reflex  was  normal  (flexor  type).  There  was  no  loss  of  sensibility 
to  touch,  pain,  or  temperature.  The  sensory  cranial  nerves  were 
unaffected.  There  were  no  mental  symptoms.  The  patient  was  not 
emotional  or  nervous.  There  was  no  affection  of  speech.  He  often 
complained  of  palpitation  of  the  heart,  and  the  pulse  was  often  quick 
— 84  to  108.     He  complained  of  frequent  sweating. 

During   the   four   weeks   the   patient   was    in   the    hospital   there 
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was  no  definite  change;  some  days  the  muscular  quivering  was  a 
little  less,  but  the  diminution  was  never  permanent.  The  quivering 
continued  more  or  less  all  day,  just  as  it  had  done  for  two  years. 

In  the  8  cases  recorded,  the  ages  were  from  21  to  27.  All  the  pa- 
tients were  males.  Five  were  peasants  or  country  laborers.  One 
patient  was  a  painter,  another  a  plumber;  both  suflfered  also  from 
symptoms  of  lead  poisoning.  On  patient  suffered  from  chronic  dou- 
ble sciatica.  In  all  the  8  cases  the  legs  were  most  affected.  In  2 
cases  the  legs  only  were  affected;  in  i  the  legs  and  muscles  of  the 
back;  in  2  the  arms  and  legs;  in  i  the  legs  and  arms  but  not  the 
hands;  in  i  almost  all  the  muscles  of  the  body;  and  in  i  almost  all  the 
muscles  except  those  of  the  face  and  neck.  In  the  present  case  the 
muscles  of  the  limbs,  trunk,  neck,  and  face,  were  affected.  In  four 
cases  recovery  occurred  in  the  course  of  a  few  months;  in  i  case 
there  was  distinct  improvement.  The  treatment,  in  cases  in  which 
recovery  occurred,  was,  respectively,  by  warm  baths  and  galvanisnl, 
by  bipolar  faradic  baths,  and  by  rest  in  bed  and  warm  baths.  One 
patient  improved  distinctly  under  the  galvanic  current  and  warm 
baths.     The  etiology  and  pathology  are  unknown.  Jelltffe. 

ZuR  Trigeminuserkrankung  als  initial  symtom  der  Tabes  (Trige- 
minus   Disease    as    Initial    Symptom    of     Tabes).     V.    Fragstein 
(Deutsche  med.  Wochenschrift,  No.  12,  March  12,  1901,  p.  185). 
A  man,  who  thirteen  years  previously  had  acquired  syphilis,  be- 
gan to  have  tic  douloureux  implicating  all  branches  of  the  right  tri- 
geminal nerve.     The  lightning-like  pains  in  the  face  were  severe  and 
occurred  in  paroxysms,  and   gradually  became  more   frequent.     Af- 
ter these  pains   had  existed  about   a  year  and   a  half,   almost   com- 
plete paralysis   of  the  right   sensory  fifth  nerve   occurred,   although 
taste  was  preserved;  and  at  about  the  same  time  lightning-like  pains 
were  felt  in  paroxysms  in  the  lower  limbs,  and  were  associated  with 
girdle-sensation  and  vesical  disturbance.    The  patellar  and  plantar  re- 
flexes were  absent  and  Romberg's  sign  was  pronounced. 

Spiller. 

A  Case  of  Descending  Landry's  Paralysis  in  a  Child.     Leonard 

A.  Rowden  (British  Medical  Journal,  May  4). 

Rowden  reports  this  case  as  follows:  boy  aged  ten,  while  at  play 
fell  lightly  about  ten  feet  into  an  excavation.  Was  apparently  none 
the  worse  for  the  accident  until  the  following  day,  when  he  com- 
plained of  not  feeling  well  and  held  his  head  as  though  he  had  a 
slight  stiff  neck;  vomited  once  after  eating  lightly.  The  next  day 
he  complained  of  slight  headache  and  pain  in  the  neck.  The  day 
after  his  temperature  was  103,  and  he  was  unable  to  turn  his  head 
sideways  or  to  raise  either  arm  at  the  shoulder  joint.  No  other  ab- 
normality was  detected.  On  the  day  following,  however,  had  com- 
plete paralysis  of  both  upper  limbs  and  trunk,  together  with  paral- 
ysis of  the  intercostal  muscles,  and  partial  paralysis  of  the  lower 
limbs.  Sensation  was  not  disturbed.  There  was  no  headache,  no 
pain,  no  loss  of  bladder  or  rectal  control,  no  rigidity  or  twitching  of 
muscles,  no  strabismus.  Swallowing  was  not  difftcult.  and  the  speech 
was  clear,  mentality  normal.  Towards  evening  the  paralysis  of 
the  lower  limbs  was  more  advanced,  the  muscles  of  deglutition  some- 
what    involved     and     sensation     slightly     affected     as     shown    by 
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lack  of  delicacy  in  differentiation.  Knee-jerks  were  absent. 
At  midnight  the  facial  muscles  became  involved  and  speech 
indistinct.  The  pulse  was  rapid  and  intermittent  and  cy- 
anosis set  it.  One  hour  later  death  ensued.  No  autopsy  was  ob- 
tained. Rowden  calls  attention  to  the  rapid  course  of  the  disease, 
the  descending  character  of  the  palsy,  the  very  slight  impairment  of 
sensation,  the  absence  of  rigidity,  twitching  pain,  or  spasm,  the 
unimpairment  of  the  mental  faculties  and  the  control  of  the  bladder 
and  rectum.     He  does  not  regard  the  trauma  as  a  causal  factor. 

WiTMER. 

Brown-Sequard's  Paralysis.  Woods,  of  Philadelphia  (Amer.  Journ. 

the  Med.  Sci.,  Aug.,  1900). 

The  author  records  a  case  with  the  clinical  symptoms  exactly  as 
described  by  Brown-Sequard  in  hemisection  of  the  spinal  cord.  The 
patient  was  stabbed  in  the  back  of  the  neck,  and  as  a  result  suffered 
from  paralysis  of  the  left  arm  and  left  leg.  The  reflexes  were  nor- 
mal, but  there  was  incontinence  of  urine.  On  the  fourth  week  some 
slight  power  was  returning  to  the  left  hand,  and  the  next  week  to  the 
left  leg.  In  the  seventh  week  he  was  able  to  walk  awkwardly,  there 
still  being  present  a  paresis  and  dragging  of  the  leg.  A  year  later, 
at  the  Pennsylvania  Hospital  Dispensary,  he  was  found  to  have  an 
excessive  knee-jerk  and  some  ankle  clonus  in  the  paralysed  leg.  In 
the  paretic  arm  the  tendon  reflexes  were  also  exaggerated.  As  re- 
gards sensory  alterations  they  clos^ely  conformed  to  Brown-Sequard's 
type — namely,  hyperalgesia  and  tactile  hyperesthesia  in  the  paralysed 
limb,  anesthesia  and  analgesia  in  the  non-paralysed  limb.  Muscular 
sense  and  consciousness  of  position  were  lessened  in  the  paralysed 
limb,  but  unaltered  in  the  non-paralysed  limb.  Thermal  sensibility 
was  lost  in  the  sound  limb  and  increased  in  the  paralysed 
limb.  .  In  surface  temperature  the  paralysed  leg  was  warm- 
er. Similar  differential  conditions  prevailed  as  regards  the 
paralysed  and  non-paralysed  arms,  and  the  facts  confirm  the 
view  of  Brown-Sequard  that  the  paths  of  tactile  and  painful  sensi- 
bility decussate  after  entering  the  spinal  cord.  Jelliffe. 

Arsenical  Peripheral  Neuritis.     Several  authors    (British  Medi- 
cal Journal,  Dec.  i,  1900). 

A  number  of  observers  have  reported  on  a  severe  epidemic  of 
poisoning  by  arsenic  in  the  disVicts  about  Liverpool  and  Manches- 
ter. The  cases  of  poisoning  have  occurred  in  patients  who  were  beer 
drinkers,  and  one  case  is  reported  to  have  been  the  result  of  arseni- 
cal poisoning  in  stout.  The  investigation  committee  of  the  British 
Government,  as  well  as  the  earlier  observers,  are  reported  to  have 
found  the  arsenic  in  the  glucose  used  in  the  manufacture  of  the  beer. 
The  symptoms  noted  have  been  many  and  quite  bizarre  in  their  dis- 
tribution. Eruptions  of  the  skin  were  common,  consisting  of  herpes, 
erythematous  and  papular  eruptions,  scaly  desquamation  and  a  pecu- 
liar pigmentation,  at  times  suggesting  the  bronze  coloration  of 
Addison's  disease.  The  urinary  organs  were  not  often  involved;  he- 
patitis was  not  infrequent  and  the  general  digestive  disorders  were 
diarrhea,  epigastric  pain,  anorexia  and  vomiting.  Nervous  systems 
were  very  common  and  severe  in  character.  Tremor  was  almost 
universal,  the  knee-jerks  were  diminished  or  abolished.  Numbness, 
tingling,  pain  and  cramps  in  the  extremities  almost  invariably  pre- 
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ceded  paresis  or  paralysis  of  the  extensors.  The  respiratory  tract 
was  also  involved.  Coryza  and  bronchitis  were  common  manifesta- 
tions. Jelliffe. 

Hypertrophie  osseuse  dans  UN  CAS  d'hemiplegie  infantile  avec 
ATHETOSE-CHOREE  (Bony  Hypertrophy  in  a  case  of  Infantile 
Hemiplegia  with  Athetosis-chorea).  Lannois  et  Fayolle  (Lyon 
medical,  Nov.  18,  1900). 

The  introduction  of  radiography  has  enabled  the  authors  to  dem- 
onstrate the  rare  condition  of  bony  hj'pertrophy  in  the  case  of  hemia- 
thetosis  due  to  cerebral  apoplexy  in  infancy.  A  case  had  already 
been  reported  by  Lannois  in  1898,  because  one  of  the  breasts  had  un- 
dergone hypertrophy.  At  that  time  it  was  stated  that  the  pareto- 
athetotic  muscles  had  undergone  hypertrophy.  The  author's  case 
together  with  a  hemiathetotic  epileptic,  were  selected  for  radiograph- 
ic measurement.  Both  these  cases  had  distinct  muscular  hypertro- 
phy, but  radiography  failed  to  reveal  any  corresponding  changes  in 
the  bones.  In  a  third  case  of  the  same  nature  however,  not  only  the 
muscles,  but  the  bones  were  hypertrophic.  The  wrist  of  the  atheto- 
tic side  measured  16  cm.  to  15  cm.  on  the  sound  side.  Mensuration 
was  confirmed  by  the  radiographic  test.  Not  only  the  bones  of  the 
carpus  but  the  lower  ends  of  the  radius  and  ulna  were  distinctly  en- 
larged. The  patient  had  ordinary  infantile  cerebral  hemiplegia  of 
the  face  and  limbs,  followed  by  athetoso-chorea.  The  afifection  was 
due  to  a  hard  labor  and  obstetricaj  intervention.  The  author's  con- 
clusions are: 

This  phenomenon  may  possibly  be  due  to  the  athetotic  move- 
ments. Why  then  does  it  not  always  occur  along  with  the  muscular 
hypertrophy?  Excessive  use  besides,  does  not  explain  the  hyper- 
trophy of  the  breast  in  one  of  the  cases,  nor  the  enlargement  of  the 
testicle  of  the  paralytic  side  in  a  case  of  Bourneville's.  The  cause 
must  be  trophic.  Clark. 


Un  cas  de  paralysie  bulbaire  aigue  CHEZ  une  enfant  (A  Case  of 
Acute  Bulbar  Paralysis  in  a  Child).  J.  Kollarits  (Nouvelle 
Iconographie  de  la  Salpetriere,  14th  year,  Jan. -Feb.,  1901,  No.  i, 
p.  2). 

A  case  of  a  young  girl  of  seventeen,  who,  at  the  age  of  five  years, 
was  attacked  by  some  febrile  disorder,  during  which  there  developed 
a  bulbar  syndrome  which  has  remained  constant  to  the  present  time. 
The  most  pronounced  symptoms  are  difihculty  of  deglutition  and 
phonation.  The  cranial  nerves  are  affected  as  follows:  Some  ptosis 
on  the  left  side  shows  that  the  oculo-motor  on  that  side  is  affected. 
Hypesthesia  of  the  upper  gum  and  of  the  cheek  on  the  left  side,  as 
well  as  the  lower  gum  results  from  a  lesion  in  the  second  and  third 
branch  of  the  trigeminal;  the  loss  of  taste  and  of  tactile  sense  at  the 
base  of  the  tongue  shows  an  affection  of  the  glosso-pharyngeal;  the 
anesthesia  of  the  throat  and  of  the  roof  of  the  palate  depends  upon 
an  afifection  of  the  glosso-pharyngeal  and  of  the  vagus;  the  accessory 
nerve  likewise  afifected,  contributes  to  the  difficulty  of  deglutition; 
the  hypoglossus  nerve  is  completely  paralysed,  the  tongue  is  flat- 
tened and  remains  inert  upon  the  floor  of  the  mouth;  the  optic 
nerves,  the  trochlear,  and  the  external  nerves  of  the  eye-ball  and 
the  acoustic  are  not  touched  by  the  morbid  process.     In  respect  to 
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diagnosis,  the  following  conditions  are  noted  and  excluded,  because 
of  the  unusual  symptoms  which  are  present,  bulbar  paralysis,  as- 
thenic bulbar  paralysis,  pseudo-bulbar  paralysis,  polio-encephalitis, 
and  poliomyelitis  with  bulbar  symptoms.  The  peculiar  symptoms 
in  this  case  are,  first,  rapid  onset;  second,  development  in  infancy; 
third,  absolute  stationary  condition  for  twelve  years;  fourth,  the 
sensory  symptoms,  in  addition  to  the  motor.  The  author  found  a 
number  of  cases  in  literature  which  approach  this  one  in  regard  to 
symptomatology;  these  are  given  various  names,  as  acute  poliomyel- 
itis with  anomolous  distribution,  bulbar  encephalitis,  etc.  The  ab- 
sence of  degenerative  atrophy  on  one  hand,  and  the  existence  of  sen- 
sory symptoms  on  the  other,  prove  that  in  this  case  there  is  no 
analogous  condition  to  that  of  acute  poliomyelitis.  It  is  more  prob- 
ably a  condition  of  acute  bulbar  meningitis,  lasting  only  a  short  time, 
but  causing  permanent  destruction  of  the  nerve  fibers  in  the  neigh- 
borhood of  the  bulbar  nuclei.  Schwab. 

On  Operating  on  the  Subjects  of  Exophthalmic  Goiter.    J.  Del- 

pratt  Harris  (British  Medical  Journal,  May  4). 

The  patient,  a  female,  aged  forty-six,  with  advanced  exophthal- 
mic goiter,  died  sixty-eight  hours  after  the  removal  of  a  cystic  tumor 
of  the  left  breast.  Death  was  apparently  due  to  collapse.  Harris 
deprecates  serious  operations  when  complicated  by  exophthalmic 
goiter,  but  when  absolutely  imperative  advises  that  a  course  of  treat- 
ment with  remedies  of  the  digitalis  class  should  precede. 

WiTMER. 

Treatment  of  Arsenical  Neuritis.    Judson  S.  Bury  (British  Med- 
ical Journal,  Dec.  8,  1900,  p.  1629). 

As  physician  of  the  Manchester  Infirmary,  the  author  has  had  ex- 
ceptional opportunity  to  see  numerous  patients  by  reason  of  the  re- 
cent epidemic  of  arsenical  poisoning  at  Manchester.  Heretofore 
some  seventy  to  eighty  cases  were  on  record,  but  this  epidemic  af- 
fected thousands.  In  the  treatment  followed  at  the  Infirmary,  the  ab- 
solute withdrawal  of  the  cause,  beer,  was  enforced,  both  because  of 
the  arsenic  and  of  the  alcohol.  Rest  in  bed  is  advisable.  Massage 
is  distinctly  contraindicated.  For  the  relief  of  the  pain  hot  fomen- 
tations are  excellent.  These  are  best  applied  intermittently,  a  fomen- 
tation placed  on  the  affected  part  for  one-half  hour  and  then  ap- 
plied after  a  lapse  of  four  hours.  Vapor  baths  are  of  value  if  the 
heart  action  is  not  affected  thereby.  Potassium  iodide  and  the  sa- 
licylates, alone,  or  in  combination,  are  effectual  and  the  newer  anal- 
gesics, antipyrin,  and  phenacetin  are  valuable  in  many  cases.  Strych- 
nine should  never  be  used  in  the  acute  stages.  The  importance  of 
careful  nourishment  was  demonstrated  very  forcibly.  Boiled  milk, 
beef  tea,  beef  extracts,  broths  and  soups  are  valuable.  Peptonised 
foods  are  indicated  for  gastric  irritability  and  at  times  nutrient  ene- 
mata  are  necessary.  After  the  acute  stage  is  over,  massage,  electric- 
ity and  tonics  are  efficacious.  Cod  liver  oil  and  strychnine  are  use- 
ful, but  arsenic  is  to  be  avoided.  Jelliffe. 

Medullary  Narkose  (Spinal  Anesthesia).  H.  Vulliet  (Therap.  Mon- 

atshefte,  Dec.   1900). 

In  operation  below  Pouparts  ligament,  including  the  genital  or- 
gans the  patients  invariably  complained  of  numbness  and  formica- 
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tion  in  the  feet  after  i  to  3  minutes;  in  4  to  6  minutes  anesthesia  in 
the  lower  extremities  set  in,  and  6  to  8  minutes  this  had  reached  up  to 
a  line  somewhere  between  the  umbilicus  and  the  bimammillary 
space.  After  the  lapse  of  M  hour,  the  sensibility  of  arms,  shoulder 
and  thorax  was  much  diminished.  Certain  interesting  cases  are  quot- 
ed, thus  in  one  patient  the  entire  body  became  analgesic,  another  had 
lost  thermic  sensibility.  After  1^2  to  3  hours  sensation  to  pain  re- 
turned from  above  downward  and  in  not  a  few  there  was  ataxia  in  the 
legs.  Operations  on  the  sexual  organs  seemed  to  be  especially  adapt- 
ed to  this  form  of  narcosis.  In  hernia  and  appendicitis  operations 
the  method  was  less  uniformly  successful.  For  the  neck  and  upper 
extremity  it  proved  entirely  inadequate.  The  usual  dose  employed 
was  between  15  and  20  milligrams.  Of  after-effect,  nausea  and 
vomiting  rarely  disturbed  the  patient.  Many,  however,  complained 
bitterly  of  headache,  which  lasted  in  some  cases  2  to  3  days.  Col- 
lapse symptoms  were  never  found.  Jelliffe. 

Ueber  die  Progresse  der  Epilepste.     Habermaas  (Allg.  Zeitschrift 

fiir  Psychiatric,   1901,  Iviii.  s.  243). 

The  author  has  made  a  statistical  study  of,  in  all,  937  cases  of  ep- 
ilepsy treated  at  the  Epileptic  Institute,  Schloss  Stetten,  from  1869  to 
1898.  Of  these  974  were  out-patients,  22%  were  on  admission  under 
ten  years  of  age,  58%  between  11  and  20,  17%  between  21  and  30, 
while  only  2%  were  over  30. 

Psychical  disturbances  other  than  weakmindedness  were  excep- 
tional, 40%  he  classes  as  mentally  normal,  and  in  nearly  one-half  the 
cases  the  disease  had  been  present  less  than  five  years,  so  that  the 
collection  of  cases  would  seem  on  the  whole  a  favorable  one.  The 
conclusions  drawn  from  his  various  tables  he  summarizes  as  follows: 

(i)  Epilepsy  is  curable  in  10.3%  of  the  cases.  (2)  17.3%  of  epi- 
leptics remain  free  from  intellectual  impairment.  (3)  21%  retain  full 
ability  to  work,  30%  have  partial  ability,  while  49%  can  do  no  work. 
(4)  The  length  of  life  of  epileptics  averages  twenty-five  years.  (5) 
In  6o%of  the  deaths,  the  epilepsy  itself  is  the  cause.  Allen. 

Epileftische  Aanvallen  na  bet  Gebruck  van  Camphora  Mono- 
BROMATA   (Epileptic  Attacks   caused  by   Monobromate   of   Cam- 
phor).   J.  K.  A.  Wertheim-Salomonson  (Weelblad  van  bet  Ned- 
erlandsch  Tijidschrift  voor  Geneeskunde,  Sept.  29,   1900). 
Case  I. — Boy  of  eighteen  under  treatment  for  pollutions;  mono- 
bromate of  camphor  and  lupulin  ordered.     After  taking  one  powder 
he  was  seized  with  an  epileptic  attack,  during  which  he  sustained  a 
dislocation  of  the  left  arm. 

Case  II. — Male,  aged  twenty.  Monobromate  of  camphor  was 
given  for  pollutions  and  neurasthenia.  After  a  single  dose  of  cam- 
phor he  had  a  convulsion. 

Case    III. — Similar  to  preceding. 

This  phenomenon  has  been  noticed  before.  Koester  recently  re- 
corded a  case  in  which  i  gram  of  camphor  monobromate  caused  two 
epileptic  attacks.  These  convulsions  represented  genuine  epilepsy. 
The  cases  exhibited  subcutaneous  hemorrhages  and  retrograde  amne- 
sia as  well  as  other  symptoms  of  the  connected  disease. 

The  literature  of  camphor  monobromate  has  been  carefully  re- 
viewed by  the  author.  Lewin  gives  as  a  terminal  symptom  in  over- 
doses  the   production    of   convulsions    and   unconsciousness.      Huse- 
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mann  states  that  the  overaction  of  camphor  monobromate  corres- 
ponds to  acute  camphoresia.  Van  Jaksch  describes  the  symptoms  of 
the  latter,  and  these  include  epileptiform  convulsions.  The  bulky  in- 
gestion of  camphor  causes  gastritis,  coma  and  convulsions.  Eulen- 
burg's  Realencyclopadie  gives  the  same  account.  Recent  cases  of  cam- 
phor poisoning  usually  refer  to  the  presence  of  convulsions  (Craig. 
Brit.  Med.  Journ.,  11,  660;  Spengin,  Ibid,  1898,  11,  84).  Notwithstand- 
ing this  fact,  monobromate  of  camphor  is  continually  recommended 
in  epilepsy.  It  should  be  given  with  great  caution  where  a  convulsive 
predisposition  is  in  evidence.  Clark. 

Epilepsie  ft  Apoplexie  (Epilepsy  and  Apoplexy.    Brunet  (Archives 

de  Neurologic,  March,  1900,  Ix.,  p.  224). 

Cerebral  diplegics  are  rarely  epileptic  although  more  than  eighty 
per  cent  of  infantile  cerebral  hemiplegics  become  so.  A  few  of  the 
latter  may  become  diplegic  with  consequent  improvement  in  the  ex- 
isting epilepsy.  The  explanation  is  made  upon  the  hypothesis  that 
bilateral  brain  palsy  tends  to  a  stability  or  equilibration  of  brain  ac- 
tivity which  is  wanting  in  spasmodic  infantile  hemiplegia.  However, 
such  an  hypothesis  lacks  much  in  real  demonstration.  Contrary  to 
what  would  appear  to  be  the  case,  apoplexy  occurs  but  rarely  as  the 
result  of  true  or  essential  epilepsy.  This  in  a  measure  accounts  for 
our  lack  of  knowledge  of  the  influence  which  a  well-marked  apo- 
plexy would  have  on  an  existing  epilepsy.  A  rare  and  unique  case  of 
this  kind  has  been  reported  by  Brunet.  In  this  case  of  hereditary  ep- 
ilepsy of  fifty  years'  standing,  a  superimposed  apoplexy  apparently 
cured  the  epilepsy.  The  case  was  a  woman,  who  contracted  epilep- 
sy after  an  attack  of  scarlatina  at  seven  years  of  age;  the  father  was 
also  epileptic.  Typical  epileptic  convulsions  occurred  every  one  or 
two  weeks  for  fifty  years,  at  the  end  of  which  time  she  suffered  an 
incomplete  left  hemiplegia.  During  the  next  three  years  the  seizures 
graduall}-^  diminished.  After  this  period  and  for  seventeen  years,  un- 
til the  date  of  her  death  by  a  second  stroke  of  apoplexy,  she  did  not 
have  another  epileptic  paroxysm  of  any  kind  although  very  careful- 
ly watched  day  and  night  for  several  years.  Her  mental  state  also 
underwent  gradual  improvement  from  the  time  of  the  stroke  and  the 
cessation  of  the  epilepsy.  Unfortunately,  no  autopsy  was  permitted 
for  studying  this  clinico-pathological  freak.  Clark. 

Conservative  Craniectomy  in  Epilepsy,  (i)  Thouvenet  (Abstract 
by  Mirallie  in  Arch,  de  Neurol.,  Mar,.  1900);  (2)  W.  P.  Spratling 
(Philadelphia  Med.  Journ.,  Jan.  28,  1899);  (3)  Mirallie  (Arch,  de 
neurol..  Mar.  1900). 

Opposition  to  trenhining  for  the  cure  of  epilepsy  is  steadily  grow- 
ing and  the  unsatisfactory  results  are  being  constantly  reported  both 
in  this  country  and  abroad.  In  1896  Thouvenet  published  a  thesis 
containing  the  description  of  four  "brilliant"  permanent  recoveries 
of  Jacksonian  epilepsy  by  trephining,  which  finally  relapsed  after  a 
considerable  period  of  freedom  from  seizures.  Recently  Spratling 
has  reported  in  detail  seven  cases  from  an  experience  of  twice  that 
number,  in  which  craniectomy  was  followed  by  harmful  results  to 
the  epileptic  by  hastening  status  and  dementia.  In  these  cases  bene- 
ficial results  were  also  reported  a  short  time  after  operation.  Bourne- 
ville  two  years  ago  presented  a  careful  thesis  on  failures  in  craniec- 
tomy for  the  treatment  of  epilepsy. 
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Nevertheless,  it  must  be  admitted  that  immunity  from  epileptic 
attacks  for  a  few  months,  usually  reported  after  trephining,  is  no 
more  misleading  nor  deceptive  in  the  end  than  a  freedom  from  epi- 
leptic seizures  for  a  few  weeks  by  some  new  systems  of  medicinal 
treatment.  Honors  appear  to  be  even  between  the  physician  and 
surgeon,  Mirallie  has  but  recently  reported  one  of  the  many  fail- 
ures in  his  experience  of  trephining  for  the  cure  of  epilepsy.  The 
case  was  different  in  results  from  what  might  have  been  expected.  The 
patient  was  pronounced  a  traumatic  case,  a  man  thirty-six  years  old, 
who  while  in  vigorous  health  fell  seventy  feet  and  sustained  severe 
fracture  of  the  left  side  of  the  cranium  permanently  destroying  the 
sight  of  the  left  eye.  Recovery  from  the  fall  was  uneventful.  Not- 
withstanding, there  was  no  neuropathic  history  nor  a  permanent  pre- 
disposition to  epilepsy,  four  years  after  the  fall  the  patient  con- 
tracted epilepsy.  The  epileptic  attacks  were  typical  grand  mal  and 
petit  mal,  but  were  always  followed  by  symptoms  of  motor  and  sen- 
sory disturbance  of  the  special  and  common  sense  of  the  right  side; 
including  right  hemianopsia  of  the  inner  half  of  the  field  of  vision. 
The  disturbances  were  all  transitory,  lasting  for  a  few  hours  only.  The 
epilepsy  existed  but  a  few  weeks  when  trephining  was  resorted  to 
and  the  depression  along  the  line  of  the  old  fracture  was  removed. 
The  parts  beneath  the  depressed  bone  were  found  a  little  compressed 
but  otherwise  they  were  normal.  At  the  end  of  five  months'  immuni- 
ty from  epileptic  paroxysms  without  discoverable  cause,  the  seizures 
recurred  worse  than  before  and  continue  to  exhaust  the  patient  phy- 
sically and  mentally.  The  bad  results  in  such  cases  where  the  very 
best  should  obtain,  caused  the  author  to  take  issue  with  those  who 
advise  craniectomy  for  the  cure  of  epilepsy. 

The  constantly  increasing  number  of  unfavorable  reports  argue 
for  a  change  in  the  existing  rules  governing  trephining  in  epilepsy; 
these  rules  should  be  more  conservative  in  the  future.  Although  a 
good  family  history  may  obtain  and  the  traumatism  be  recent,  and  the 
subsequent  epilepsy  be  undoubtedly  caused  by  the  trauma,  even 
then  an  operation  may  prove  a  failure  and  leave  the  patient  in  a 
worse  condition  than  before  the  craniectomy.  Clark. 


PATHOLOGY. 

Alterations  nerveuses  dans  la  carcinose  (Nervous  Changes  in 
Carcinosis).     D.  de  Buck  (Journal  de  Neurologic,  June  20,  1901,  No. 

13,  p.  241). 

A  cancer  of  the  breast  was  removed  from  a  woman,  but  it  re- 
turned within  a  few  months,  and  a  tumor  of  the  liver,  probably  a  me- 
tastatic growth,  was  then  diagnosticated.  The  woman  began  to  com- 
plain of  severe  pain  in  the  course  of  the  right  sciatic  nerve.  The 
knee-jerks  were  at  first  exaggerated  but  later  lost,  and  the  Achilles 
tendon  reflexes  were  lost.  .Babinski's  reflex  on  the  left  side,  lancinat- 
ing pains  in  the  lower  limbs, objective  disturbances  of  sensation, atax- 
ia, Romberg's  sign,  retention  of  urine,  and  paralysis  of  the  lower  limbs 
were  present.  The  diagnosis  of  compression  of  the  lombo-thoracic  re- 
gion of  the  cord  from  a  metastatic  growth  was  made,  but  no  compres- 
sion of  the  cord  was  found  at  the  necropsy.  The  right  sciatic  nerve  and 
lumbar  posterior  roots  were  degenerated,  and  diffuse  degeneration 
of  the  cord,  such  as  occurs  in  severe  anemia,  was  found.  The  author 
believes  that  in  his  case  the  neuritis  occurring  with  carcinoma  was  not 
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complicated  by  gastro-intcstinal  autointoxication,  and  he  emphasizes 
the  difficulty  of  diagnosticating  between  diffuse  degeneration  of  the 
spinal  cord  and  compression  of  the  cord  from  a  metastatic  vertebral 
tumor,  when  a  carcinoma  exists  anywhere  in  the  body. 

Spiller, 

fvdciierches  cytometriques  et  caryometriques  des  cellules  rad- 
iculaires  motrices  apres  la  section  de  leur  cylindraxe 
(Changes  in  the  Cell-body  and  Niftleus  after  Division  of  the  Ax- 
one).  G.  Marinesco  (Journal  de  Neurologic,  1901,  March  5,  No.  5, 
p.  81). 

Marinesco  reiterates  a  statement  that  he  has  made  previously, 
viz.,  that  the  cell-body  in  the  hypoglossal  nucleus  enlarges  after  divis- 
ion of  the  axone,  and  he  believes  that  he  has  established  this  fact 
by  careful  measurements,  although  opposite  views  regarding  the 
hypertrophy  of  the  cell-body  are  held  by  Charles  Ladame.  The  en- 
largement implicates  the  nucleus  and  nucleolus,  and  is  apparent 
three  days  after  division  of  the  axone.  Considerable  doubt  exists 
as  to  the  duration  of  this  hypertrophy,  and  the  duration  depends  up- 
on several  factors,  among  which  the  restoration  of  the  axone  is  im- 
portant. Marinesco  believes  that  the  diminution  in  the  size  of  the 
cell-body  does  not  occur  at  once  when  restoration  of  the  cell-body 
begins,  and  that  the  hypertrophy  diminishes  gradually  after  forty- 
five  or  fifty  days,  and  may  still  be  seen  after  ninety  days.  During  the 
period  of  disintegration  of  the  cell-body  the  nucleolus  appears  paler 
than  normal,  but  is  more  deeply  stained  during  the  period  of  restor- 
ation. The  cellular  changes  are  more  rapid  after  resection  than  af- 
ter mere  division  of  a  nerve,  and  if  sufficient  of  the  nerve  has  been 
removed  the  cell-body  atrophies  instead  of  undergoing  restoration. 
The  results  vary  according  to  the  length  of  the  neurone  and  the  point 
at  which  the  resection  is  made.  Spiller. 

Des  foyers  lacunaires  de  desintegration  et  de  differentes 
AUTRES  ETATS  CAViTAiRES  Du  CERVEAU  (Lacunar  Foci  of  Disinte- 
gration and  Other  Different  States  of  Cavity  Formation  in  the 
Brain).  P.  Marie  (Revue  de  Medicine,  April  10,  1901,  No.  4,  p. 
281). 

In  this  paper  Marie  calls  attention  to  the  fact  that  the  hemiple- 
gias of  old  people  are  less  often  due  to  hemorrhage  or  to  softening 
than  to  the  process  of  cavity  formation.  These  lacunae  show  them- 
selves as  small  cavities  with  a  more  or  less  irregular  contour  varia- 
ble in  volume,  and  of  a  size  from  a  millet  seed  to  a  pea,  rarely  larger. 
In  number  they  vary  from  two  to  eight  or  ten.  Most  commonly  they 
are  found  in  the  lenticular  nucleus.  In  fifty  autopsies  they  were  found 
in  this  region  forty-five  times.  The  age  of  such  cavities  can  be  de- 
termined from  the  state  of  granular  infiltration  in  the  recent  ones, 
and  from  the  zone  of  sclerotic  tissue  surrounding  them  in  the  more 
advanced  ones.  These  lesions  are  due,  in  general,  to  arterial  scler- 
osis plus  a  senile  condition  of  the  brain  tissue.  Under  the  effect  of 
this  arterial  condition,  the  vessels  supplying  the  brain  become  al- 
tered, the  nutrition  of  the  organ  suffers,  and  different  regions  become 
atrophied,  causing  a  dilatation  of  the  ventricle  and  of  the  perivascu- 
lar spaces.  The  vascular  lesion  progresses,  a  rupture  or  an  oblitera- 
tion takes  place,  from  which  one  or  several  of  these  lacunae  results. 
It    was    found   that   softening,    and   especially   cerebral    hemorrhage, 
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were  observed  exclusively  in  brains  having  such  lacunae.  In  fifty 
brains  with  lacunae,  examined  in  this  regard,  a  hemorrhage  was  found, 
to  have  taken  place  sixteen  times,  and  softening  seven  times.  The 
most  frequent  symptom  observed  is  hemiplegia.  True  apoplexy  is 
rare.  The  hemiplegia  is  as  a  rule  incomplete,  very  little  trace  of 
paralysis  remaining  behind.  The  tongue  and  face  are  seldom  per- 
manently affected.  Another  condition  of  cavity  formation  in  the 
brain  is  the  sieve-like  state  of  the  brain  (etat  crible).  This  condi- 
tion was  described  first  by  Durand  Fardel.  It  is  due  to  a  general  di- 
latation of  the  vessels  as  the  result  of  repeated  hyperemic  attacks. 
This  condition  is  frequently  found  in  the  brains  of  old  people.  It 
can  best  be  shown  in  horizontal-transverse  sections  at  the  level  of 
the  white  substance  and  anterior  to  the  Island  of  Riel  and  the  tem- 
poral pole.  It  results  from  an  ordinary  perivascular  dilatation  with- 
out any  definite  alteration  of  the  tissues.  There  is  reason  to  believe 
that  the  etat  crible  is  due  rather  to  a  retraction  en  masse  of  the  cere- 
bral parenchyma  than  to  a  local  lesion.  Isolated  perivascular  dilata- 
tion around  one  of  the  lenticulo-strise  vessels  at  its  entrance  in  the 
lenticular  nucleus  is  sometimes  found.  This  lesion  in  its  essence  is 
analogous  to  the  preceding  one,  but  is  different  in  aspect  and  locali- 
zation. It  presents  itself  usually  as  a  cavity  varying  in  volume  from 
a  lentil  to  a  bean.  Its  walls  are  perfectly  smooth  and  no  trace  of 
histological  alteration  is  to  be  found  in  the  cerebral  parenchyma. 
There  is  in  all  likelihood  a  dilatation  merely  of  the  perivascular 
spaces.  Cerebral  porosis:  Numerous  examples  of  this  form  of  cav- 
ity formation  have  been  reported.  It  consists  of  the  presence  of 
rounded  cavities,  more  or  less  numerous,  fifteen  to  twenty  being 
found  in  one  frontal  section  of  a  hemisphere.  The  volume  of  these 
cavities  varies  from  that  of  a  hempseed  to  that  of  a  small  hazelnut. 
Their  location  is  variable,  in  the  cortex,  centrum  ovale,  central  gan- 
glia, peduncles,  and  cerebellum.  Histologically  there  is  no  modifi- 
cation to  be  found,  no  sclerotic,  nor  inflammatory  process.  Their 
origin,  according  to  Arnold  and  Pick,  is  due  to  a  dilatation  of  the 
perivascular  lymph  spaces,  due  to  a  disturbance  of  the  intra-cerebral 
lymphatic  circulation.  The  author  believes  that  this  explanation  is 
not  tenable,  but  that  they  are  due  to  post-mortem  changes. 

Schwab. 


Booft  IReviewe* 


The  American  Year  Book  of  Medicine  and  Surgery.  Edited  by 
George  M.  Gould,  M.D.  W.  B.  Saunders  &  Company,  Philadel- 
phia. 

The  Year  Book  for  1900  has  kept  up  the  high  standard  attained 
by  the  preceding  volumes  and  will  be  highly  appreciated  by  the  medi- 
cal profession  at  large.  All  branches  of  medicine  and  surgery  are 
covered  and  everything  of  interest  occurring  during  the  year  has 
been  briefly  described.  The  illustrations  are  numerous  especially  in 
the  part  devoted  to  surgery  and  are  very  well  executed. 

Having  the  work  divided  into  two  volumes,  one  for  medicine 
and  the  other  for  surgery,  will  receive  the  approval  of  all,  as  the 
single  volumes  are   too  large  and  unwieldy  for  easy   handling. 

Adams. 

A  Clinical  Text-book  of  Medical  Diagnosis  for  Physicians  and 
Students,  based  on  the  most  recent  methods  of  examination. 
By  Oswald   Vierordt,    M.D.     Authorized   translation   with   addi- 
tions by  Francis  H.  Stuart,  A.M.,   M.D.     Fourth  American  edi- 
tion.    W.  B.  Saunders  &  Company,  Philadelphia. 
The  fourth  American  edition  of  this  work  gives  proof  of  the  pop- 
ularity accorded  the  preceding  editions  of  the  most  complete  work 
on  medical  diagnosis  yet  given  the  medical  profession.     The  import- 
ance of  getting  at  the  history  and  keeping  a  correct  account  of  the 
case  is  well  emphasized.     The  diagnosis  of  diseases  affecting  the  res- 
piratory and  circulatory  systems  is  treated  of  at  considerable  length 
and  in  an  exceedingly  masterly  manner.    The  topographical  anatomy 
of  the  different  organs  has  been  described  and  also  their  physiology 
to  an  extent  that  would  justify  a  correct  appreciation  of  any  patho- 
logical change  that  might  take  place.    The  usual  routine  of  examina- 
tion is  adopted,  viz.,  inspection,  palpation,  percussion  and  ausculta- 
tion, and  it  is  pointed  out  how  the  best  results  can  be  obtained  by 
each  of  these  procedures.     The  examination  of  the  digestive  annara- 
tus  together  with  the  liver,  spleen,  etc.,  is  very  full  and  complete  as 
well  as  that  of  the  urinary  system.     The  description  of  the  examina- 
tion of  the  nervous  system  is  particularly  instructive,  disturbances  of 
sensibility   and   motility  with   electrical    examination   of   nerves    and 
muscles  being  prominently  brought  out.  Adams. 

Food  and  the  Principles  of  Dietetics.     By  Robert  Hutchinson, 
M.D.,   Edin.   M.   R.    C.    P.,   Assistant   Physician  to   the    London 
Hospital  and  to  the  Hospital  for  Sick  Children,  Great  Ormond 
Street.     William  Wood  &  Company,  New  York. 
The  province  of  dietetics  has  too  long  been  given  over  to  long- 
haired vegetarians,  and  it  is  a  pleasure  to  find  in  the  English  lan- 
guage  a  work  written  in  the   modern   spirit  of   science   which   also 
possesses  the  attribute  of  readability.    In  fact  it  may  be  said  that  the 
work   has  literary  merit. 
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Of  more  interest,  however,  to  the  practitioners  it  is  that  it 
possesses  scientific  accuracy  as  well.  In  form  it  is  succinct  and  yet 
ample.  The  writer  has  drunk  deep  of  the  waters  of  American  work- 
ers in  this  field,  notably  of  the  memorable  researches  of  Atwater, 
which  author  is  largely  quoted. 

We  know  of  no  work  of  recent  years  which  is  at  the  same  time 
authoritative  and  readable,  and  cordially  commend  it. 

Jelliffe. 
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For  medical  reasons  the  State  Hospital  authorities  have  found 
it  necessary  to  abolish  Ward  13  in  the  Binghamton  State  Hospital, 
New  York  State.  It  was  found  that  this  number  had  a  depressing 
effect  on  many  patients  whose  superstitions  were  increased  by  their 
mental  infirmities.  There  is  now  no  No.  13  in  the  hospital,  the 
wards  jumping  from  12  to  14  for  the  benefit  of  the  patients.  It  is  the 
first  time  that  the  unlucky  number  has  received  official  recognition 
by  State  authorities. 

Dr.  Omar  A.  Kell  has  been  appointed  a  member  of  the  medi- 
cal staff  of  the  Illinois  Eastern  Hospital  for  the  Insane  at  Kanka- 
kee, 111. 

Deputy  Attorney-General  Hadley  submitted  a  report  at  the 
investigation  into  the  methods  of  the  Indianapolis  Insanity  Trust,  in 
which  he  states  that  there  had  been  in  the  county  a  total  of  237  in- 
quests in  1899,  247  in  1900  and  161  up  to  June  25  of  this  year.  He  also 
found  that  the  affidavits  of  insanity  were  all  made  in  the  City  Dis- 
pensary Department  and  that  no  friends  of  the  alleged  insane  per- 
sons were  ever  called  to  testify  as  to  their  condition.  Continuing 
the  report  says:  "I  also  found  that  under  the  old  law,  the  persons 
claiming  to  be  medical  attendants  invariably  claimed  at  least  two 
days'  fee  as  medical  attendants.  This  is  clearly  illegal  under  the 
law.  I  also  found  that  it  was  the  custom  of  the  Justices  making  the 
examinations  to  hear  several  cases  in  one  day,  in  one  instance  hear- 
ing as  many  as  six,  and  charge  for  two  days'  services  in  each  case. 
It  is  also  a  fact  that  up  to  June  25,  1901,  affidavits  were  being  filed 
at  the  rate  of  26.8  per  month;  that  from  June  i  to  June  25,  thirty-one 
affidavits  were  filed  and  one  examination  held,  or  at  the  rate  of  ^7 
per  month;  that  at  that  time  the  agitation  in  regard  to  the  insanity 
investigations  began,  and  since  that  time  to  the  present  date  (July 
25)  there  have  been  only  three  affidavits  filed  and  three  examina- 
tions held,  and  this  during  the  hottest  season  of  the  year." 

The  affairs  of  the  National  Hospital  for  the  Paralyzed  and 
Epileptic,  referred  to  in  last  month's  issue  of  the  Journal,  have  re- 
ceived partial  settlement  in  the  resignation  of  the  Secretary-Direc- 
tor, under  whose  management  the  former  abuses  occurred.  A  Com- 
mittee of  Organization  has  been  formed  to  draw  up  a  new  scheme 
for  a  better  management  in  the  future. 

Dr.  Thomas  P.  Prout,  who  has  served  for  eight  years  as  resi- 
dent pathologist  of  the  New  Jersey  State  Hospital  for  the  Insane, 
has  resigned. 

One  result  of  the  numerous  investigations  into  the  mismanage- 
ment of  the  Bellevue  Insane  Pavilion  is  that  a  well-meaning  citizen 
of  New  York  has  offered  a  reward  of  $500  for  the  "conviction  of  any 
person  ill-treating  an  insane  person  in  any  city  institution." 

A  strong  appeal  is  made  by  the  New  Orleans  Times-Democrat  for 
contributions   to   supply  beds   for   ninety   women    in   the    Louisiana 
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State  Asylum,  who  are  now  obliged  to  sleep  on  straw  mats  laid  on 
the  floor,  owing  to  the  overcrowding  of  the  present  accommoda- 
tions. 

A  MEETING  of  boards  of  managers  and  superintendents  qf  insane 
hospitals  in  Ohio,  in  June,  was  largely  taken  up  with  the  discussion 
of  the  need  of  an  institution  for  the  criminal  insane  in  the  State. 

The  legislature  of  Arkansas  failed  to  provide  for  the  incre- 
ment of  the  insane  for  the  succeeding  biennial  period  in  its  single 
asylum.  The  consequence  is  that  no  more  patients  can  be  received, 
and  there  are  many  local  complaints  because  of  this  refusal.  The 
legislature  grants  but  $ioo  per  capita,  annually,  for  maintenance,  and 
bases  the  aggregate  on  the  existing  population.  It  is  now  incum- 
bent upon  counties  to  provide  local  relief,  in  order  to  remove  from 
jails,  where  they  are  now  confined,  insane  persons  who  have  been 
refused  admission  to  the  State  Hospital. 

Dr.  L.  Pierce  Clark,  who  has  served  for  the  past  five  years  as 
first  assistant  physician  at  the  Craig  Colony  for  Epileptics  at  Sonyea, 
N.  Y.,  has  resigned  his  position  to  enter  private  practice. 

The  State  Commission  in  Lunacy  reports  that  a  part  of  the 
new  buildings  for  the  Manhattan  State  Hospital  at  Central  Islip, 
New  York  City,  will  be  ready  for  occupancy  within  six  weeks,  when 
additional  accommodations  for  eight  hundred  insane  will  be  provided. 
The  buildings  have  been  in  course  of  construction  since  1898.  When 
completed  they  will  cover  an  area  over  one  mile  long.  Their  cost 
will  be  $1,275,000,  and  the  cost  of  their  furnishings  $100,000.  The 
furnishings  are  being  manufactured  in  the  state  prisons.  When  com- 
pleted the  new  buildings  will  accommodate  2,300  additional  insane. 

A  SYSTEM  of  out-door  treatment  for  insane  patients  afifected  with 
tuberculosis  has  been  in  pperation  at  the  Manhattan  State  Hospital 
for  the  past  two  months,  and  the  state  commission  in  lunacy  reports 
that  it  has  been  attended  with  most  gratifying  results.  Some  sixty 
patients  have  been  quartered  since  June  i  in  tents,  having  wooden 
floors  on  the  grounds  of  the  hospital.  The  patients  have  lived  and 
slept  in  the  tents.  The  result  has  been  that  old  and  feeble  patients 
have  been  greatly  invigorated,  and  formerly  helpless  patients  are 
now  able  to  walk  and  care  for  themselves. 

Governor  Stone,  of  Pennsylvania,  has  granted  an  allowance  of 
$50,000  for  the  establishment  of  a  homeopathic  State  hospital  for  the 
insane.  It  is  hoped  that  a  free  site  of  four  hundred  acres  of  land  can 
be  obtained  at  Mauch  Chunk,  which  would  give  the  absolute  use  of 
the  $50,000  for  the  erection  of  the  hospital. 

An  infirmary,  to  cost  $35,000  is  to  be  built  in  connection  with 
the  Central  Hospital  for  the  Insane  at  Jacksonville,  111. 

Bids  were  opened  at  Washington,  D.  C,  for  the  construction  of 
an  extension  to  St.  Elizabeth  Asylum,  the  government  hospital  for 
the  insane,  on  August  2.  The  extension  is  designated  to  accomrno- 
date  one  thousand  additional  inmates.  The  lowest  of  the  seven  bids 
submitted  was  $1,351,082,  made  by  Horton  &  Hemingway,  of  Provi- 
dence, R.  I.  The  appropriation  for  the  purpose  is  only  $900,000. 
New  bids  may  have  to  be  advertised  for. 
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PENNSYLVANIA;    NEUROLOGIST   TO    THE  PHILADELPHIA 
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In  1888,  and  on  several  occasions  since,  the  subject  which 
is  the  basis  of  my  remarks  today  was  discussed  at  meetings 
of  this  Association.  The  weight  of  opinion  in  the  Associa- 
tion, as  expressed  in  these  discussions,  seems  to  have  been 
against  the  position  which  I  have  uniformly  taken,  and  with 
but  slight  modification  have  consistently  held.  At  the  out- 
set it  may  be  well  for  me  to  restate  this  position :  I  hold  to  the 
separate  localisation  in  the  cortex  and  subcortex  of  the  cere- 
brum of  the  representation  of  movements  and  of  muscular 
and  cutaneous  sensibility,  not  believing  that  the  Rolandic  and 
adjacent  regions  are  sensori-motor  as  has  been  held  by 
Munk,  Hitzig,  Bastian,  Dana,  Starr,  Dejerine,  and  others; 

*Read  before  the  American  Neurological  Association,  June, 
1901. 


596  CHARLES  K.  MILLS. 

that  the  cerebral  motor  zone  includes  only  the  precentral, 
postcentral,  and  paracentral  convolutions,  and  the  caudal  ex- 
tremities of  the  first,  second  and  third  frontal  convolutions, 
and  the  anterior  fourth  of  the  superior  parietal  convolution 
as  usually  represented;  and  that  a  separate  and  extensive 
sensory  zone  exists,  which  includes  the  gyrus  fornicatus,  pre- 
cuneus, and  postparietal  convolutions,  possibly  also  the  hippo- 
campal  convolution  as  held  by  Ferrier.  With  regard  to  the 
subparietal  or  inferior  parietal  convolution,  the  evidence  at 
hand  is  not  as  conclusive  as  for  the  other  gyres  included  by 
me  in  the  sensory  zone.  My  views  are  indicated  semi-dia- 
grammaticaly  in  Figs.  228  and  229,  page  333,  of  my  "Treatise 
on  Diseases  of  the  Brain  and  Cranial  Nerves."  The  main  ob- 
ject of  the  present  remarks  is  to  show  that  additional  facts 
supporting  this  position  are  now  at  our  command,  and  a  spe- 
cial reason  for  again  bringing  the  subject  before  the  Associa- 
tion is  to  be  found  in  the  fact  that  several  of  the  contributions 
to  the  proceedings  of  this  meeting  contain  evidence  in  favor 
of  the  doctrine  of  separate  sensory  and  motor  localization. 
My  paper  is  not  intended  to  be  a  recital  of  original  observa- 
tions or  a  study  of  the  literature  of  the  subject,  and  yet  I 
trust  it  will  be  seen  that  it  is  based  on  both.  The  recent  work 
to  which  I  shall  appeal  as  upholding  the  view  of  the  separate 
representation  of  movement  and  of  cutaneous  and  muscular 
sensibility  is  entirely  that  of  members  of  this  Association,  and 
may  be  included  under  the  following  heads  :  (i)  Observations 
on  sensory  phenomena  and  especially  on  astereognosis  in 
connection  with  cases  in  which  operations  guided  by  localiza- 
tions have  been  performed;  (2)  clinical  observations  with 
autopsies  and  microscopical  investigation  showing  the  exis- 
tence of  the  carrefoiir  sensitif  of  Charcot ;  (3)  the  case  of 
Spiller  in  which  was  demonstrated  the  extent  of  the  motor 
cortex  in  man  from  the  cortical  degeneration  present  in  amy- 
otrophic lateral  sclerosis,  the  region  thus  mapped  out  corres- 
ponding closely  to  the  motor  zone  as  given  by  von  Monakow 
and  by  the  writer;  (4)  new  observations  on  cases  in  which 
operation  and  autopsy  have  demonstrated  that  lesions  strict- 
ly limited  to  the  motor  zone,  or  to  this  zone  and  the  region 
anterior  to  it,  have  shown  that  no  objective  sensory  phe- 


SEPARA TE  LOCALIZA TION.  597 

nomena  were  present ;  and  (5)  the  record  of  a  case  of  soften- 
ing in  which  astereognosis  and  ataxia  were  present,  but  not 
motor  paralysis. 

The  cases  of  brain  tumor  recently  recorded  by  me  are 
confirmatory  of  the  view  that  the  different  forms  of  muscu- 
lar and  cutaneous  sensibility  have  a  cerebral  localization  sep- 
arate from  that  of  the  motor  area.^  They  are  of  special  in- 
terest in  connection  with  the  study  of  astereognosis.  In  all 
the  cases  in  which  disorders  of  sensibility  including  astereo- 
gnosis were  present,  the  evidence  pointed  to  the  fact  that  the 
lesions  accounting  for  these  symptoms  were  located  in  the 
postparietal  region — the  region  between  the  retrocentral  and 
parieto-occipital  fissures.  The  conclusions  arrived  at  were 
that  tumors  of  the  postparietal  region,  and  especially  of  the 
superior  parietal  lobule  (parietal  of  Wilder),  give  as  their 
most  important  localizing  symptoms  disorders  of  cutaneous 
and  muscular  sensibility,  and  especially  astereognosis ;  other 
symptoms  often  present  in  such  cases  are  the  result  of  com- 
pression or  invasion  of  adjoining  regions.  In  referring  again 
to  the  reports  of  these  cases  and  the  conclusions  drawn  from 
their  study,  I  wish  to  emphasize  the  fact  that  at  certain 
stages  in  some  of  them  true  motor  paresis  was  absent. 

In  addition  to  the  cases  observed  by  me  other  cases  have 
been  recorded,  as  by  Walton  and  Paul,^  and  by  Burr,*  in 
which  astereognosis  and  some  of  the  so-called  forms  of  cere- 
bral anesthesia  have  been  present  without  motor  paralysis, 
in  contradiction  to  the  assertion  of  Verger*  that  he  knows  of 
no  case  in  which  cerebral  anesthesia  existed  without  motor 
paralysis.  The  long-since  recorded  case  of  Starr  and  Mc- 
Cosh^  seems  to  be  overlooked  by  the  more  recent  writers  on 
this  subject.  It  is  true  that  the  stereognostic  sense  in  the 
recent  method  of  regarding  this  subject  was  not  studied,  but 
the  record  shows  distinct  loss  of  muscular  sense  without  mo- 

^Mills,  Keen,  and  Spiller,  Jour.  Nerv.  and  Ment.  Dis.,  v.  27, 
May,  1900.     Mills,  Phila.  Med.  Jour.,  April  20,  1901. 

'Walton  and  Paul,  Jour.  Nerv.  and  Ment.  Dis.,  v.  28,  April,  1901. 
•Burr,  American  Jour.  Med.  Sci.,  v.  121,  March,  1901. 
*Arch.  Gen.  de  Med.,  Nov.  and  Dec,  1900. 
'American  Jour.  Med.  Sci.,  v.  108,  1894. 
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tor  paralysis.  Let  me  cite  here  a  brief  summary  of  this  case, 
which  was,  the  reporters  say, "comparable  to  an  accurate  phy- 
siological experiment  upon  the  cortex  of  the  brain,  although 
no  such  experiment  was  intended.  It  was  one  of  traumatic 
epilepsy  characterized  by  psychical  attacks  and  headache. 
Trephining  and  the  removal  of  a  small  angioma  were  fol- 
lowed by  loss  of  muscular  sense  in  the  right  arm  lasting  six 
weeks.  The  operation  was  performed  upon  a  spot  of  the 
brain  about  the  junction  of  the  superior  and  inferior  parietal 
convolutions,  clearly  posterior  to  the  postcentral  convolution, 
and  resulted  in  a  loss  of  muscular  sense  in  the  opposite  hand 
and  forearm,  without  any  disturbance  of  other  sensations  or 
of  movement."^ 

Walton  and  Paul  have  advanced  an  ingenious  explanation 
of  the  cerebral  sensori-motor  mechanism,  comparing  it  with 
the  mechanism  of  speech.  While  agreeing  in  large  part  with 
these  writers,  I  do  not  fully  concur  with  their  views,  and  the 
difference  is  essential.  They  suggest  (i)  that  we  may  have 
the  cortical  structures  receiving  impressions  of  simple  touch, 
temperature  and  pain,  locating  these  centers  as  they  have 
been  located  by  the  writer  and  others  holding  similar  views ; 
(2)  that  we  may  have  a  second  mechanism  for  the  associative 
memories  resulting  in  the  appreciation  of  the  character  of  the 
object  felt;  and  (3)  centers  assembling  the  stimuli  from  the 
various  groups  of  the  second  order  and  also  from  other 
sources.  If  I  understand  them  correctly,  this  third  or  assem- 
bling center  is  placed  in  the  Rolandic  or  motor  region  pro- 
per, and  it  is  with  this  portion  of  their  suggestion  that  I  do 
not  agree.  With  them,  and  differing  from  Dana,  I  believe 
that  it  is  logical  and  in  accordance  with  analogies  to  believe 
that  the  cerebral  sensory  mechanism  is  compound  and  even 
complicated.  Stated  as  simply  as  possible,  my  view  of  the 
cerebral  sensori-motor  mechanism  is  that  we  have  (i)  certain 
perceptive  centers  for  cutaneous,  muscular  and  other  sensa- 
tions comparable  to  the  well-known  visual  and  auditory  per- 
ceptive centers ;  (2)  that  we  have  associative  centers  perhaps 
comparable  with  the  speech  concept  centers,  and  (3)  that  we 

"Mills,  "The  Nervous  System  and  Its  Diseases,"  Phila.,  1898. 
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have  a  higher  stereognostic  center  where  takes  place  the  fin- 
al assemblage  and  arrangement  of  the  stimuli  which  are  to 
call  forth  movement  by  evoking  the  cells  of  the  entirely  dis- 
tinct motor  or  executive  region.  This  stereognostic  center 
is  to  be  compared  with  the  propositionizing  center  of  Broad- 
bent  in  Broca's  convolution,  and  not  with  the  centers  which 
contain  the  executive  cells  concerned  with  motor  speech  at 
the  feet  of  the  central  convolutions.  Even  Walton  and  Paul, 
while  they  hold  that  it  is  a  reasonable  supposition  "that  the 
Rolandic  region  contains  at  least  the  areas  representing  the 
principal  aggregation  of  cutaneous  and  muscular  memories 
whose  correlated  action  acquaints  us  with  the  various  quali- 
ties of  external  objects,"  admit  that  the  Rolandic  region  is 
not  the  sole  seat  of  sensation.  Burr  places  the  stereognos- 
tic center  in  the  superior  parietal  convolution,  where  I  had 
previously  located  it,  although  it  is  not  yet  demonstrated  that 
it  is  limited  to  this  convolution.  The  time  has  not  yet  ar- 
rived for  the  exact  anatomical  subdivision  of  the  sensory 
zone  or  region,  but  some  facts,  anatomical,  physiological  and 
clinico-pathological,  seem  to  indicate  that  cutaneous  sensi- 
bility has  its  centers  of  representation  chiefly  in  the  limbic 
lobe,  while  muscular  sensibility  and  the  stereognostic  sense 
are  more  especially  represented,  as  has  already  been  stated, 
in  the  postparietal  region,  which  includes  the  superior  and 
inferior  parietal  convolutions  and  precuneus.  Should  this 
prove  to  be  the  case,  the  losses  and  disturbances  of  cutan- 
eous sensibility  found  in  lesions  of  the  two  great  parietal  con- 
volutions are  probably  to  be  explained  by  a  cutting  of  sen- 
sory tracts  on  the  way  to  the  limbic  lobe. 

A  word  might  be  said  here  with  regard  to  Bastian's"^  view 
of  kinesthesis  and  kinesthetic  centers.  As  defined  by  Bastian, 
kinesthesis,  or  the  sense  of  movement,  is  included  in  part  at 
least  in  the  stereognostic  sense.  It  has  been  used  to  include 
all  those  impressions  which  are  evoked  by  muscular  move- 
ments, including  "cutaneous  impressions,  impressions  from 
muscles,  fasciae,  tendons  and  articular  surfaces,  and  in  addi- 
tion a  set  of  unfelt  or  but  little  felt  impressions  which  guide 

'Bastian,  "The  Brain  as  an  Organ  of  Mind,"  N.  Y.,  1883. 
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the  activity  of  the  brain  by  the  information  (unconscious) 
which  they  afford  us  as  to  the  different  degrees  of  contrac- 
tion of  all  the  muscles  concerned  in  the  production  of  move- 
ment." (Bastian.)  While  recognizing  the  existence  of  such  a 
sense,  I  believe  that  its  representation  should  be  placed  not 
in  the  motor,  but  in  the  postmotor  region. 

An  acceptance  of  Charcot's  carrefour  sensitif  "favors  the 
doctrine  of  the  existence  of  separate  areas  of  representation 
for  cutaneous  and  muscular  sensibility,  for  if  a  tract  which 
conveys  these  forms  of  sensibility  is  compacted  together  in  a 
special  and  limited  portion  of  the  internal  capsule,  it  is  prob- 
able that  the  upward  extensions  of  this  tract  pass  to  special 
cortical  regions.  The  opponents  of  the  theory  of  separate 
sensory  localization  would  seem  to  accept  this  way  of  look- 
ing at  the  matter.  Dejerine,  for  instance,  one  of  the  strong- 
est advocates  of  a  mixed  sensori-motor  cortical  zone,  holds 
also  that  motor  and  sensory  fibers  are  commingled  in  the  inter- 
nal capsule.  A  marked  tendency  has  been  shown  in  recent 
years  to  abandon  Charcot's  idea  of  the  sensory  cross-roads, 
in  spite  of  the  old  facts  apparently  demonstrating  its  exis- 
tence. The  belief  in  the  existence  of  such  a  tract  is  not  in 
necessary  antagonism  with  the  view  that  the  thalamus  is  a 
great  basal  center  for  sensation.  It  is  probable  that  large 
portions  of  the  sensory  tract  pass  to  the  thalamus,  and  that 
other  sensory  fibers  go  directly  to  the  cortex.  It  is  also  prob- 
able that  fibers  conveying  sensation  pass  from  the  thalamus 
to  the  cortex.  Just  where  these  different  bundles  end  is  yet 
to  be  determined,  but  I  do  not  believe  that  they  pass,  or  even 
that  they  mainly  pass  directly  to  the  motor  zone.  The  contribu- 
tion to  this  meeting  by  Drs.  Dercum  and  Spiller  would  seem 
to  be  a  final  confirmation  of  the  existence  of  the  carrefour  sensi- 
tif. I  had  the  opportunity  of  seeing  and  studying  the  patient 
referred  to  by  them  in  the  wards  of  the  Philadelphia  Hospital 
as  early  as  1892. 

The  case  was  included  in  a  series  of  cases  of  hemianopsia 
recorded  by  Dr.  de  Schweinitz  and  the  writer  in  Vol.  Ill  of 
the  "Philadelphia  Hospital  Reports"  (1896),  where  it  was  re- 
corded as  a  case  of  right  lateral  quadrant  anopsia,  with  ab- 
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sence  of  Wernicke's  symptom ;  but  with  dyslexia,  right  hemi- 
paresis,  partial  right  hemianesthesia  and  partial  word-deaf- 
ness and  word-blindness.  The  case  as  recorded  by  Dr.  Der- 
cum^  was  one  of  hemiplegia  with  exaggerated  reflexes  asso- 
ciated with  hemianesthesia,  also  with  right  homonymous  he- 
mianopsia. As  reported  by  Dercum  and  Spiller,  autopsy  and 
careful  examination  were  eventually  made  on  this  patient. 
The  autopsy  showed  that  the  primary  lesion  was  confined  to 
the  extreme  posterior  portion  of  the  posterior  limb  of  the  in- 
ternal capsule.  The  thalamus  was  not  invaded  by  it,  although 
tracts  of  secondary  degeneration  were  traced  into  this  body. 

The  results  of  embryological  studies  in  myelinization  by 
Flechsig  and  others  are  not  in  antagonism  with  the  view  that 
there  are  separate  areas  of  representation  for  sensation, 
movements  and  for  the  assembling  processes  which  intervene 
between  sensation  and  movements,  although  some  of  these 
may  at  first  sight  appear  to  be  opposed  to  this  view.^  I  shall 
omit  any  reference  to  centripetal  neurone  systems  below  the 
level  of  the  internal  capsule  and  red  nucleus.  Flechsig  traces 
the  upward  continuations  of  neurone  systems  both  of  the  lem- 
niscus and  the  red  nucleus,  although  he  does  not  discriminate 
between  these  two  sets  of  fibers  in  his  descriptions.  He  di- 
vides all  the  central  centripetal  neurones  after  they  have 
reached  the  level  of  the  red  nucleus  and  internal  capsule  into 
three  systems  of  fibers  which  become  medullated  at  different 
ages  and, can  therefore  be  distinctly  separated  from  each 
other. 

The  first  of  these  systems  is  medullated  at  about  the 
ninth  fetal  month,  occupies  the  most  posterior  part  of  the  in- 
ternal capsule,  and  in  its  upper  half  the  area  immediately  be- 
hind the  pyramidal  tract.  Its  fibers  coming  in  part  from  the 
median  lemniscus  are  distributed  according  to  Flechsig,  ex- 
clusively to  the  cortex  of  the  two  central  convolutions. 

The  fibers  of  the  second  system  which  come  entirely  from 

^Dercum,  Jour.  Nerv.  and  Ment.  Dis.,  v.  26,  April,   1899. 

'These  views  are  summarized  from  L.  F.  Barker's  "Nervous 
System  and  its  Constituent  Neurones."  N.  Y.,  1899.  In  this  work 
numerous  references  to  the  investigations  of  Flechsig  will  be  founds 
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the  thalamus  and  chiefly  from  its  lateral  nucleus,  become  my- 
elinated one  month  later  than  those  of  the  first  system,  and 
while  one  portion  of  this  system  passes  to  the  convolutions 
included  by  me  in  the  motor  zone,  the  main  body  of  the  fi- 
bers is  distributed  in  three  separate  bundles  to  the  gyrus  for- 
nicatus,  hippocampal  convolution  and  uncinate  convolution, 
in  brief,  to  the  entire  limbic  lobe. 

A  third  system  which  is  medullated  still  later  emerges 
from  the  anterior  portion  of  the  lateral  nucleus  of  the  thala- 
mus, passes  into  the  internal  capsule  about  its  middle  portion, 
then  subdividing  is  eventually  distributed  by  more  or  less 
separate  bundles  to  the  third  frontal  convolution,  the  middle 
portion  of  the  gyrus  fornicatus,  the  anterior  portion  of  the 
superior  or  first  frontal  convolution  and  the  foot  of  the  mid- 
dle or  second  frontal  convolution. 

It  is  altogether  probable  that  the  fibers  of  those  systems 
which  are  distributed  to  the  limbic  lobe  are  concerned  with 
the  transmission  of  sensations  which  have  their  cortical  ter- 
mini in  this  lobe.  Those  fibers  which  go  directly  to  the  con- 
volutions of  the  motor  region  are  concerned  with  the  more 
direct  cerebral  reflexes. 

The  views  here  presented  with  regard  to  the  sensori-mo- 
tor  mechanism  accord  in  the  main  with  the  ideas  involved  in 
Flechsig's  theory  of  association  centers.  Both  the  associa- 
tive centers  comparable  to  the  speech  concept  center  and  the 
higher  stereognostic  or  assembling  center  would-  probably 
be  included  in  Flechsig's  association  centers.  The  superior 
and  inferior  parietal  convolutions  and  the  precuneus  form 
an  important  portion  of  his  associative  system,  and  in  these 
convolutions  the  clinical  facts  here  presented  would  seem  to 
indicate  that  the  associative  and  stereognostic  centers  are 
situated.  A  little  consideration  will  make  it  evident  that 
the  facts  of  clinical  medicine  are  in  accord  with  those  of  em- 
bryological  research.  The  muscular  sense  and  especially  the 
stereognostic  sense  as  it  is  now  understood,  are  higher  devel- 
opments than  the  senses  of  touch,  pain  and  temperature. 
Flechsig  has  shown  that  the  white  matter  in  the  superior  and 
inferior  parietal  lobules,  like  that  of  his  other  association  re- 


SEPARATE  LOCALIZATION.  603 

gions,  becomes  medullated  considerably  later  than  that  of 
the  sense  centers,  those  in  the  limbic  lobe,  for  instance.  These 
association  centers  furnish  a  mechanism  which  makes  possi- 
ble "the  working  up  into  higher  units  of  simple  sense  impres- 
sions and  of  combinations  of  simple  sense  impressions  of  the 
same  qualities  and  of  different  qualities."    (Barker.) 

In  this  connection  I  wish  by  reiteration  to  make  my  posi- 
tion entirely  clear.  I  believe  that  the  centers  both  for  the 
more  simple  forms  of  sensibility  like  those  of  touch,  pain  and 
temperature;  and  the  centers  for  such  higher  processes  as 
stereognosis,  are  entirely  distinct  from  the  motor  centers 
proper. 

The  case  of  Spiller^®  in  which  he  determined  the  extent  of 
the  motor  cortex  in  man  from  the  degeneration  of  amyotro- 
phic lateral  sclerosis  is  in  my  judgment  so  far  as  it  goes  con- 
firmatory of  the  views  held  by  me  regarding  separate  sensory 
and  motor  localization  in  the  cerebral  cortex.  The  diagram 
obtained  by  Spiller  conforms  quite  closely  to  that  given  by 
von  Monakow  and  by  the  writer  for  the  cortical  motor  area. 
Spiller  examined  blocks  of  cerebral  tissue  removed  from  the 
Rolandic  and  adjoining  regions,  and  stained  these  by  the 
Marchi  method,  and  from  the  results  obtained  in  this  way  his 
diagram  was  made.  He  says  that  the  portion  corresponding 
to  Broca's  region  shows  the  presence  of  degenerated  fibers. 
He  was  not  able  to  observe  degeneration  of  the  gyrus  forni- 
catus  below  the  paracentral  lobule,  or  on  the  median  aspect 
of  the  first  frontal  convolution.  No  degeneration  was  found 
in  the  parietal  lobe  from  a  point  a  little  posterior  to  the  upper 
extremity  of  the  postcentral  convolution.  A  study  of  his  dia- 
gram shows  that  the  gyrus  fornicatus,  precuneus,  superior 
parietal  lobule  in  the  main,  and  the  inferior  parietal  lobule 
are  not  included  in  the  motor  region.  The  areas  excluded  are 
in  other  words  those  which  have  always  been  regarded  by  me 
as  not  motor  in  function. 

The  fourth  head  under  which  was  included  the  recent 
work  upholding  the  view  of  separate  sensory  localization  was 

"Spiller,  "Contributions  from  the  William  Pepper  Laboratory  of 
Clinical  Medicine,"  Phila.,  1900. 
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that  of  newer  observation  on  cases  in  which  operation  or  au- 
topsy, or  both,  have  demonstrated  that  lesions  strictly  limited 
to  the  motor  zone,  or  to  this  zone  and  the  region  anterior  to 
it,  have  shown  that  no  objective  sensory  phenomena  were 
present.  A  number  of  cases  of  this  sort  might  be  cited,  but  I 
shall  refer  to  only  two,  both  reported  at  this  meeting. 
One  of  these  cases,  briefly  referred  to  by  me  in  a  previous  pa- 
per,^^  is  recorded  at  length  by  Dr.  Sinkler. 

My  views  as  to  general  diagnosis  and  location  were  con- 
firmatory of  those  held  by  Drs.  Sinkler  and  Potter,  namely, 
that  the  lesion  was  a  tumor,  and  was  largely,  if  not  entirely, 
confined  to  the  motor  zone.  The  patient  had  no  objective 
sensory  symptoms,  although  she  at  times  complained  of  a 
numb  feeling  in  the  left  side  of  the  face,  left  arm  and  left  leg, 
which  were  paretic,  the  loss  of  power  being  marked  in  the 
lower  extremity.  She  had  several  convulsive  seizures  chiefly 
affecting  the  limbs  of  the  partially  paralyzed  half  of  the  body. 
All  the  deep  reflexes  on  the  left  side  were  increased,  persis- 
tent ankle-clonus  being  present.  The  Babinski  phenomenon 
was  elicited  on  the  left  side.  Headache  was  not  conspicuous, 
but  vomiting  occurred,  and  double  optic  neuritis  was  present. 
The  most  notable  point  is  that  objective  symptoms  referable 
to  the  areas  of  muscular  and  cutaneous  sensibility  and  the 
special  senses  were  absent,  excepting  of  course  the  optic 
neuritis,  which  has  no  localizing  value.  In  this  case  the  au- 
topsy showed  the  tumor  compressing  the  motor  region. 

The  second  case  to  which  I  desire  to  make  reference  is 
that  of  Leszynsky  and  Glass. ^^  It  is  sufficient  for  the  purposes 
of  my  argument  to  say  that  in  this  case  the  tumor  was  locat- 
ed in  the  motor  region  by  motor  symptoms ;  that  the  growth 
was  successfully  removed,  and  that  even  the  post-operative 
symptoms  were  purely  motor.  A  study  of  the  different  forms 
of  sensibility  was  made,  but  without  revealing  any  sensory 
symptoms. 

The  last  evidence  to  which  I  shall  allude  in  favor  of 
the  position  taken  in  this  paper  is  that  afforded  by  a  case 

"Mills,  Phila.  Med.  Jour.,   Apr.  20,  1901. 

"Leszynsky  and  Glass,  Medical  Record,  Sept.  28,  1901. 
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very  recently  observed.  A  middle-aged  woman  was  seen 
twice  by  me  at  the  Woman's  Hospital  in  Philadelphia.  She 
had  no  history  of  syphilis,  but  one  of  malaria,  malarial  para- 
sites having  been  found  in  her  blood  some  weeks  before  my 
examination  of  the  patient.  The^ase  was  also  seen  in  con- 
sultation by  Dr.  Spiller,  who  was  present  at  the  autopsy.  I 
shall  omit  all  points  except  those  bearing  on  the  question  of 
localization.  The  chief  symptoms  and  signs  were  optic  neu- 
ritis of  high  grade,  pain  in  the  occipital  region,  mental  hebe- 
tude increasing,  stiffness  of  the  neck  with  retraction  of  the 
head,  ataxia  and  astereognosis  of  the  left  upper  extremity, 
nystagmus  on  lateral  movement,  and  sluggish  knee-jerks. 
No  true  motor  paralysis  was  present.  The  ophthalmologist 
had  not  recorded  any  examination  of  the  visual  fields,  and 
the  condition  of  the  patient  precluded  our  determining  the 
presence  or  absence  of  hemianopsia.  Autopsy  showed  a  large 
area  of  softening  which  to  the  naked  eye  was  con- 
fined to  the  superior  parietal  lobe,  not  extending  into  the  cen- 
tral convolutions.  The  autopsy  was  held  only  a  few  days  be- 
fore this  meeting,  so  that  a  sufficient  time  has  not  elapsed  to 
allow  of  a  more  careful  report  on  the  case. 

I  do  not  intend  in  the  present  paper  to  go  over  at  length 
the  older  arguments  for  and  against  separate  sensory  and 
separate  motor  localization  in  the  cerebrum.  These  can  be 
found  in  my  work  on  diseases  of  the  brain  and  cranial  nerves, 
and  in  Schafer's  new  "Text-Book  of  Physiology"  (Edingb., 
Lond.  and  N.  Y.,  1900,  v.  2),  but  I  may  be  permitted  a  brief 
glance  at  the  most  important  of  them. 

Physiological  experiments  have  shown  that  destructive 
lesions  of  various  parts  of  the  limbic  lobe  cause  anesthesia, 
especially  loss  of  the  pain  and  temperature  senses,  and  in  at 
least  a  few  cases  lesions  of  the  gyrus  fornicatus  have  result- 
ed in  permanent  anesthesia.  The  well-known  fact  that  le- 
sions of  the  lateral  aspect  of  the  cerebral  hemisphere,  and  es- 
pecially of  the  motor  region  far  outnumber  those  of  the  lim- 
bic lobe  and  other  portions  of  the  mesal  aspect  of  the  cere- 
brum, explains  in  part  the  comparatively  few  clinico-patho- 
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logical  cases  demonstrating  anesthesia  from  lesion  of  the 
purely  sensory  zone. 

In  the  encircling  experiments  in  which  the  motor  region 
was  isolated  from  the  rest  of  the  brain,  the  motor  cells  would 
not  respond  to  tactile  or  otfter  sensory  impressions  although 
they  would  to  direct  excitation. 

When  removal  of  blocks  of  the  motor  cortex  was  careful- 
ly done  the  experiments  were  not  followed  by  anesthesia. 

It  is  only  necessary  to  refer  to  the  numerous  recorded 
cases  of  lesion  of  the  motor  cortex  without  impairment  of 
sensibility,  and  also  to  the  cases  in  which  excision  of  the 
human  cortex  during  surgical  operations  has  likewise  not  re- 
sulted in  anesthesia. 

The  strongest  case  made  out  in  favor  of  a  Rolandic  sen- 
sori-motor  cortex  is  that  which  has  been  built  up  from  a  stu- 
dy of  cases  of  lesion  in  this  region,  or  alleged  to  be  in  this 
region,  in  which  sensory  as  well  as  motor  phenomena  have 
been  present,  but  if  every  such  case  were  carefully  analyzed 
a  satisfactory  explanation  of  the  apparent  contradiction 
would  be  forthcoming.  I  shall  recall  here  a  few  of  these  ex- 
planations. Some  of  these  sensory  disorders  are  hysteric- 
al or  at  least  functional.  Subjective  sensory  disturbances 
should  not  be  given  weight,  as  these  may  be  present  in  pure 
motor  paralysis,  and  are  largely  the  result  of  suggestion.  Cir- 
culatory disturbances  in  parts  beyond  those  included  in  the 
paralyzing  lesion  account  for  some  such  cases,  according  to 
Legroux  and  de  Brun,^^  and  pressure  on  neighboring  parts 
accounts  for  the  impairment  of  sensation  in  other  cases.  De- 
fects of  sensation  are  sometimes  due  to  local  causes  in  the 
paralyzed  limbs,  as  to  extreme  coldness  or  lymph  accumula- 
tion. Another  argument  made  use  of  by  Schafer  is  not  given 
the  weight  which  it  deserves.  In  a  few  words  it  may  be  ex- 
pressed by  saying  that  as  all  cerebral  sensory  areas  are  con- 
nected by  association  fibers  with  the  motor  area,  it  follows 
that  a  lesion  in  the  motor  area  will  sever  this  connection.  The 
effect  of  such  severance  may  be  felt  for  a  time  at  least,  not 
only  in  the  motor  area  and  its  projections,  but  also  in  the 

"Legroux   and   de   Brun,    "L'Encephalon,"    1884. 
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parts  from  which  it  is  isolated,  namely,  in  the  sensory  and 
association  regions ;  and  not  only  is  this  true,  but  a  real  de- 
generation or  involution  of  those  parts  of  the  nerve  fibers 
which  are  proximal  to  the  lesion  occurs,  hence  we  may  have 
both  temporary  and  even  persistent  sensory  phenomena  as 
the  result  of  a  lesion  not  in  the  sensory  sphere. 

Owing  to  the  fact  that  the  motor  and  sensory  regions  are 
co-terminous,  lesions  mainly  in  one  region  frequently  invade 
to  some  extent  the  other.  Every  case  should  be  excluded 
from  a  collection  intended  to  prove  that  the  Rolandic  region 
is  sensori-motor,  in  which  the  lesion  described  extends  even 
for  the  fragment  of  an  inch  into  any  part  of  the  great  encir- 
cling sensory  region.  The  greatest  care  should  be  taken  by 
those  who  collect  data  of  this  kind  to  accurately  describe  the 
exact  limits  of  the  lesions.  It  will,  I  believe,  be  found  that 
very  many  cases  included  in  the  well-known  collections  of 
cases  used  by  the  advocates  of  a  sensori-motor  zone,  are  not 
cases  in  which  the  lesions  are  strictly  limited  to  the  motor 
zone  as  described  in  this  paper.  All  cases  of  recent  opera- 
tion on  the  motor  zone  or  of  recent  hemorrhage  into  this 
region  should  be  carefully  sifted  before  they  are  accepted 
as  evidence.  By  pressure,  bruising  and  infiltration,  the  in- 
fluence of  lesions  of  this  character  is  usually  extended  beyond 
the  area  of  the  lesion,  or  what  is  supposed  to  be  this  area. 

DISCUSSION. 

« 

Dr.  G.  L.  Walton  said  that  there  is  one  thing  we  must  re- 
member in  connection  with  an  investigation  of  separate  cases. 
A  great  many  individual  cases  have  been  produced  as  abso- 
lutely proving  this  or  that,  but  a  very  little  experience  with  the 
study  of  these  cases  will  convince  us  that  we  cannot  draw  defi- 
nite conclusions  from  any  single  case,  or  any  half  dozen  cases. 
By  definite  conclusions  he  meant  deciding,  because  we  find  a 
lesion  in  a  certain  region,  that  this  region  is  the  center  of  the 
function  which  is  lost.  Dr.  Mills  himself  had  elaborated  on  this 
subject  particularly  with  regard  to  operative  cases.  To  real- 
ise this  fact  we  only  need  to  remember  the  effect  of  operation 
upon  distant  parts  of  the  brain  with  whose  function  we  are 
familiar,  for  example.  Dr.  Walton  had  seen  a  case  in  which 
a  mere  bit  of  cortex  was  removed  from  the  upper  Rolandic 
region,  no  further  damage  being  done,  as  far  as  one  could  see. 
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but  after  operation  the  patient  had  mind-blindness  and  word- 
deafness.  We  certainly  would  not  draw  the  conclusion  that 
these  functions  have  their  seat  at  the  upper  end  of  the  fissure 
of  Rolando.  When  we  come  to  study  cases  in  which  no  symp- 
toms were  produced  before  operation  by  a  tumor  in  the  Ro- 
landic  region  or  elsewhere,  and  to  study  the  symptoms  that 
took  place  after  operation,  which  set  of  symptoms  are  we  go- 
ing to  attribute  to  that  locality  ?  Dana  quotes  a  case  in  which 
a  large  tumor  was  found  in  the  Rolandic  region  which  had 
produced  no  symptoms  before  operation,  but  after  opera- 
tion most  extensive  loss  appeared;  including  sensations  of 
pain,  touch  and  temperature  as  well  as  the  stereognostic 
sense.  Now,  personally,  in  a  case  like  this,  if  either  set  is  re- 
garded as  final  we  should  choose  the  ante-operative  symp- 
toms, for  these,  if  any,  symptoms  are  to  be  attributed  to  the 
lesion  itself.  Dr.  Walton  was  arguing  against  himself  a  little, 
because  this  case  would  indicate  that  the  Rolandic  region  is 
free  from  sensory  function,  a  view  with  which  he  did  not  agree. 
We  all  know,  however,  that  a  tumor  may  be  found  in  a  certain 
situation  which  we  recognize  as  the  seat  of  a  certain  function, 
and  yet  the  function  not  be  lost.  This  only  illustrates  the  fal- 
lacy of  depending  on  single  cases.  What  we  can  do  is  to 
study  groups  of  cases.  He  had  recently  looked  over  the  care- 
fully reported  cases,  among  Dana's  last  25  cases,  and  the 
cases  of  Verger,  and  he  had  found  that  the  stereognostic 
sense  is  often  lost  alone  in  lesion  of  the  central  convolutions, 
whereas  cases  in  which  both  the  fissure  of  Rolando  and  the 
parietal  region  are  affected  are  apt  to  lose  not  only  the 
stereognostic  sense,  but  also  pain,  touch  and  temperature.  If 
we  may  draw  any  conclusion  from  such  a  study,  we  should 
draw  the  conclusion  that  the  stereognostic  sense  is  situated 
in  the  Rolandic  region,  and  pain,  touch  and  temperature  more 
posteriorly.  But  he  did  not  claim  for  a  moment  that  the 
study  of  one  group  of  cases  proves  even  this  fact.  He  mere- 
ly said  that  such  study  is  suggestive,  and  that  if  we  start  out 
with  the  preconceived  idea  that  this  is  the  distribution,  we 
shall  be  surprised  to  find  how  the  cases  fall  in  line,  as  it  is 
equally  true  if  a  person  starts  out  with  any  preconceived  idea 
he  can  fit  almost  any  case  to  his  theory.  The  same  cases 
have  certainly  been  adduced  more  than  once  to  fit  different 
theories.  There  seems  to  be  very  little  difference  between 
Dr.  Mills'  present  position  and  the  position  recently  advanc- 
ed in  the  paper  by  Dr.  Paul  and  Dr.  Walton  to  which  Dr. 
Mills  had  alluded.  The  only  difference  as  Dr.  Walton  under- 
stood it  is  that  instead  of  placing  the  stereognostic  sense  in 
the  Rolandic  region  Dr.  Mills  places  it  a  little  more  poster- 
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iorly.  Dr.  Walton  agreed  with  Dr.  Mills  that  Broca's  con- 
volution is  not  a  motor  center  in  any  sense  of  the  word,  and 
that  the  stereognostic  center,  if  there  be  such  an  one,  is  not 
a  motor  center.  From  his  point  of  view  the  stereognostic 
center  represents  an  aggregate  of  memories  of  touch,  pain, 
temperature,  sights,  sounds,  and  even  memories  of  the  words 
which  are  used  in  connection  with  the  movements  we  are 
about  to  make,  and  the  objects  we  handle.  Now,  no  one  can 
absolutely  say,  and  no  one  will,  perhaps,  ever  absolutely  be 
able  to  say,  whether  this  aggregation  takes  place  in  the  Ro- 
landic  gyri  or  the  anterior  part  of  the  parietal  lobes.  Per- 
haps Cajal  has  led  the  way  to  solving  the  problem  in  his  re- 
cent study  of  the  anatomy  of  the  cortex,  in  which  he  shows 
very  clearly  that  there  is  a  distinct  difference  in  the  formation 
of  the  posterior  and  the  anterior  Rolandic  gyri ;  whereas  the 
anterior  Rolandic  gyrus  has  many  large  and  middle-sized  py- 
ramidal (motor)  cells,  there  are  many  less  of  these  in  the  pos- 
terior central  gryus  and  an  entirely  different  set  of  nerve  fibers,, 
nerve  plexuses,  giving  the  associative  cortex  type.  Cajal  sug- 
gests that  there  is  either  a  different  kind  of  motion  carried  on 
posteriorly,  or  perhaps,  that  the  posterior  gyrus  is  sensory 
and  the  anterior  motor.  The  latter  suggestion  would  fit  very 
nicely  with  the  supposition  that  the  stereognostic  sense  is  sit- 
uated in  the  posterior  Rolandic  gyrus  and  motion  in  the  an- 
terior; Dr.  Walton  agreed  with  Drs.  Mills  and  Dercum  that 
the  sensory  and  motor  functions  are  separate.  Certain  cases 
have  been  reported.  Dr.  Walton  had  seen  two  or  three  cases 
in  which  sensation  was  lost  without  motion;  these  cases  are 
so  few  that  Dana  practically  denies  them  and  Verger  regards 
them  as  very  exceptional.  We  may  certainly  draw  the  con- 
clusion that  these  centers,  though  distinct,  are  very  close  to- 
gether. Dr.  Walton  remembered  one  case  of  Rolandic  lesion 
in  which  the  stereognostic  sense  was  at  first  lost  without  loss 
of  motion,  but  in  a  few  days  loss  of  motion  followed.  The 
centers  may  overlap.  Perhaps,  as  Horsley  suggests,  the 
small  cells  are  sensory  and  the  large  cells  motor,  in  which 
event  the  sensory  cells  might  easily  overlap  the  motor  cells 
which  are  to  carry  out  the  action  which  has  its  concept  in  the 
sensory  cells.  Dr.  Walton  thought  that  Dr.  Mills  has  to  ex- 
plain away  many  cases  of  Rolandic  lesion,  with  loss  of  stere- 
ognostic sense,  by  assuming  that  a  different  region  is  impli- 
cated, and  it  seems  more  reasonable  to  attribute  this  function 
to  the  central  convolutions. 

Dr.  P.  C.  Knapp  said  it  was  somewhat  interesting  to  hear 
Dr.  Mills  change  his  position  from  that  which  he  held  six 
years  ago  when  he  admitted  that  the  sensory  center  extended 
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as  far  forward  as  the  fissure  of  Rolando.  He  had  apparently 
gone  back  half  an  inch  if  not  more.  At  that  time 
Dr.  Mills  admitted  that  the  center  did  extend  to 
the  fissure  of  Rolando.  The  clinical  evidence,  however, 
in  favor  of  sensory  distribution  up  to,  if  not  anterior 
to  the  Rolandic  region  seemed  to  Dr.  Knapp  very 
strong,  as  he  had  held  when  he  read  his  paper  upon  the  sub- 
ject eleven  years  ago  before  this  Association.  The  evidence, 
however,  as  to  a  center  for  tactile  gnosis  or  stereognosis  is 
as  yet  somewhat  indefinite.  A  priori  we  must  admit  that 
stereognosis  is  a  cortical  function,  yet  we  can  not  determine 
the  exact  center  for  that  cortical  function  on  the  evidence  of 
m^any  of  the  reported  cases  any  more  than  we  can  determine 
the  evidence  in  favor  of  a  center  for  visual  gnosis  or  auditory 
recognition  in  those  with  defective  hearing  or  sight.  We 
must  find  that  the  patient  has  absolutely  normal  sensibiHty  in 
every  other  respect.  We  cannot  diagnosticate  visual  agno- 
sis  until  we  demonstrate  that  the  patient  has  a  clear  visual 
power.  We  cannot  demonstrate  that  a  patient  has  psychical 
deafness  until  we  have  demonstrated  first  that  the  patient  has 
a  perfect  auditory  faculty.  So,  until  we  have  demonstrated 
that  the  patient  has  a  perfectly  normal  tactile  sensibility  in  all 
its  forms,  which  is  a  most  difficult  process,  we  cannot  demon- 
strate conclusively  a  center  for  stereognosis.  We  cannot  be 
absolutely  certain  of  our  center  for  cortical  recognition  of  tac- 
tile impressions,  inasmuch  as  we  know  that  in  lesions  of  the 
sensory  tract  lower  down  we  very  often  have  from  the  de- 
fective sensibility  defective  recognition.  Dr.  Mills  had.  Dr. 
Knapp  thought,  overlooked  to  a  considerable  extent  the  de- 
velopmental and  anatomical  relations  of  the  sensory  tract,  the 
demonstration  that  the  sensory  fibers  do  pass  into  the  Rolan- 
dic convolutions  as  well  as  into  the  parietal,  and  he  had  laid 
altogether  too  little  stress  upon  the  large  number  of  clinical 
cases  of  lesion  of  the  Rolandic  region  in  which  there  had  been 
very  definite  loss  of  sensory  function. 

Dr.  F.  W.  Langdon  said  he  had  recently  had  under  his 
care  a  case  that  perhaps  should  contribute  a  mite  to  this  dis- 
cussion. The  patient,  a  married  woman,  24  years  old,  with  a 
child  about  a  year  old,  for  seven  years  had  had  severe  epilep- 
tic convulsions,  typical  grand  mal  attacks  with  unconscious- 
ness, and  cry,  and  had  bitten  her  tongue  at  various  times.  She 
had  commonly  two  or  three  of  these  attacks  a  day,  sometimes 
six,  and  rarely  went  a  week  without  two  or  three  except  when 
under  the  influence  of  bromides  given  in  enormous  quanti- 
ties. When  she  was  brought  to  Dr.  Langdon's  office  she  was 
in  a  state  of  mild  dementia  from  the  administration  of  bro- 
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mides  for  nearly  a  year.  They  did  not  control  the  attacks, 
but  made  them  milder.  She  had  numerous  mild  attacks.  She 
was  practically  disabled.  Dr.  Langdon  recommended  that  she 
be  put  to  bed  for  a  week  or  two  and  given  diluents  and  liquid 
diet,  with  strychnia  and  arsenic.  She  came  back  inside  of  ten 
days  a  different  person,  bright  and  active,  but  the  convulsions 
recurred.  The  attacks  began  in  the  left  little  finger  with  a 
twitching,  and  sometimes  extended  to  the  wrist  and  some- 
times not.  The  finger  or  hand  would  twitch  for  half  a  minute, 
after  which  a  generalized  convulsion  would  often  follow ;  and 
she  would  have  three  or  four  of  these  attacks  daily.  Some- 
times twelve  or  fifteen  of  the  mild  Jacksonian  attacks  would 
occur  in  a  day,  even  when  the  severe  attacks  were  modified 
by  the  bromides.  The  bromides  did  not  stop  the  Jacksonian 
attacks,  but  made  the  severe  attacks  milder.  She  had  no  de- 
fect of  tactile  or  temperature  or  stereognostic  sense  in  any 
way  at  the  second  examination,  and  the  motor  power  was  not 
notably  deficient  in  the  left  hand.  After  watching  her  two  or 
three  weeks,  Dr.  Langdon  advised  the  opening  of  the  Rolan- 
dic  area  over  the  hand  center.  This  was  done  by  his  col- 
league. Dr.  E.  W.  Walker.  The  scalp  was  shaved  and  no  evi- 
dence of  a  scar  was  found.  At  the  operation,  which  included 
the  removal  of  a  two-inch  trephine  button,  a  thickened,  soft- 
ened, degenerated  condition  of  the  dura  was  found  over  less 
than  one  inch  of  that  area  and  the  dura  was  fused  with  the 
arachnoid  and  the  pia  and  cortex,  causing  a  distinctly  limited 
localized  pachymeningitis  of  degenerative  character,  the  tis- 
sue so  friable  that  it  would  scarcely  hold  a  Hgature.  Never- 
theless the  membranes  were  separated  as  well  as  possible,  the 
probe  was  passed  under  the  dura,  and  everything  was  done 
to  relieve  the  supposed  irritation  at  that  point.  Perhaps  more 
was  done  by  the  removal  of  the  button  of  bone  than  anything 
else.  The  stereognosis  before  the  operation  on  numerous 
occasions,  was  perfect,  as  she  recognized  coins,  etc.  Less 
than  six  hours  after  operation  she  had  a  severe  convul- 
sion which  was  the  only  one  she  had  for  the  next  three 
weeks ;  and  then  a  second  one  was  due  to  fright  evidently. 
On  the  second  day  after  the  operation  she  had  a  marked 
weakness  in  the  hand,  and  this  advanced  so  that  she  could  not 
grasp  anything,  and  then  the  stereognostic  sense  having  been 
tested  she  could  not  recognise  anything,  even  things  she  was 
familiar  with  before,  such  as  coins,  pen-knives,  etc.  Aster- 
eognosis  was  absolute  about  ten  days  or  two  weeks,  and  then 
sensation  began  to  come  back  along  with  motor  power.  Mo- 
tor power  came  back  first,  and  then  the  ability  to  recognize 
objects,  and  when  she  left  the  hospital  four  weeks  after  the 
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operation,  she. had  good  use  of  the  hand  and  good  apprecia- 
tion of  tact,  pain,  temperature  and  stereognosis.  Of  course 
we  cannot  say  because  the  operation  was  limited  to  a  small 
area  that  the  effusion  was  also  limited  to  that  area,  but  the 
case  bears  upon  the  question  at  present  under  discussion, 
and  so  far  as  it  goes  would  locate  the  function  of  stereogno- 
sis as  applied  to  that  segment  of  the  limb,  in  the  same  area  as 
the  motor  power  and  ordinary  sensation. 

Dr.  Wharton  Sinkler  said  that  in  his  case  to  which  Dr. 
]\Iills  referred  there  was  a  tumor  as  large  as  a  hen's  tgg 
springing  from  the  dura  and  dipping  down  into  the  Rolandic 
fissure,  separating  it  and  involving  by  pressure  only  the  an- 
terior and  posterior  Rolandic  convolutions.  In  this  patient 
there  was  no  astereognosis,  no  disturbance  of  pain  or  tem- 
perature sense,  and  only  mild  motor  phenomena.  In  Dr. 
Sinkler's  experience  astereognosis  is  more  constantly  asso- 
ciated with  disease  of  the  thalamus  than  with  any  other  part. 

Dr.  Theodore  Diller  spoke  concerning  a  patient  under 
his  care.  In  brief,  this  patient  presented  the  general  symp- 
toms of  brain  tumor,  that  it  to  say,  he  had  headache,  optic 
neuritis,  vomiting  and  had  had  a  number  of  general  convul- 
sions. There  was  no  motor  paralysis,  and  no  disturbance  of 
common  sensation,  and  no  disturbance  of  heat,  cold  or  tem- 
perature senses ;  but  there  was  absolute  astereognosis  in  his 
right  hand.  The  right  foot  was  tested — of  course,  tests  could 
not  be  made  so  accurately  in  the  foot  as  in  the  hand — and 
seemed  to  show  no  astereognosis.  The  question  of  localiza- 
tion might  be  decided  by  operation  or  autopsy  or  both  very 
soon,  and  Dr.  Diller  thought  he  might  have  something  furth- 
er to  report  next  year.  In  the  mean  time,  he  would  be  very 
glad  indeed  to  have  Dr.  Mills  tell  him  where  to  make  the  tre- 
phine hole. 

Dr.  James  Hendrie  Lloyd  thought  that  every  neurologist 
ought  to  try  to  get  himself  on  record  when  it  comes  to  a  dis- 
cussion of  localization  of  sensation,  especially  the  stereog- 
nostic  sense.  He  wished  to  say  merely  this :  A  similar  dis- 
cussion had  been  held  in  Philadelphia  some  time  ago.  At 
that  time  Dr.  Lloyd  called  attention  to  the  fact  that  the  stere- 
ognostic  sense  is  a  very  different  thing  from  the  mere  sensori- 
motor reflex  function  of  the  cerebral  cortex ;  in  other  words, 
the  sense  of  location  in  space,  location  of  form,  location  of 
what  we  might  call  the  distensible  qualities  of  matter  involves 
a  distinct  psychological  function,  and  we  have  every  reason 
to  suppose  from  the  standpoint  of  physiological  psychology 
that  such  a  physiological  function  should  have  some  location 
in  the  cerebral  cortex.    He  did  not  think  we  have  any  posi- 
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tive  clinical  or  experimental  grounds  for  saying  that  the 
mere  tactile  sense,  as  we  know  it,  can  be  accurately  localized 
hi  the  cerebral  cortex ;  but  when  we  come  to  this  very  com- 
plex psychological  function  of  distinguishing  the  qualities  of 
space,  there  we  have  to  suppose  that  there  is  an  intellectual 
act  which  can  only,  according  to  our  ideas  of  cerebral  func- 
tion, be  localized  somewhere  in  the  cerebral  cortex.  As  to 
this  localization  we  have  some  clinical  grounds  for  believing 
that  it  is  localized  in  a  certain  area  of  the  cortex.  The  case 
to  which  Dr.  Mills  had  referred  of  brain  tumor  is  now  quite 
a  classical  one,  one  in  which  Dr.  Lloyd  was  privileged  to  ex- 
press an  opinion  before  that  case  was  brought  to  operation, 
and  basing  his  opinion  upon  experience  with  a  preceding 
case  in  his  clinic  at  the  Philadelphia  Hospital,  he  expressed 
an  opinion  independently  of  all  others  that  the  lesion  was 
probably  in  the  superior  parietal  lobule,  and  there  is  where 
the  operation  accurately  revealed  that  lesion.  The  preced- 
ent case  upon  which  he  based  that  idea  was  one  which  was 
not  a  tumor,  but  a  cerebral  hemorrhage  breaking  through 
and  breaking  up  the  cortex  in  the  superior  parietal  lobule. 
In  both  those  cases  there  was  a  very  evident  loss  of  the  stere- 
ognostic  sense.  It  seemed  to  him  that  it  is  merely  logical 
to  suppose  that  this  intellectual  function,  this  gathering  to- 
gether of  sensory  impressions  and  making  out  of  them  an 
intellectual  concept  which  is  necessary  to  locaHse  oljjects  in 
space  and  to  localize  their  shape,  and  size  and  weight,  must 
have  a  localization  in  the  cortex,  and  that  these  clinical  cases 
tend  to  show  that  that  localization  is  in  the  superior  parietal 
lobule.  That  is  the  position,  so  far  as  he  could  see  it,  which 
so  far  our  clinical  knowledge  allows  us  to  take. 

Dr.  Joseph  Collins  had  very  little  to  say  about  this  matter 
at  this  time  because  he  had  had  no  experience  to  cause  him  to 
change  his  views  of  the  subject  which  he  had  heretofore  ex- 
pressed before  this  Society.  So  far  as  his  own  experience 
went  the  sensory  perceptual  area  of  the  brain  coincides  en- 
tirely and  wholly  with  the  motor  area.  He  was  not  denying, 
however,  that  that  portion  of  the  cortex  immediately  behind 
and  bordering  the  Rolandic  area,  the  anterior  portion  of  the 
parietal  convolutions  is  not  concerned  as  well  with  it.  He 
believed  upon  the  evidence  that  had  been  furnished  by  Dr. 
Mills  and  by  others,  that  it  is,  but  so  far  he  had  had  no  per- 
sonal experience  which  led  him  to  maintain  that  it  is.  Dr. 
Collins  said  that  he  could  relate  one  or  two  cases  which  he 
had  had  the  past  winter,  that  have  some  bearing  on 
this  matter.  One  case  he  had  operated  on  a  few  weeks  ago 
in     which     a     subcortical    tumor,    immediately    subcortical. 
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had  not  wholly  pierced  the  cortex,  and  was  in  the  Rolandic 
region  and  produced  the  most  typical  astereognosis  that  he 
had  ever  seen.  He  did  not  know  whether  there  was  any  other 
lesion  in  this  woman's  brain  or  not.  Apparently  the  astereog- 
nosis, as  well  as  the  Jacksonian  epilepsy  in  this  case,  was  de- 
pendent on  the  growth  in  the  middle  of  the  Rolandic  region. 
He  was  firmly  of  the  belief  that  there  is  in  reality  no  center 
for  stereognosis.  He  believed  that  he  was  in  accord  in  this 
matter  with  Dr.  Burr  who  says  that  stereognosis  is  not  per- 
ceptional, but  the  sense  is  a  conceptional  one.  This  position 
he  understood  to  be  at  variance  with  Dr.  Lloyd's.  Dr.  Collins 
did  not  believe  there  is  a  single  area  in  which  this  intellectual 
process  is  situated.  He  believed  there  are  many  areas  of  the 
brain  through  the  activities  of  which  we  get  perceptions,  and 
apperceptions  that  contribute  to  stereognosis.  One  of  these 
is  the  Rolandic  area,  another  may  be  the  parietal  lobe,  and 
another  the  frontal  lobe.  As  he  stated  in  the  beginning,  all 
he  wished  to  say  was  to  reiterate  former  expressed  opinions 
which  were  in  accord  with  the  Chairman's  and  Dr.  Dana's. 
At  the  same  time  he  was  impressed  with  the  evidence  that  Dr. 
Mills  had  brought  forward  in  support  of  his  contention. 

Dr.  Hugh  T.  Patrick  said  that  the  matter  must  turn  on 
the  evidence  of  more  facts ;  facts  such  as  have  been  demon- 
strated today;  that  is,  cases  examined  with  scrupulous  care, 
both  b^ore  and  after  death,  with  particular  reference  to  this 
question.  So  many  of  the  previous  cases  have  been  observed 
not  with  particular  reference  to  sensory  disorder,  and  particu- 
larly not  with  special  reference  to  the  so-called  stereognos- 
tic  center.  He  was  not  prepared  to  take  his  stand  with  the 
extreme  localizationists,  but  he  though  we  must  concede  that 
there  are  some  places  in  the  brain  which  subserve  sensation 
especially,  and  it  might  be  in  quite  a  restricted  manner. 
Queerly  enough,  the  day  he  left  home  he  saw  almost  the 
counterpart  of  the  case  reported  by  Drs.  Dercum  and  Spiller, 
of  course  without  necropsy.  The  woman  had  practically  no 
paralysis.  There  was  very  distinct  sensory  disturbance  and 
hemianopsia.  Last  winter,  he  had  under  his  care  and  under 
constant  observation  for  a  number  of  weeks,  a  case  of  what 
must  be  typical  astereognosis  of  one  hand.  There  was  no 
paralysis  that  he  could  detect,  and  a  very  minimal  amount  of 
sensory  disturbance,  no  thermo-anesthesia,  yet  her  astereog- 
nosis was  very  pronounced,  though  confined  to  one  hand. 

Dr.  Patrick  added  that  a  diagnosis  of  hysteria  had  been 
made  by  a  very  competent  man,  but  after  weeks  of  obser- 
vation Dr.  Patrick  was  convinced  it  was  not  a  case  of  hysteria 
at  all.     There  was  only  one  conclusion  to  be  reached ;  that 
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wherever  that  woman's  lesion  is,  it  must  be  in  such  a  place 
that  it  does  not  interfere  with  motion,  but  does  interfere  par- 
ticularly with  this  peculiar,  complicated,  composite  stereog- 
nosis,  and  interferes  very  little  with  the  faculty  of  common 
sensation.  With  regard  to  astereognosis,  it  seemed  to  him 
that  it  may  and  should  be  produced  by  lesions  variously  lo- 
cated. It  is  a  most  complicated  affair  and  the  cutting  of 
fibers  running  to  a  suppositional  center  from  different  and 
possibly  widely  separated  regions  of  the  brain  could  easily 
interfere  with  such  a  mechanism. 

Dr.  Joseph  Sailer  said  that  about  a  year  and  a  half  ago 
he  studied  a  case  of  hemiplegia  in  which  astereognosis  was 
present,  and  he  believed  it  was  in  that  paper  that  the  term 
astereognosis  was  first  used.  It  occurred  to  him  then  and 
since,  for  he  had  seen  a  number  of  other  cases  in  which  the 
condition  was  present,  that  we  cannot  regard  astereognosis 
as  a  sharp,  distinct,  localizing  symptom,  although  in  the  ma- 
jority of  cases  there  seems  to  be  a  good  deal  of  reason  for  ac- 
cepting parietal  localization.  Dr.  Sailer  looked  up  as  many 
cases  as  he  could  find,  and  had  come  across  others  under  var- 
ious names  in  the  older  literature,  because  the  term  stereog- 
nostic  sense  was  not  employed  very  extensively  even  after 
Hoflfmann's  paper,  and  even  Oppenheim  in  '94  used  the  word 
"Tastsinn"  to  designate  it,  and  other  cases  have  been  described 
under  the  same  term.  In  some  cases  the  parietal  lobe  was 
not  involved,  and  there  were  lesions  in  other  parts  of  the 
brain.  Dr.  Sailer  saw  a  typical  case  of  astereognosis  last  win- 
ter in  a  patient  suffering  with  locomotor  ataxia,  in  which 
all  forms  of  sensation  were  normal  in  the  part  except  a  slight 
degree  of  disturbance  of  the  muscular  sense.  He  thought 
in  a  good  many  of  the  cases  recorded  there  has  not  been  a 
sufficiently  careful  study  of  the  peripheral  sensations  that 
have  been  disturbed,  because  in  a  majority  of  cases  w^hen  we 
have  a  loss  of  the  tactile  sensation — he  thought  Dr.  Burr  had 
placed  one  case  on  record  in  which  it  is  not  so — the  stereog- 
nostic  sense  is  necessarily  lost.  When  other  sensations  are 
lost  it  may  or  may  not  be  disturbed.  There  seems  to  be  a 
curious  irregularity  about  this.  Dr.  Dercum  holds  that  the 
spacing  sense,  which  is  a  term  for  a  rather  crude  idea  in  psy- 
chology, is  very  important.  Dr.  Sailer  believed  that  the  local- 
ization sense  combined  with  more  or  less  disturbance  of  the 
muscular  sense  was  a  very  important  factor.  Another  point 
that  ought  to  be  well  considered  is  the  transient  loss  of 
stereognosis.  He  had  reported  a  case  with  left  hemiplegia 
which  had  persistent  astereognosis  in  the  left  hand  and  tran- 
sient astereognosis  (for  about  thirty-six  hours)  in  the  right 
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hand.  In  this  case  it  might  be  due  simply  to  the  general  cere- 
bral disturbance  and  not  to  any  focal  lesion  that  would  in- 
volve the  fibers  from  the  right  hand  to  the  brain,  or  the  cen- 
ters in  the  brain.  He  agreed  with  Dr.  Patrick  that  what 
we  need  in  the  whole  study  is  more  facts  and  also  more  at- 
tention to  the  details  of  sensory  phenomena  as  they  occur  in 
the  different  cases. 

Dr.  Hugh  T.  Patrick  in  regard  to  the  practical  applicabil- 
ity of  this  separate  sensory  area,  said  that  some  of  the  most 
brilliant  localizations  he  had  made  had  been  made  on  the  as- 
sumption that  the  post-Rolandic  area  was  sensory.  He  must 
also  say  that  some  of  the  most  brilliant  errors  he  had  made 
had  been  made  by  proceeding  upon  the  same  assumption. 
One  case,  not  operated  upon,  seemed  to  be  perfectly  conclu- 
sive. She  came  to  the  necropsy  table  and  a  small  tumor  in 
the  leg  center  (where  of  course  it  was  supposed  to  be)  was 
found,  but  not  posterior  to  the  Rolandic  area,  where  it  had 
been  localized  on  account  of  sensory  symptoms,  but  well  to 
the  front  of  it,  and  that  tumor  was  not  one  which  could  well 
have  produced  symptoms  at  a  distance.  It  was  small,  not 
larger  than  the  end  of  the  thumb,  and  infiltrating.  There  was 
no  reason  to  believe  that  that  tumor  had  any  pressure  effect. 
In  fact,  when  the  brain  was  cut  it  looked  like  a  bruise,  and  a 
very  competent  pathologist  who  was  present  when  the  incision 
was  made  said^  'T  am  not  sure  that  it  is  a  tumor  at  all."  It 
was  simply  a  localized  discoloration,  and  there  was  no  evi- 
dence that  it  exerted  any  pressure  whatever  on  surrounding 
tissues. 

Dr.  Mills  asked  whether  Dr.  Patrick  were  sure  there  was 
no  infiltration  at  all? 

Dr.  Patrick  said  that  subsequent  microscopic  examination 
was  made  and  the  delimitations  of  the  growth,  a  glioma,  were 
very  neat,  but  it  had  infiltrated  the  cortex,  a  cortical  tumor, 
and  extended  but  very  little  beneath  the  cortex.  It  began  in 
the  brain  tissue,  was  not  adherent  to  the  membrane,  and  it 
was  impossible  to  make  out  how  it  could  have  exerted  any  in- 
fluence on  the  post-Rolandic  region.  It  did  not  go  deep.  The 
whole  growth  was  not  bigger  than  the  last  phalanx  of  the 
thumb. 

Dr.  Joseph  Collins  asked  Dr.  Patrick  to  say  whether  or 
not  there  were  in  this  case  sensory  phenomena  and  astereog- 
nosis. 

Dr.  Hugh  T.  Patrick  did  not  know  whether  there  was  as- 
tereognosis  or  not.  There  were  sensory  symptoms  and  on 
account  of  them  he  had  made  the  localization  in  the  post-Ro- 
landic region.     He  could  not  detail  the  sensory  symptoms 
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as  this  case  occurred  three  or  four  years  ago,  and  he  had  not 
refreshed  his  memory  by  consulting  his  notes.  He  simply 
stated  the  fact  that  it  was  an  example  of  brilliant  error  in  lo- 
calization. The  tumor  was  in  the  leg  center  in  the  front  of 
the  Rolandic  region.  It  was  wholly  in  front  and  not  wholly 
behind  where  he  had  supposed  it  probably  was. 

Dr.  Charles  L.  Dana  said  that  when  he  first  began  the 
study  of  this  subject,  his  conclusions  were  that  the  sensory 
zone  overlaid  the  motor  zone,  and  that  they  were  pretty 
closely  identical,  though  no  single  sensory  zone  or  center  had 
any  such  sharp  definition  as  the  motor  centers  had. 

He  still  believed  that  the  cutaneous  and  muscular  sensa- 
tions have  a  rather  diffuse  representation  in  the  cortex  of  the 
brain,  each  particular  part  of  the  skin  having  quite  a  large 
center,  and  probably  one  in  each  hemisphere.  He  thought 
it  is  the  general  view  of  those  who  claim  identity  of  motor 
and  sensory  centers  that  the  latter  extend  perhaps  into  the 
prefrontal  convolutions,  and  certainly  back  into  the  parietal 
lobe.  He  had  always  contended  that  muscular  sensations 
were  represented  in  the  inferior  parietal  lobe. 

Three  weeks  ago  he  had  a  case  in  which  Dr.  Murray  re- 
moved a  tumor  from  the  inferior  parietal  region  back  of  the 
posterior  central  convolution.  The  man  had  a  slight  amount 
of  right  hemiplegia ;  he  had  a  little  paresthesia  of  the  hand 
and  of  the  leg;  absolutely  no  objective  disturbance  at  all,  no 
astereognosis,  none  of  the  loss  of  tactile  or  motor  touch,  and 
no  distinct  anesthesia.  The  tumor  was  a  sarcoma  infiltrating 
the  inferior  parietal  lobe  just  behind  the  posterior  central 
lobe.  Some  time  ago  a  surgeon  cut  out  practically  the  larger 
part  of  the  paracentral  lobule  in  a  case  of  Jacksonian  epilepsy. 
The  patient  made  a  good  recovery  surgically.  There  was  no 
infiltration,  and  no  extension  of  the  disease,  and  the  patient 
had  hemiplegia  most  marked  in  the  leg,  and  with  it  some 
hemianesthesia.  Those  are  the  old  arguments  Dr.  Mills  said 
he  has  not  brought  forward.  It  seemed  to  Dr.  Dana  as  long 
as  we  find  over  and  over  again  that  cutting  out  a  piece  of  the 
motor  cortex  produces  in  a  certain  percentage  of  cases  anes- 
thesia or  a  certain  amount  of  anesthesia ;  we  cannot  deny  that 
the  motor  cortex  has  something  to  do  with  the  representa- 
tion of  cutaneous  sensation. 

With  rgard  to  the  definite  localization  of  the  center  for 
stereognosis  in  the  parietal  lobe,  in  the  analysis  of  the  case 
he  first  investigated  of  lesions  of  the  motor  cortex  and  pub- 
lished in  a  paper  about  four  or  five  years  ago,  he  came  to  the 
conclusion  that  the  center  for  motor  touch  was  in  the  cen- 
tral convulution.    The  very  earliest  sign  of  disease  of  the  cen- 
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tral  convolution  was  a  little  incapacity  of  the  fingers,  hand 
center,  to  appreciate  the  nature  and  locality  of  objects  in 
them,  and  upon  facts  which  he  saw  and  collected  regarding 
that  point,  he  drew  up  the  theory  of  a  sort  of  aphasia  of  mo- 
tion which  it  seemed  to  him  is  practically  the  same  thing 
that  was  worked  out  later,  which  Dr.  Dana  thought  Dr.  Wal- 
ton alluded  to  in  his  paper.  At  that  time  it  seemed  that  the 
m.ost  characteristic  sensory  symptom  of  slight  degree  of  les- 
ion of  the  motor  cortex  was  loss  of  this  motor  touch.  If  Dr. 
Mills  denies  that  we  shall  have  to  continue  the  argument. 

Dr.  C.  K.  Mills  said  it  was  manifestly  impossible  for  him 
to  go  over  in  detail  the  remarks  which  had  been  made  in  the 
discussion,  not  that  the  facts  and  real  arguments  against  his 
position  are  many;  they  are  exceedingly  few.  In  the  whole 
of  this  discussion  the  only  two  new  facts  which  seemed  to 
have  any  value  are  embodied  in  the  case  presented  by  Dr. 
Patrick  and  possibly  that  presented  by  Dr.  Collins.  As  for 
Dr.  Knapp  (we  are  never  personal  in  this  Association)  he  had 
made  a  single  contribution  to  this  subject,  which  Dr.  Mills 
thought  could  be  explained  otherwise  than  Dr.  Knapp  would 
explain  it.  His  remarks  on  Dr.  Mills'  paper  were  simply  to 
say  something  had  been  said  which  was  not  asserted.  It  is 
true  Dr.  Morton,  of  New  York^  at  the  last  meeting  of  this 
Association,  held  in  Boston,  in  a  flippant  and  somewhat  amus- 
ing manner  said  that  Dr.  Dana  had  led  him  (Dr.  Mills)  to 
water  at  that  trough  which  is  called  the  Rolandic  fissure,  or 
something  of  this  sort.  Dr.  Mills  did  not  acknowledge  that 
he  had  brought  his  sensory  area  to  that  fissure,  and  he  would 
defy  Dr.  Knapp  to  find  anything  on  record  which  proves  that 
he  did.  Even  if  he  did  this,  still  the  main  point  of  his  conten- 
tion remains  that  the  largest  part  of  the  Rolandic  area  is 
now  acknowledged  by  these  gentlemen  to  be  motor.  Noth- 
ing to  the  contrary  has  been  said.  Dr.  Knapp  said  something 
to  the  efifect  that  we  should  in  all  the  cases  that  had  been 
examined  for  astereognosis  have  known  their  previous  con- 
dition as  regards  sensation,  etc.  In  Philadelphia  Dr.  Mills'  col- 
leagues, if  not  himself,  do  examine  as  to  normal  conditions 
when  they  have  a  chance  to  do  it,  to  suggest  anything  else 
was  a  very  trifling  sort  of  argument  to  make  against  a  posi- 
tion of  the  kind  taken  by  Dr.  Mills.  Dr.  Mills  was  glad  that 
while  it  was  asserted  that  he  was  led  to  this  fissure,  that  he 
had  been  able  to  assist  in  leading  two-thirds  of  the  members 
of  this  Association  to  that  motor  area  which  he  believed  to 
be  a  purely  motor  area. 

With  regard  to  Dr.  Collins  he  had  given  one  case  which 
may  perhaps  be  disregarded  because  he  had  not  been  able  to 
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limit  its  subcortical  extensions,  at  least  as  yet.  Otherwise, 
as  much  as  Dr.  Mills  admired  his  argumentative  powers,  re- 
ally he  saw  nothing  in  his  remarks  but  a  repetition  of  state- 
ments as  to  his  belief. 

He  could  go  over  all  the  old  arguments  on  this  subject, 
giving  from  Shaefer  or  from  his  own  book,  the  proper  argu- 
ments in  support  of  his  position,  but  his  object  was  chiefly  to 
present  four  or  five  new  points  with  regard  to  this  matter. 
With  reference  to  the  remarks  of  the  President,  he  should 
say  that  a  single  case  may  have  very  great  value,  many  cases 
of  the  same  sort  of  course  having  much  more  value.  A  single 
case  thoroughly  studied,  of  lesion  of  the  motor  cortex,  is  of 
great  importance.  Nothing  was  more  striking  to  him  in  his 
discussion  than  the  one  case  which  Dr.  Dercum  and  Dr.  Spil- 
ler  had  presented  to  prove  the  existence  of  the  carrefour 
scnsitif.  We  have  waited  a  score  of  years  for  that  case,  and 
now  have  it,  and  it  is  a  good  one.  It  is  time  for  members 
of  this  Association  to  acknowledge  facts ;  it  is  time  we  should 
stop  simply  collecting  cases  in  which  it  happens  that  sensory 
and  motor  functions  have  been  injured  in  the  same  case  and 
which  can  be  explained  in  nine  out  of  ten  cases  by  the  fact 
that  the  sensory  and  motor  areas  are  co-terminous.  One  area 
encircles  the  other;  they  may  dentate  into  each  other,  be- 
cause their  frontiers  are  not  like  the  lines  of  our  diagrams. 
Dr.  Mills  said  that  in  spite  of  ridicule,  and  in  spite  of  the  ar- 
guments which  have  been  presented  one  year  after  another, 
he  had  gotten  his  brethren  a  little  farther  on  the  way. 


ON  CERTAIN   STUDIES   WITH  THE   ERGOGRAPH.* 
By  August  Hoch, 

FROM   THE   LABORATORY   OF  THE   m'lEAN   HOSPITAL. 

The  original  idea  which  led  to  the  investigation  I  wish  to 
report  was  to  study  experimentally  certain  conditions  of  di- 
minished mental  and  psychomotor  activity.  The  conditions 
I  had  in  mind  were  the  depressed  state  of  manic  depressive 
insanity,  the  apathy  of  dementia  prgecox,  certain  states  of 
general  paralysis,  also  neurasthenia  and  the  like.  It  is  well 
known  how  much  similarity  such  states  may  present  when 
they  are  but  slightly  developed,  and  it  was  thought  possible 
on  the  one  hand  to  discover  fundamental  differences  between 
these  states,  and  on  the  other  hand  to  obtain  an  insight  into 
their  nature. 

Such  studies  are  of  course  quite  laborious,  and  in  spite 
of  the  many  experiments  which  were  made  I  can  present  to 
you  only  an  unfinished  piece  of  work.  Nevertheless,  there 
are  a  number  of  important  points  which  we  can  see  even  now, 
and  the  value  of  the  method  seems  demonstrated.  Moreover, 
in  a  field  of  work  like  ours  where  we  have  no  cut  and  dried 
problems,  but  where  much  work  is  necessary  for  the  formu- 
lation of  such,  the  fact  that  this  study  yields  certain  definite 
problems  seems  to  me  also  to  justify  its  report. 

In  order  to  study  these  changes  of  activity  it  was  neces- 
sary to  investigate  voluntary  acts,  and  I  chose  the  ergograph 
for  the  purpose.  The  model  which  I  used  in  these  experi- 
ments is  in  a  general  way  the  same  as  that  described  in  an 
earlier  paper^  with  the  exception  that  certain  modifications 
were  introduced  in  order  to  insure  more  constant  conditions 
from  day  to  day,  and  that  a  ratchet  arrangement  was  added 
to  eliminate  any  considerable  muscular  work  which  might  be 
expended  in  holding  the  weight  back  while  it  falls. 

*Read  at  the  meeting  of  the  American  Neurological  Association, 
June,  1901. 

^Hoch  and  Kraepelin.  "Ueber  die  Wirkung  der  Theebestandtheile 
auf  korperliche  und  geistige  Arbeit."     Psych.  Arbeiten.    I.  Bd.  p.  380. 
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It  is  of  course  not  the  mere  strength  of  the  individual 
which  interests  us  and  which,  to  a  great  extent,  depends  upon 
his  muscular  development.  It  was  necessary  to  arrange  the 
method  so  that  features  might  be  brought  out  in  which  the  in- 
fluence of  the  nervous  system  would  be  more  evident 
and  amenable  to  study. 

The  method  employed  was  this :  each  person  was 
made  to  write  three  successive  curves  with  a  rest  interval  of 
fifteen  minutes  between.  In  other  words  the  person  experi- 
mented upon  had  to  rhythmically  raise  the  weight  to  the  ut- 
most, until  it  could  no  longer  be  stirred  (the  rhythm  being 
one  second,  indicated  by  a  bell  signal  of  the  metronome) ; 
then  fifteen  minutes  rest,  etc.  This  was  repeated  either  ev- 
ery day  or  every  other  day  for  a  varied  period  of  time.^  By 
comparing  the  values  of  the  three  curves  (expressed  in  mm.) 
Avith  each  other,  and  the  values  of  the  curves  from  day  to  day, 
we  obtained  relative  figures,  each  individual  setting  as  it  were 
his  own  standard  of  strength.  These  relative  figures  of  dif- 
ferent persons  could  then  be  compared.  The  comparison  was 
made  not  only  between  total  amount  of  work  done ;  but  also 
between  the  pull-number  of  the  curves  and  the  average  pull- 
height  {i.e.,  the  total  amount  of  work  done  in  one  curve,  ex- 
pressed in  mm.,  divided  by  the  pull-number). 

The  features  we  had  to  deal  with  were  fatigue  and  recov- 
ery from  fatigue,  warming  up  and  practice.  The  results  of 
the  six  series  of  experiments  were  such  that  any  marked  de- 
viation from  the  normal  in  fatigue  or  recovery  from  fatigue 
could  be  excluded.  In  regard  to  warming  up,  I  may  state 
that  former  experiments  reported  in  the  above  quoted  pa- 
per by  Prof.  Kraepelin  and  me  had  shown  that  frequently 
the  second  curve  showed  a  striking  increase  over  the  first, 
an  increase  which  owing  to  its  more  transient  character  was 
thought  to  be  different  from  the  influence  of  practice  and 
which  was  regarded  as  due  to  "warming  up."  In  a  recent 
series  of  experiments  with  varying  intervals  made  upon  three 

^The  number  of  experiments  made  on  one  individual  varied  from 
30  to  80.  To  make  more  than  30  or  40  would  have  been  unneces- 
sary for  the  problem  in  hand,  but  was  done  owing  to  a  study  of 
periodicity  which  was  carried  along  with  this  work,  but  which  has 
no  direct  bearing  upon  the  questions  here  discussed. 
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normal  individuals,  the  intervals  being  from  five  minutes  to 
an  hour  in  length,  the  second  curve  was  higher  in  each  case 
after  an  interval  of  fifteen  minutes  than  after  any  other  inter- 
val. It  would  seem  that  then  fatigue  had  sufficiently  passed 
away  to  allow  the  influence  of  warming  up,  still  well-marked, 
to  come  most  to  the  surface.  This  was  the  reason  why  in 
the  experiments  here  reported  fifteen  minutes  were  chosen 
for  the  rest  interval  between  two  curves.  In  two  normal 
cases  the  influence  of  warming  up  was  well  seen,  while  the 
pathological  cases  showed  some  deviations,  some  of  which  we 
shall  take  up  in  the  course  of  our  discussion.  We  may  add 
here  that  the  most  probable  interpretation  of  warming  up 
seems  to  be  that  certain  resistances  have  first  to  be  overcome 
before  the  mechanism  works  at  its  best. 

The  influence  of  practice  shows  itself  normally  in  a  steady 
rise  from  work-day  to  work-day,  and  when  we  analyze  this 
rise  and  study  separately  the  pull  number  and  the  average 
pull-height  of  the  first  curve  of  each  day  we  find  that  it  is  the 
pull-number  which  rises,  while  the  average  pull-height  re- 
mains the  same.  Of  course  the  absolute  pull-height 
also  rises,  but  it  rises  pari  passu  with  the  pull-number. 
This  fact  seems  of  interest  and  seems  to  show  a  remarkably 
constant  relation  between  the  activity  of  the  central  and  that 
of  the  peripheral  mechanism.  For  we  have  reason  to  think, 
as  Kraepelin  has  shown,  that  if  we  stimulate  the  muscle 
alone  to  greater  activity  this  increased  activity  shows  itself 
(in  voluntary  muscular  work  of  course)  chiefly  in  the  pull- 
height.  The  remarkably  stable  relation  which  we  find  here, 
through  a  long  series  of  experiments,  would  seem  therefore 
to  give  us  some  insight  into  the  nature  of  practice  in  volun- 
tary muscular  work. 

We  will  now  pass  from  the  normal  to  the  abnormal  cases 
and  I  will  chiefly  speak  of  one  case  of  manic  depressive  de- 
pression in  which  the  practice  curve  as  well  as  the  "warming 
up"  shows  very  striking  deviations  from  the  normal. 

In  order  to  do  this  a  few  clinical  remarks  are  necessary. 
Kraepelin  has  shown  us  that  certain  forms  of  "melancholia" 
and  certain  forms  of  "mania"  belong  together  and  constitute 
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what  he  termed  manic  depressive  insanity.  It  is  a  disease 
which,  briefly,  is  characterized  by  two  sets  of  symptoms,  the 
most  striking  of  which  are  psychomotor  retardation,  think- 
ing disorder,  and  depression  of  feelings  on  the  one  hand; 
psychomotor  excitability,  flight  of  ideas  and  exhilaration  on 
the  other  hand.  These,  if  pure,  constitute  the  depressed  and 
manic  forms  respectively.  Interesting  combinations  consti- 
tute the  mixed  forms.  Now  it  was  chiefly  the  mild  phases  of 
a  depressive  nature  which  interested  me  in  this  connection. 
It  seemed  possible  with  the  ergograph  to  obtain  a  method 
by  which  psychomotor  retardation  might  be  demonstrated 
in  cases  in  which  it  is  clinically  not  appreciable.  These  mild 
phases  are  represented  by  cases  which  lead,  as  I  have  seen, 
to  wrong  diagnoses,  when  the  element  of  marked  emotional 
depression  is  absent.  The  cases  are  then  called  neurasthenia, 
hypochondriasis,  etc.  When  the  emotional  depression  is  pres- 
ent they  are  simply  called  melancholia,  and  unless  we  have 
manic  phases  in  the  course  of  the  disease  their  place  is  indeed 
difficult  to  determine.  The  most  striking  feature  is  a  feeling  of 
inadequacy.  These  patients  claim  that  they  cannot  do  things, 
cannot  make  up  their  mind  to  do  them,  and  ordinary  tasks 
assume  great  proportions.  With  this  may  or  may  not  be  as- 
sociated a  "melancholia,"  i.e,  a  marked  emotional  depression 
with  self-accusation,  etc.  Sometimes  only  an  irritated  nervous- 
ness, or  what  may  be  called  a  chafing  under  the  conditions 
which  the  nervous  system  imposes  upon  them  characterizes 
these  patients.  This  was  the  state  of  the  patient  we  studied. 
He  showed  no  appreciable  psychomotor  retardation.  He  has 
had  a  number  of  attacks  all  similar  to  his  present  one,  and 
has  not  had  any  definite  manic  attack. 

If  we  study  now  the  results  obtained  in  this  patient,  and 
regard  in  the  chart^  the  lines  representing  the  influence  of 
practice  and  the  lines  representing  the  relation  of  the  three 
curves  to  each  other  on  individual  days  (averages  of  the  first 
ten  experiments  are  given)  we  find  very  striking  differences 
from  the  normal  cases.  The  rise  in  pull-number  from  work- 
day to  work-day  such  as  we  have  seen  it  in  the  two  normal 

'The  charts  were  demonstrated  when  the  paper  was  read. 
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cases,*  and  such  as  we  find  it  in  the  two  cases  of  mild  demen- 
tia prsecox  is  here  entirely  absent ;  indeed,  we  even  find  a  di- 
minution in  the  pull-number.  However,  the  average  pull- 
height  rises  (and  also  the  absolute  pull-height),  so  that  there 
is  not  an  absence  of  a  practice  effect,  simply  an  absence  of 
one  element,  namely  that  of  increasing  pull-number.  On  the 
individual  days  we  find  again  a  striking  difference  from  the 
normal,  and  again  this  is  most  marked  in  the  pull-number. 
Tl  consists  in  an  unusual  rise  of  pull-number  from  curve  to 
curve.  The  combination  of  these  two  traits  at  once  suggests 
that  certain  resistances  exist  which,  as  in  the  case  of  warm- 
ing up,  are  overcome  to  some  extent  by  the  work.  They  dif- 
fer from  the  resistances  underlying  the  normal  "warming  up" 
l^y  being  much  greater,  by  being  still  further  overcome  in  the 
third  curve,  and  by  manifesting  themselves  preeminently  in 
the  pull-number.  The  further  explanation  would  then  be 
that  though  these  resistances  are  temporarily  overcome 
by  the  work,  they  are  again  encountered  every  morn- 
ing so  that  any  practice  effect  cannot  show  itself  in  the 
pull-number.  The  fact  that  practice  in  pull-number  is  absent, 
while  practice  in  pull-height  is  present,  might  at  first  glance 
suggest  that  we  have  here  an  isolated  practice  of  the  muscle 
without  a  practice  of  the  central  mechanism ;  while  we  have 
suggested  that  practice  of  the  normal  individual  shows  itself 
in  both  mechanisms.  As  I  have  said,  we  have  reason  to  think 
that  in  a  general  way  the  pull-height  represents  more  the 
muscular,  the  pull-number  more  the  central  activity.  I  think 
such  an  interpretation  would  here  be  quite  erroneous,  as  it 
seems  unlikely  that  in  voluntary  muscular  work  an  isolated 
muscle  practice  should  occur.  We  have  therefore  still  to 
look  for  a  reason  why  these  resistances  show  themselves  pre- 
eminently in  the  pull-number.  I  think  we  can  explain  this  by 
assuming  that  the  resistances  are  chiefly  encountered  at  the 
starting  of  the  pulls,  while  the  rest  of  the  pull  is  easier.  This 
would  of  course  not  affect  the  beginning  (as  it  does  not  show 
itself  in  the  extent  of  the  effort)  but  the  end  of  the  curve,  be- 

*Other  normal  cases  have  shown  the  same;  they  are  not  included 
here  because  the  whole  arrangement  of  the  experiments  was  dif- 
ferent. 
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cause  with  the  increasing  fatigue  the  resistances  can  no  long- 
er be  overcome,  and  a  number  of  pulls  are  cut  off,  as  it  were. 
The  fact,  however,  that  the  pull-number  rises  from  curve  to 
curve  shows  that  these  resistances,  offered  to  the  starting  of 
the  pulls,  are  gradually  overcome.  How  far  they  are  over- 
come we  do  not  know.  We  must  therefore  assume  that  each 
individual  effort,  or  each  pull,  overcomes  some  resistance,  so 
that  at  the  end  of  the  first  curve  something  is  gained  in  this 
respect;  and,  when  the  fatigue  at  the  end  of  fifteen  minutes 
has  passed  away  to  a  great  extent  the  curve  has  the  benefit 
not  only  of  the  overcoming  of  resistances  while  it  is  in  pro- 
gress, but  also  the  overcoming  of  resistances  by  the  first 
curve.  In  the  third  curve  we  have  a  still  further  accumula- 
tion. The  fact  however  that  this  alteration  chiefly  shows 
itself  in  the  starting  of  the  pull  makes  a  sufficient  effort  nev- 
ertheless possible,  so  that  practice  is  not  absent  but  shows 
itself  in  an  increasing  pull-height.  We  shall  see  that  in  a 
case  of  dementia  praecox,  where  we  are  probably  dealing  with 
a  different  kind  of  diminished  ability  to  make  an  effort,  there 
is  a  total  absence  of  practice  effect.  We  would  therefore  regard 
this  practice  in  pull-height  as  central  and  peripheral  just  as  in 
the  normal;  but  associated  with  it  we  find  the  existence  of 
certain  resistances  which  are  especially  marked  at  the  start- 
ing of  each  impulse.  Probably  the  very  fact  that  the  work  can 
overcome  these  resistances  to  some  extent  accounts  for  the 
fact  that  they  show  themselves  preeminently  in  the  begnning 
of  each  impulse.  It  may  be  that  in  cases  in  which  the  altera- 
tion is  more  marked  we  shall  find  a  total  absence  of  practice 
in  pull-height  as  well  as  pull-number. 

It  seems  probable  that  this  alteration  is  not  one  confined 
to  psychomotor  mechanism,  but  that  we  have  here  resis- 
tances which  are  offered  to  any  effort:  the  thinking  disor- 
der which  we  find  associated  with  the  psychomotor  disorder 
in  these  cases  would  point  to  this. 

Further  work  will  have  to  show  whether  this  interpreta- 
tion is  correct.  At  any  rate  there  exists  a  striking  deviation 
from  the  normal.  And  we  have  found  a  method  to  demon- 
strate this  alteration  in  cases  where  it  is  not  recognizable  by 
means  of  ordinarv  clinical  observation. 
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If  we  imagine  this  difficulty  to  increase  we  should  a 
priori  expect  that  the  initiation  of  voluntary  motion  or  of 
any  voluntary  activity  would  become  more  and  more  difficult, 
until  finally  it  almost  wholly  cease:  and  this  is  just  what 
we  find  clinically  in  cases  of  almost  complete  akinesis  and 
mental  standstill  which  belong  to  this  class. 

We  have  further,  if  continued  study  proves  the  correct- 
ness of  these  observations,  an  evidence  of  the  essential  rela- 
tion of  these  mild  cases  with  the  pronounced  states  of  retard- 
ation; and,  \ve  need  not  assume  the  addition  of  new  symptoms 
in  the  pronounced  states,  but  simply  an  intensification  of  what 
we  see  here.  These  mild  cases  are  troublesome  because  the 
characteristic  retardation  of  the  more  pronounced  cases  seems 
absent.  Here,  it  seems  probable,  we  have  demonstrated  its 
presence,  and  there  is  hope  that  by  further  study  and  compar- 
ison we  shall  be  able  to  recognize  it  more  clearly  even  by  su- 
perficial symptoms  without  tests.  This  is  of  course  of  the  ut- 
most clinical  important,  not  only  scientifically  but  practical- 
ly so  far  as  prognosis  and  treatment  are  concerned. 

A  word  might  be  said  about  inhibition,  a  term  which  is 
often  applied  to  psychomotor  retardation.  The  fact  that  we 
find  here  resistances  which  are  gradually  overcome  by  the 
work  itself,  just  as  is  the  case  in  warming  up,  makes  it  seem 
more  likely  that  the  alteration  is  located  in  the  mechanism 
concerned ;  rather  than  that  it  is  the  expression  of  the  influ- 
ence of  one  mechanism  upon  another,  as  would  be  implied 
by  the  conception  of  inhibition. 

Finally,  I  may  perhaps  bring  these  findings  into  relation 
with  a  frequent  observation  in  these  mild  cases,  namely,  that 
in  the  evening  they  feel  better,  and  the  still  more  striking 
fact  that  after  a  sleepless  night  they  feel  much  better  than  af- 
ter a  good  night.  Perhaps  this  is  due  to  the  fact  that  resis- 
tances in  both  cases  are  overcome  through  the  day  and 
through  the  night. 

Interesting  is  also  the  feeling  of  inadequacy  of  these  pa- 
tients which  is  perhaps  accounted  for  by  these  resistances. 
This  feeling  of  inadequacy  seems  in  reality  the  more  funda- 
mental feature,  which  is  always  present  in  patients  presenting 
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no  manic  traits,  while  the  intensity  of  the  melancholy  features 
are  perhaps  more  dependent  upon  personal  peculiarities. 

You  can  see  what  an  interesting  set  of  phenomena  this 
case  presented,  and  how  they  seem  to  fit  into  the  clinical  pic- 
ture. 

On  the  other  hand  it  furnishes  certain  problems.  It  will 
be  necessary  to  study  in  the  same  way  different  degrees  of 
this  disorder.  This  is  of  course  possible  only  to  a  certain 
rather  small  limit  of  intensity.  It  will  be  interesting  to  study 
mild  manic  forms,  and  above  all  those  peculiar  combinations 
constituting  the  mixed  phases.  It  will  be  interesting  to  study 
cases  of  general  paralysis  which  present  similar  superficial 
symptoms,  also  neurasthenia,  traumatic  neurosis  and  the  like. 
The  comparison  with  dementia  praecox  I  had  already  under- 
taken, and  am  able  to  make  some  statements,  but  owing  to 
the  time  which  I  have  already  taken  shall  limit  myself  to  a 
few  words. 

First,  I  would  call  your  attention  to  a  mild  case, 
the  interpretation  of  which  was  somewhat  difficult. 
It  was  at  first  thought  that  the  diagnosis  of  manic  depressive 
insanity  could  be  made,  but  further  study  showed  him  clear- 
ly to  belong  in  the  class  of  dementia  praecox.  Now  this  case 
seemed  on  ordinary  clinical  observation  to  show  a  real  psy- 
chomotor retardation,  yet  in  him  the  practice  curve  was  like 
that  of  the  normal  in  many  respects,  while  the  warming  up, 
though  showing  certain  similarities,  was  different  from  that 
of  the  manic  depressive.  In  some  respects  another  mild  case 
of  dementia  praecox  resembled  this,  though  I  can- 
not go  into  that  here.  He  also  showed  a  normal  practice 
curve.  We  see  then  that  here,  though  there  were  superficial 
similarities,  the  experiment  showed  us  results  which  were 
fundamentally  different.  Finally,  in  a  very  pronounced  case 
we  found  absence  of  any  practice  and  only  very  slight  evi- 
dence of  warming  up.  While  we  might  expect  that  a  pro- 
nounced case  of  manic  depressive  depression  would  show  sim- 
ilar results,  clinical  reasons  nevertheless  decide  us  to  regard 
this  state  as  one  of  apathy.  It  is  probable  that  the  results 
here  are  due  not  to  the  existence  of  resistances,  but  to  a  dif- 
ferent kind  of  diminished  ability  to  make  an  effort. 
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It  might  be  said  that  the  one  case  of  manic  depressive  in- 
sanity upon  which  I  have  laid  most  stress  is  not  enough  upon 
which  to  base  conclusions.  But  it  seems  to  me  that  the 
agreement  of  the  findings  with  our  clinical  knowledge  of  the 
disease,  and  the  fundamental  differences  which  we  found  in 
other  superficially  similar  cases,  give  weight  to  the  results 
even  in  this  one  case,  and  show  the  value  of  the  method. 

I  have  had  to  limit  myself  in  my  discussion  to  the  most 
important  points,  and  reserve  a  more  thorough  presentation 
to  an  exhaustive  paper  on  the  subject,  upon  which  further 
work  is  now  in  progress. 

Various  other  questions  which  this  study  revealed  I  cannot 
touch  upon,  such  as  personal  differences  in  the  normal  or  the 
study  of  daily  disposition  in  the  normal.  I  have  already 
taken  enough  of  your  time.  At  any  rate,  you  can  see  that  it 
is  possible  by  means  of  the  ergograph  to  study  certain  con- 
ditions in  the  insane  and  that  these  studies  are  promising. 

DISCUSSION. 

Dr.  McBride  asked  Dr.  Hoch  whether  in  the  case  of  the 
descending  curve  that  expresses  the  results  in  a  single  case 
or  a  few  cases  or  a  law  applied  to  a  type.  Also  in  regard 
to  his  remark  in  reference  to  the  possible  dissociation  of 
muscular  movement  from  central  stimulation.  Dr.  McBride 
said  it  has  been  shown  by  physiology  that  after  muscular 
movement  the  exhaustion  is  largely  in  the  nerve  centers. 

Dr.  Hoch  replied  that  he  had  stated  in  his  paper  the  study 
of  manic  depressive  insanity  represents  thus  far  only  one  case 
as  the  other  tracings  which  he  had  shown  also  represent  one 
case  each.  In  regard  to  the  central  fatigue  which  Dr.  Mc- 
Bride seemed  to  regard  as  the  only  element  which  finally  ter- 
minates the  work.  Dr.  Hoch  differed ;  both  central  and  peri- 
pheral fatigue  are  probably  to  be  considered. 

Dr.  McBride  said  he  meant  chiefly  central  fatigue  and 
partial  muscular  fatigue. 

Dr.  Hoch  remarked  that  the  question  was  of  course  a  dif- 
ficult one  and  he  could  hardly  go  into  its  discussion  here.  It 
has  been  fully  discussed  in  the  paper  which  Kraepelin  and  he 
published  some  years  ago  "On  the  effect  of  the  constituents 
of  tea  on  mental  and  bodily  work."  He  added  that  the  al- 
terations which  he  had  demonstrated  in  his  paper  were  of 
course  unquestionably  central  in  nature. 
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Diseases  in  general  have  well  marked  stages.  Every  prac- 
titioner knows  the  incubative,  eruptive,  desquamative  and 
convalescent  phases  of  the  exanthemata,  and  with  increased 
experience  comes  to  recognize  the  stages  of  most  maladies 
by  the  symptoms  alone. 

Almost  all  nervous  affections  plainly  have  incubatory, 
acute  and  convalescent  stages.  It  is  true  that  mental  diseases 
are  often  greatly  prolonged,  that  they  have  multiform  symp- 
toms, and  that  it  is  not  always  easy  to  clearly  demarcate  the 
stages  of  which  they  are  composed.  It  is  possible  though  by 
the  careful  study  and  comparison  of  very  large  numbers  of 
cases  to  deduce  the  rule  of  the  stadia,  which  form  attacks  of 
insanity,  and  to  discover  general  uniformity  in  the  order  in 
which  they  occur. 

In  the  curable  psychoses  there  is  a  very  constant  clinical 
progression.  There  is  first  an  average  period  of  some  months 
of  gradual  disorder  of  physical  functions  with  mental  dis- 
tress ;  secondly  comes  the  period  of  active  mental  disturban- 
ces for  several  months ;  thirdly  follows  for  a  few  weeks  reac- 
tive exhaustion ;  and  fourthly  a  convalescent  period  of  a  num- 
ber of  months.  In  a  word,  there  are  four  stadia,  one  of  in- 
cubation, one  of  acute  symptoms,  one  of  debility  from  ner- 
vous forces  spent  at  the  height  of  the  attack,  and  one  of  con- 
valescence. 

The  incubatory  stadium  is  essentially  one  of  morbid  sys- 
temic changes  with  disturbed  sleep  and  disturbed  digestion 
and  loss  of  weight.  Above  all  an  altered  ccenesthesis  is  a  con- 
stant symptom.  Ccenesthesis  is  the  state  of  feeling  resulting 
from  the  sum  total  of  organic  sensations  and  sympathies,  and 
as  the  latter  are  morbid  there  results  ccenesthetic  depression. 

♦Prepared  for  the  meeting  of  the  American  Neurological  Asso- 
ciation, held  in  Boston,  June,  1901. 
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as  the  prevailing  psychopathic  state.  Less  frequently  there 
is  pleasurable  organic  consciousness  and  coenesthetic  exalta- 
tion. This  incubatory  stadium  is  based  in  fact  on  the  patho- 
logical systemic  changes  and  the  resulting  altered  coenesthe- 
sis,  and  hence  is  correctly  named  stadium  ccengestheticum. 

Then  comes  the  stadium  acutum,  which  in  seventy-five 
per  cent,  of  the  cases  is  the  melancholic  or  the  maniacal  state. 
These  two  psychopathic  states  have  general  physiological 
analogues  in  the  expansion  or  depression  of  feeling  common 
to  all  mentality.  The  maniacal  state  is  the  wider  departure 
from  the  normal  and  presents  loss  of  control  of  actions,  rap- 
id change  of  ideas  and  emotions,  great  muscular  activity,  in- 
somnia, loss  of  weight  and  illusive  disorder  of  the  special 
senses,  and  it  may  constitute  the  entire  stadium  acutum. 

The  melancholic  state  is  characterized  by  great  emotional 
depression,  slow  and  painful  ideation,  doubts  and  fears,  disor- 
dered vital  functions,  and  general  malaise,  and  it  may  contin- 
ue throughout  the  stadium  acutum. 

It  is  of  prime  importance  to  recognize  that  the  melan- 
cholic and  maniacal  states  here  described  are  mere  symtom- 
complexes  which  appear  and  disappear,  supplant  or  follow 
each  other  during  the  stadium  acutum,  and  that  they  are  by 
no  means  to  be  mistaken  for  separate  attacks  of  mania  and 
melancholia  as  has  so  often  been  done.  This  fact  was  first 
clearly  set  forth  by  the  writer  in  his  "Text  Book  on  Mental 
Diseases,"  and  it  removes  the  absurdity  of  independent  in- 
sanities in  rapid  succession. 

There  is  one  other  psychopathic  state  which  in  some  cases 
is  a  chief  component  of  the  stadium  acutum,  and  it  is  best 
termed  the  stuporous  state.  The  symptoms  are  slowed  res- 
piration and  circulation,  subnormal  temperature,  muscular 
inaction  or  fixed  attitudes,  and  psychic  and  sensorial  abey- 
ance. This  state  may  alternate  with  the  melancholic  or  man- 
iacal in  the  stadium  acutum,  or  it  may  form  the  entire  stad- 
ium as  in  acute  primary  dementia  and  melancholia  attonita. 

When  the  full  force  of  the  stadium  acutum  has  spent  itself 
there  remains  a  state  of  physical  and  mental  debility  for  an 
average  of  some  weeks,  and  this  is  the  stadium  debilitatis.  Its 
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clinical  features  are  weak  memory  and  volition,  apathy  or 
emotional  weakness,  and  general  feebleness  of  bodily  func- 
tions. If  the  acute  stadium  be  very  severe  the  exhaustion 
may  reach  the  grade  of  sequential  stupor,  and  this  stadium 
may  then  become  a  stadium  stuporosum. 

Fourthly  comes  the  stadium  convalescens  having  an  av- 
erage duration  of  some  months  before  complete  recovery. 
Its  progress  is  ordinarily  attended  by  hours  of  former  emo- 
tional or  delusional  perturbation,  but  these  fluctuations  in 
the  rising  tide  of  health  disappear,  and  a  perfect  physical  res- 
titution is  accomplished  about  the  time  of  restoration  of  full 
conscious  personality.  In  the  non-recoverable  cases  this  fin- 
al stadium  becomes  a  stadium  dementise. 

The  sequence  here  given  of  stadium  coenaestheticum,  stad- 
ium acutum,  stadium  debilitatis  and  stadium  convalescens  is 
what  may  be  termed  the  natural  history  order  of  the  disease, 
and  it  will  be  found  verified  in  the  vast  majority  of  all  cur- 
able cases,  and  the  apparent  exceptions  will  be  noted  direct- 

ly- 

The  total  duration  of  these  stadia  as  judged  by  statistical 
information  is  longer  than  is  ordinarily  supposed.  In  nine 
thousand  seven  hundred  and  thirty-two  cases  of  insanity 
treated  to  complete  recovery  in  State  hospitals,  the  average 
period  of  the  malady  was  y.y  months  before  admission,  and 
9.5  months  while  under  treatment,  making  a  total  average 
duration  of  17.2  months  from  the  incubatory  stadium  to  the 
end  of  the  convalescent  stadium.  As  the  coenesthetic,  acute, 
and  convalescent  stadia  are  of  about  the  same  length,  and  the 
stadium  debilitatis  about  one-fourth  that  of  the  others,  it 
would  seem  that  in  tliis  series  of  cases  the  average  duration 
would  be  a  little  more  than  five  months  for  the  former  named 
stadia,  and  one  month  for  the  latter.  In  very  exceptional 
cases  the  stadia  are  to  be  measured  by  hours  or  days  rather 
than  by  weeks  or  months,  and  in  the  other  extreme  they 
may  begin  in  infancy  and  end  only  in  old  age.  The  ordinary 
stadial  course  of  the  psychoses  has  now  been  given,  and  there 
remains  the  consideration  of  the  stadia  in  the  strongly  hered- 
itary insanities.     A  broad  view  must  here  be  taken  of  the 
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whole  evolution  of  the  mental  alienation.  A  degenerate  child 
for  instance  begins  early  to  show  morbid  instability,  is  wilful 
and  perverse,  by  turns  unaccountably  gloomy  or  gay,  differs 
more  and  more  from  healthy  children  with  advance  of  years, 
and  at  puberty  is  recognised  to  have  mild  degrees  of  the  man- 
iacal, melancholic  or  stuporous  states.  After  the  pubescent 
crisis  the  patient  has  an  apparent  return  of  mental  health  and 
undertakes  the  regular  duties  of  life,  but  breaks  down  under 
every  severe  stress  of  mind  or  body.  The  periods  of  health 
become  shorter  and  the  melancholic  and  maniacal  attacks 
longer,  until  some  form  of  periodic  insanity  is  established  for 
a  lifetime. 

It  must  be  admitted  with  scientific  breath  of  view  in  such 
cases  that  the  stadial  progression  of  the  mental  disease  is 
from  the  cradle  to  the  grave.  The  incubatory  stadium  pro- 
gresses on  predestined  hereditary  lines  throughout  child- 
hood ;  the  stadium  acutum  begins  with  the  first  decided  men- 
tal disorder  at  the  pubescent  crisis,  and  covers  the  whole 
course  of  life.  The  apparent  recoveries  between  the  attacks 
are  not  real,  but  are  only  intermissions  in  the  progressive 
malady  which,  if  life  is  sufficiently  prolonged,  ends  in  a  stad- 
ium dementige  of  the  active  kind  peculiar  to  degenerates. 

A  like  stadial  progression  of  mental  disease  is  often  to 
be  found  in  the  established  neuroses  of  epilepsy,  hysteria, 
and  hypochondriasis,  and  in  some  cases  of  primary  mono- 
mania there  is  also  a  gradual  evolution  and  a  life-long  dura- 
tion of  the  insanity. 

It  is  necessary  here  to  speak  of  exacerbations,  remissions, 
intermissions  and  lucid  intervals  in  relation  to  the  stadia.  Ex- 
acerbations occur  only  during  the  stadia,  and  are  intensifica- 
tions of  existing  symptoms,  and  in  women  often  coincide  with 
the  catamenia.  Remissions  are  diminutions,  but  not  positive 
cessations  of  the  mental  disorder;  they  happen  during  the 
stadia,  and  often  mark  the  ebb  and  flow  of  nervous  energies 
in  the  convalescent  stadium.  With  brief  or  long  rythm  they 
also  seem  to  interrupt  the  stadium  acutum  in  specially  neuro- 
tic cases,  but  in  reality  they  are  only  clinical  phases  of  the 
advancing  disease,  and  they  should  never  be  mistaken  for  lu- 
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cid  intervals.  A  lucid  interval  is  a  temporary  restoration  of 
right  mind,  but  not  a  removal  of  the  underlying  pathological 
conditions  of  the  mental  disease.  The  lucid  interval  may  oc- 
cur during  or  between  the  stadia  and  last  a  day,  a  week  or  a 
month  and  even  longer. 

An  intermission  is  the  complete  disappearance  of  the  phy- 
sical and  mental  symptoms  of  the  disease.  It  occurs  between 
the  cycles  of  periodic  insanity  and  has  a  duration  of  weeks  or 
months. 

The  writer  long  ago  pointed  out  the  fact  that  the  maniacal, 
melancholic  and  stuporous  states  might  combine  with  remis- 
sions and  intermissions  in  any  imaginable  order  to  form  the 
cycles  in  the  periodic  forms  of  mental  disease. 

If  the  maniacal  or  melancholic  state  be  followed  by  an  in- 
termission and  this  sequence  continues,  the  case  is  intermit- 
tent mania  or  melancholia.  If  the  maniacal  or  melancholic 
state  and  then  a  remission  be  the  sequence  repeated  the  form 
is  remittent  mania  or  melancholia.  In  another  instance  the 
melancholic  state  is  immediately  followed  by  the  maniacal 
state,  and  this  cycle  continuously  appearing  is  called  circular 
insanity,  and  if  there  be  an  intermission  between  the  cycles 
it  is  intermittent  circular  insanity. 

,  The  essential  point  is  that  all  these  complicated  phases 
of  periodical  insanity  including  the  cycles  and  intermissions 
simply  constitute  a  stadium  acutum,  which  is  progressive  and 
may  continue  for  years  or  even  endure  for  the  greater  part  of 
a  lifetime.  It  will  always  be  found  that  this  stadium  acutum 
is  preceded  by  a  prolonged  stadium  coenaestheticum,  and  that 
it  will  eventually  graduate  into  a  stadium  of  mental  deteriora- 
tion which  is  the  equivalent  of  the  stadium  dementiae  in  the 
simple  psychoses. 

In  the  complicated  alternating  insanities  therefore  the 
simple  order  of  the  stadia  is  unchanged.  The  unusual  pro- 
longation of  the  stadium  acutum  may  occur  also  in  other 
forms.  Thus  in  general  paretics  it  may  last  for  years  with 
rhythmical  fluctuations  of  the  melancholic,  maniacal  or  stu- 
porous states,  and  with  intermissions  so  long  as  to  be  mis- 
taken for  cures^  but  in  course  of  time  with  a  certainty  like 
that  of  the  law  of  gravity  the  stadium  dementiae  takes  its 
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place  in  regular  order.  Close  scientific  study  of  these  long 
intermissions  shows  that  they  are  not  perfect  physical  and 
mental  restitutions,  nor  even  intervalla  lucida;  that  slight 
psychic  and  somatic  signs  are  to  be  detected,  and  that  it 
would  be  more  in  accord  with  clinical  truth  to  regard  such 
intermissions  as  stadia  minora  intercalated  between  the  reg- 
ular stadia  majora  above  dehneated. 

The  main  conclusions  of  this  paper  may  be  briefly  sum- 
marized as  follows : 

The  vast  majority  of  attacks  of  mental  disease  have  but 
four  simple  stadia.  The  main  stadium  acutum  is  constituted 
chiefly  of  the  maniacal,  melancholic,  or  stuporous  states, 
which  are  mere  symptom-complexes  alternating  or  replacing 
one  another,  though  sometimes  mistaken  for  separate  at- 
tacks of  insanity. 

Mental  disease  must  be  regarded  as  one  continuous  patho- 
logical process  with  periodic  fluctuations,  so  constant  that  re- 
missions and  intermissions  are  to  be  viewed  as  part  of  the 
morbid  phenomena. 

The  diversified  curricula  of  insanity  and  the  artificial  var- 
iety of  its  forms  described  by  modern  writers,  may  in  great 
measure  be  reduced  to  clinical  simplicity  by  the  law  of  the 
stadia,  conjoined  with  the  maniacal,  melancholic  and  stupor- 
ous states,  as  here  rightfully  assigned  to  the  position  of  symp- 
tomatic syndromes,  rather  than  independent  forms  of  alien- 
ation. 

In  fine  and  in  fact  the  law  of  stadium  and  rhythm  and 
of  the  dominant  states  of  expansion,  depression  and  stupor 
are  the  only  stable  data  capable  of  any  wide  purpose  for  the 
logical  unification  of  the  multiform  manifestations  of  men- 
tal disease. 


lperi6cope< 


CLINICAL  NEUROLOGY. 
ZuR  Casuistik  der   infantilen   progressiven   spinalen   Muskel- 

ATROPHIE  VON  FAMILIALEM  RESP.  HEREDITAREM  CHARACTER  (In- 
fantile Progressive  Spinal  Muscular  Atrophy  of  Family  (or  he- 
reditary) Character).  L.  Bruns  (Deutsche  Zeitschrift  fiir  Ner- 
venheilkunde,   1901,  xix,  5  and  6,  p.  401). 

The  number  of  cases  of  this  disease  which  have  been  reported  is 
very  small,  hence  Bruns  gives  the  clinical  histories  of  three  cases 
which  he  had  under  observation  for  some  time.  His  cases  show  all 
the  important  clinical  characteristics  first  described  by  Werdnig  and 
Hoffman.  Beginning  in  early  childhood  very  slowly,  the  child  may 
learn  to  walk,  but  soon  gives  it  up  and  takes  to  bed.  Power  is  grad- 
ually lost  in  the  legs,  then  in  the  trunk,  and  standing  soon  becomes 
impossible.  There  is  paresis  and  atrophy  beginning  at  about  the 
same  time  in  the  muscles  of  the  pelvic  girdle  and  of  the  trunk.  This 
is  entirely  symmetrical  and  affects  especially  the  iliopsoas  and 
quadriceps  femoris.  Later  the  arms  and  head  muscles  are  affected. 
In  the  limbs  the  proximal  muscles  are  affected  first,  and  the  disease 
proceeds  slowly  toward  the  distal  parts  (hands  and  feet).  These 
last  never  escape  if  the  disease  lasts  long  enough,  but  there  is  often 
more  movement  in  them  than  would  appear  possible  with  the  de- 
gree of  atrophy  which  is  present.  The  supporting  of  the  head  and 
that  of  the  trunk  becomes  especially  difficult.  The  patient  can  long 
balance  head  and  trunk,  but  cannot  lie  down  or  get  up  slowly.  On 
account  of  the  weakness  of  the  muscles  there  is  spinal  curvature 
and  talipes  equinus.  The  atrophy  of  muscles  may  be  partially 
concealed  by  fatty  deposit.  The  paralyzed  muscles  may  show  di- 
minished electrical  reactions  and  even  reaction  of  degeneration.  Fi- 
brillary contractions  may  or  may  not  be  present.  Occasionally  the 
bulbar  muscles  are  affected.  No  hypertrophy  or  pseudo-hypertrophy. 
The  paralysis  is  flaccid  with  lost  tendon  reflexes  and  occasional  sec- 
ondary contractures.  There  is  no  sensory  disturbance,  sphincter  in- 
volvement, or  mental  impairment.  The  course  is  rather  rapid  and 
death  is  due  to  paralysis  of  respiratory  muscles.  The  disease  is 
hence  progressive,  the  muscular  atrophy  is  centrifugal  and  symetrical. 
The  only  considerable  difference  shown  in  the  cases  of  Bruns  were 
their  beginning  somewhat  later  than  those  of  Werdnig  and  Hoff- 
mann (at  about  two  and  three  years),  and  lasting  longer.  One  case 
died  in  her  fifteenth  and  the  other  two  were  alive  aged  respectively 
five  and  twelve  years,  at  the  time  his  paper  was  written.  The  author 
publishes  some  instructive  photographs.  Allen. 

SuL  DiSTURBi  DELLA  RESPiRAZiONE  NEGLT  EMiPLEGici  (Disturbances 
of  Respiration  in  Hemiplegics).  Boeri  and  Simonelli  (Gazz.  degli 
Osped..  Oct.  7,  Vol.  20,  1900.  p.  1.249). 

These  authors  have  studied  the  respiratory  movements  in  61 
cases  of  hemiplegia.  In  almost  every  case  respiration  was  both  ab- 
solutely and  relatively  diminished;  in  49  of  the  cases  there  was  a  dis- 
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tinct  difference  in  movement  between  the  two  sides;  in  39  the  move- 
ment was  less  on  the  paralyzed  side,  and  in  10  it  was  more  marked 
and  full  when  compared  with  the  sound  side.  These  differences  ap- 
plied not  only  to  exaggerated  voluntary  eff'orts,  but  to  quiet  auto- 
matic respiratory  movements.  The  nature  of  the  cerebral  lesion  made 
no  difference.  The  difference  was  as  a  rule  more  marked  in  propor- 
tion to  the  degree  of  paralysis,  especially  when  the  greatest  stress 
was  seen  in  the  upper  limbs.  In  some  cases  a  unilateral  arhythmia 
was  observed.  The  authors  believe  there  is  a  superior  cortical  cen- 
ter for  respiration,  probably  situated  somewhere  near  the  motor 
center  for  the  upper  limb,  to  which  the  medulla  center  is  subservient. 
The  greater  frequency  of  respiration  on  the  paralyzed  side  is  ex- 
plained by  supposing  that  this  center  is  excited  by  irritation  rather 
than  depressed.  Automatic  respiration  could  be  carried  on  by  the 
medulla  center,  but  when  voluntarythe  cortical  center  would  be  called 
into  play.  Jelliffe. 

Ueber  einen  geheilten   Fall  von   otogener    Meningitis   (Con- 
cerning a  Cured  Case  of  Otogenous  Meningitis).     Bertelsmann 
(Deutsche  med.  Wochenschrift,  No.  18,  1901,  p.  277). 
A  patient  with  a  purulent  process  in  the  ear,  had  severe  head- 
ache in  the  right  frontal  and  temporal  regions,  rigidity  of  the  neck, 
scaphoid  abdomen,  hyperesthesia  of  the  skin,  high  fever,  etc.     The 
diagnosis    of  extradural    abscess    or    circumscribed  leptomeningitis 
was  made.     At  the  operation  pus  was  found  on  the  outer  surface  of 
the  cerebral  dura  and  the  dura  was  not  opened.     Lumbar  puncture 
v/as  performed  during  the  narcosis,  and  extracellular  diplococci  were 
found  in  the  fluid  obtained.    The  case  was  regarded  as  hopeless,  but 
complete  recovery  ensued.  Spiller. 

Ueber  gonorrhoische  Nervenerkrankungen  (Gonorrheal  Nervous 
Diseases).  A.  Eulenberg  (Deutsche  med.  Woch.,  Vol.  26,  Oct. 
25,  1900,  p.  686). 

A.  Eulenberg  calls  attention  to  the  fact  that  while  nearly  every 
other  part  of  the  body  has  its  distinct  series  of  maladies  to  which  a 
gonorrheal  etiology  is  attached,  the  nervous  system  appears  to  have 
been  somewhat  neglected  in  this  regard.  This  omission  he  then  pro- 
ceeds to  rectify  by  describing  fourteen  cases  of  nervous  disease  ap- 
parently directly  traceable  to  a  specific  urethral  infection.  In  con- 
sidering the  secondary  nerve  lesions  due  to  the  gonococcus  three 
classes  are  to  be  made:  (i)  Neuralgic  affection,  especially  gonorrheal 
sciatica.  (2)  Various  forms  of  muscular  atrophy  or  dystrophy,  and 
atrophic  palsies.  (3)  Gonorrheal  neuritis  in  its  more  restricted  sense, 
as  mononeuritis  or  polyneuritis,  and  gonorrheal  myelitis.  In  order 
to  establish  a  connection  between  the  infection  and  the  disease  a  sin- 
gle coincidence  of  symptoms  is  not  sufficient,  but  a  general  consid- 
eration of  the  points  involved  in  each  particular  case  is  necessary. 
Important  factors  are  the  simultaneous  occurrence  of  urethritis  with 
or  without  the  presence  of  gonococci  in  the  secretion,  the  existence 
of  other  metastatic  specific  lesions,  epididymitis,  endometritis,  endo- 
carditis, or  arthritis;  or  symptomatic  peculiarities  of  the  nerve  affec- 
tion itself.  Jelliffe. 

Ueber  das  Verhalten  der  Patellarreflex  bei  hohen  Quer- 
SCHNITTSMYELITIDEN  (The  Patellar  Reflex  in  High  Transverse 
Myelitis).  R.  Balint  (Deutsche  Zeitschrift  fiir  Nervenheil- 
kunde,  1901,  xix,  5  and  6,  s.  414). 
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That  there  is  loss  of  the  knee-jerk  in  complete  transverse  lesions 
of  the  cord  at  points  above  the  lumbar  enlargement  was  first  assert- 
ed by  Bastian.  This  has  found  both  supporters  and  opponents.  The 
number  of  cases  which  has  been  thoroughly  examined  both  clinically 
and  anatomically,  is  surprisingly  small,  however.  Balint  adds  the 
following:  A  case  of  myelitis  of  the  eighth  dorsal  segment  came  under 
observation  on  the  fourth  day.  There  was  then  total  paraplegia, 
great  diminution  of  tactile  sense,  while  temperature  and  pain  sense 
were  retained,  and  there  was  loss  of  reflex  in  the  lower  extremities. 
After  eighteen  days  the  reflexes  returned,  were  exaggerated,  lasted 
fourteen  days,  and  then  again  disappeared.  Death  at  the  end  of  three 
months.  The  anatomical  examination  showed  softening  of  the  cord 
with  complete  degeneration  of  all  nerve  fibers  of  the  cross  section 
for  some  distance  above  and  below  the  affected  segment.  Ascending 
degeneration  was  much  more  marked  than  descending  degeneration, 
which  appeared  to  be  in  only  an  early  stage.  In  the  lumbar  region 
outside  of  the  descendinp-  degeneration  there  was  nothing  abnormal 
in  either  white  or  gray  matter,  the  cells  appearing  normal  upon  ex- 
amination by  Nissl's  method.  There  were,  however,  alterations  in  the 
nerve  roots  and  pia,  the  latter  being  a  little  thickened,  the  veins 
distended  and  their  walls  showing  nuclear  proliferation.  Where  the 
nerve  roots  passed  through  the  pia  they  appeared  to  be  compressed 
and  somewhat  damaged.  These  changes  affected  the  posterior  roots 
more  than  the  anterior  roots.  In  muscles  and  nerves  there  was 
found  nothing  of  moment.  The  author  next  proceeds  to  study  some- 
what in  detail  the  other  cases  of  total  transverse  lesion  which  have 
been  reported.  He  finds  that  (i)  there  are  cases  which  prove  that 
total  interruption  of  the  spinal  conduction  paths  does  not  cause  loss 
of  leflexes.  (2)  There  are  cases,  and  plenty  of  them,  which  show 
that  in  the  high  lesions  of  the  cord,  complete  or  not,  flaccid  paralysis 
of  the  lower  extremities  with  loss  of  reflexes  is  very  frequent.  Of 
these  are  Ca)  cases  in  which  the  observers  have  attributed  loss  of 
reflexes  to  lesion  of  the  reflex  arc.  (b)  Cases  in  which  the  observers 
have  declared  the  reflex  arc  free.  These  latter  he  finds  not  free 
from  objection.  From  this  it  follows  that  in  man  and  animals  interrup- 
tion of  the  spinal  conducting  paths  are  not  necessarily  followed  by  flac- 
cid paralysis  and  loss  of  reflexes.  However  it  is  frequent,  we  may  say 
in  the  majority  of  cases,  that  complications  occur  which  cause  suppres- 
sion of  the  reflexes.  Study  of  the  physiology  of  the  subject  leads  him 
to  believe  that  the  separation  of  the  cells  of  the  anterior  horns  from 
influences  arising  in  the  cortex  causes  loss  of  tonus  in  them  and  in  the 
muscles  and  unfavorably  influences  the  reflex  function.  Under  these 
circumstances  a  secondary  affection  of  the  reflex  arc,  even  of  slight 
intensity,  suffices  to  cause  loss  of  reflexes.  Allen. 

SiND   IRGENDWEISE  GENETISCHE   BeZIEHUNGEN  ^ZVVISCHEN     DEN   ALLGE- 
MEINEN    NEUROSEN    UND    DER    APPENDICITIS  DENKBAR?     (Do     Any 

Genetic   Relationships   Exist  between  Appendicitis  and   General 

Neuroses?).  O.  Schaumann  (Deutsche  med.  Woch.,  Vol.  26,  Nov. 

I.  1901,  p.  711). 

Ossian  Schauman  answers  this  question  in  the  affirmative,  and  as 
evidence  cites  the  occurrence  of  appendicular  inflammations  in  sev- 
eral members  of  each  of  fourteen  different  families,  in  twelve  of 
which  there  was  a  hereditary  neurotic  taint.  Furthermore,  in  inves- 
tigating seventy-five  cases  in  which  the  disease  had  befallen  but  a  sin- 
gle member  of  the  household,  it  was  found  that  in  the  majority  of 
instances  either  the  patient  or  a  near  relative  gave  evidence  of  ner- 
vous degeneracy.     In  order,  to  establish  a  connecting  link  between 
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the  neurotic  condition  and  the  intestinal  lesion  the  author  adverts  to 
the  well-known  fact  that  neurasthenia  and  various  forms  of  en- 
teroptosis  are  frequently  found  in  the  same  individual,  and  suggests 
that  the  abnormalities  of  position  may  either  provide  more  favorable 
conditions  for  the  development  of  the  bacterial  virus  which  repre- 
sents the  immediate  cause  of  the  disease  or  may  lessen  the  resisting 
power  of  the  appendix.  Jelliffe. 


Ueber    zwei    seltene    Formen   von    Gesichtskrampf    (Two    Rare 

Forms    of   Facial    Spasm).     W.   v.    Bechterew    (Centralblatt   fiir 

Nervenheilkunde  und  Psychiatric,  Aug.,  1901,  p.  490). 

Von    Bechterew   describes    forms    of  facial   spasm   in   which   the 

movements  resemble  those  of  laughing  or   snuffling.     The  laughing 

spasms  in  his  two  patients  were  bilateral,  and  occurred  often  at  most 

inopportune  moments.     The  snuffling  tic  resembled  the  movements 

of  the  face  made  when  snuff  is  taken.  Spiller. 


The    Prognosis    of   Traumatic    Hysteria.      Pearce    Bailey    (Med. 

Rec,  Aug.  24,  1901). 

By  far  the  larger  number  of  cases  are  made  the  bases  of  per- 
sonal injury  claims,  writes  the  author,  and  it  is  easily  understood 
why  a  hysteric  is  often  misjudged.  The  disease  finds  expression  in 
physical  symptoms,  such  as  paralysis,  defects  in  sight,  smell,  hearing, 
etc.  The  normal  sensory  stimuli  fail  to  be  transfered  to  association 
systems,  and  the  patient  feels,  sees,  tastes,  smells,  etc.,  without  be- 
ing aware  of  it,  and  with  a  firm  belief  in  his  own  incapacity.  Since 
such  belief  is  false,  hysteria  deserves  to  be  classed  among  the  delu- 
sional insanities.  It  must  not  be  forgotten  that  a  fixed  idea  may 
disorganize  the  life  of  an  individual  as  much  as  a  surgical  injury,  and 
that  it  may  take  root  so  deep  that  it  can  never  be  got- 
ten rid  of.  In  traumatic  hysteria,  bad  heredity  makes 
the  prognosis  unfavorable,  for  the  instability  of  nervous  function  is 
the  natural  birthright  of  children  of  the  insane,  epileptic,  alcoholic 
or  other  degenerate.  In  the  author's  experience,  however,  many 
of  the  victims  of  traumatic  hysteria  have  as  good  family  records  as 
most  people.  The  older  the  patient,  the  more  likely  are  the  symp- 
toms to  become  permanent,  especially  in  the  presence  of  chronic  dis- 
eases, alcoholism  and  arteriosclerosis  being  the  worst.  In  the 
healthy  and  well  nourished  there  is  more  hope.  Monoplegias  usually 
recover  rapidly,  hemiplegias  less  rapidly,  and  paraplegias  are  most 
rebellious.  Twitchings,  hiccough,  and  choreiform  movements  are  of 
little  significance.  Shifting,  inconstant  anesthesia  is  of  more  favor- 
able omen  than  that  which  is  profound  and  constant.  Blindness  and 
deafness  may  be  serious,  but  affections  of  taste  have  accompanied 
the  mildest  only  of  the  author's  cases.  If.  after  an  accident,  a  pa- 
tient could  be  isolated  and  cared  for  properly,  probably  we  would 
hear  very  little  of  persistent  traumatic  hysteria.  Likewise  it  is  prac- 
tically impossible  for  a  patient  to  recover  from  this  disease  while 
money  is  at  stake,  so  the  longer  the  litigation  is  postponed  the 
more  permanent  are  the  symptoms  likely  to  be.  Nevertheless  the 
money  is  not  the  cause  of  the  symptoms,  and  immediate  recovery  on 
receipt  of  damages  is  not  to  be  expected.  Indirect  suggestion,  by 
convincing  the  patient  that  he  can  do  things  which  he  thought  im- 
possible, is  the  most  efficient  treatment.  Bastedo. 
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La  parapl6gie  spasmodique  familiale  et  la  sclerose  en  plaques 
FAMiLiALE  (Hereditary  Spasmodic  Paraplegia  and  Hereditary 
Disseminated  Sclerosis).  MM.  R.  Cestan  and  G.  Guillain  (Re- 
vue de  Med.,  Vol.  xx,  Oct.,  1900,  p.  814). 

Amongst  nervous  diseases  there  is  a  group  termed  heredi- 
tary diplegia  by  some,  and  hereditary  spasmodic  paraplegia  or  dis- 
seminated sclerosis  by  others.  Under  these  designations  different 
maladies  are  confused,  as  in  the  two  following  instances,  which  are 
strikingly  different:  (i)  A  boy,  aged  fifteen  years,  came  under  obser- 
vation in  May,  1900.  His  father  and  sister  showed  precisely  similar 
symptoms.  He  had  been  quite  healthy,  but  at  eight  he  had  difficulty 
in  walking.  He  walked  on  the  points  of  his  toes,  and  had  a  con- 
stant feeling  of  weight  on  his  legs.  He  remained  in  this  condition 
until  twelve.  Movements  of  the  arm  were  then  executed  slowly  and 
with  difficulty,  and  the  head  inclined  towards  the  right  side.  In  May, 
1900,  the  boy's  gait  was  obviously  spasmodic,  but  there  were  no  signs 
of  cerebellar  trouble.  The  patellar  and  Achilles  reflexes  were  exag- 
gerated and  there  was  distinct  spinal  trepidation.  Babinski's  sign 
was  present.  Intelligence  and  speech  were  unimpaired.  The  author 
regarded  the  case  as  one  of  organic  spasmodic  paraplegia  with  spas- 
modic torticollis,  the  lesion  being  situated  in  the  pyramidal  tracts. 
From  a  practical  standpoint  the  condition  requires  to  be  distin- 
guished from  Little's  disease.  In  the  latter,  however,  there  is  usual- 
ly a  history  of  premature  birth,  obstetric  traumatism,  or  infantile 
meningitis.  The  spasmodic  phenomena,  moreover,  begin  early,  and 
remain  stationary,  or  ameliorate  slightly,  and  there  may  be  strabis- 
mus, cranial  asymmetry,  defective  intelligence,  convulsions,  or  arrest- 
ed   development. 

(2)  This  group  differs  from  the  preceding  in  the  addition  of  oth- 
er symptoms.  The  parents  were  healthy,  and  had  ten  children,  of 
whom  one  died  in  infancy  of  meningitis,  two  are  epileptics,  and  two 
others  have  special  symptoms  as  described  below.  A  boy,  aged  six- 
teen, came  under  observation  in  November,  1899.  He  had  been 
healthy  up  to  the  age  of  three,  and  easily  learned  to  walk.  Subse- 
quently he  walked  badly,  and  frequently  fell,  but  there  was  no  pain 
or  sense  of  fatigue.  Between  two  and  seven  he  had  frequent  at- 
tacks of  laryngismus  stridulus.  He  had  always  been  mentally  dull, 
but  as  he  grew  up.  walking,  though  not  quite  normal,  was  accom- 
plished without  difficulty  or  fatigue.  In  April,  1899.  he  began  to  ar- 
ticulate badly  and  his  sentences  were  sometimes  unintelligible.  In 
January,  1900,  there  was  sudden  blindness  of  the  left  eye,  followed  by 
equally  sudden  recovery.  When  examined  in  February,  1900,  he 
walked  slowly  with  short  steps  with  deviation  from  the  right.  If 
asked  to  turn  around  suddenly  as  he  walked,  he  had  a  sense  of  losing 
his  equilibrium,  and  as  he  moved  there  was  frequent  vertigo.  The 
patellar  and  Achilles  reflexes  were  exaggerated,  and  the  foot  with 
the  toes  en  grippe  resembled  the  condition  found  in  Friedreich's  dis- 
ease. Speech  was  slow  and  scanned,  as  in  disseminated  sclerosis. 
There  was  marked  nystagmus.  Writing  was  accomplished  without 
difficulty. 

The  sister  of  this  patient  only  developed  difficulty  in  walking  at 
twenty.  At  twenty-two  there  were  voice  troubles.  In  February, 
T900,  she  was  thirty-two.  Walking  was  difficult  and  spasmodic,  not 
"cerebello-spasmodic,"  as  in  her  brother's  case.  There  was  great 
rigidity  of  muscles,  and  the  feet  showed  the  characters  of  Friedreich's 
disease.     The  patellar  and  Achilles  reflexes  were  exaggerated.     Ba- 
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binski's   sign   was   elicited,  and   there  was   marked  nystagmus,    with 
slow,  scanned  speech. 

The  writer  regards  both  these  cases  as  a  family  form  of  dissem- 
inated sclerosis.  Exaggeration  of  reflexes,  spasmodic  gait,  the  speech 
and  the  absence  of  scoliosis  and  choreiform  movements,  excluded 
Friedreich's  disease.  The  first  family  was  affected  by  pure  hereditary 
spasmodic  paraplegia;  the  affection  in  the  second  was  of  a  different 
type  and  belonged  to  a  hereditary  type  of  disseminated  sclerosis. 

BONAR. 

THERAPY. 

Remarks  on  Facial  Paralysis,  with  Special  Reference  to  Treat- 
ment. A.  Short  (Birmingham  Medical  Review,  April,  1900). 
The  author  in  his  paper  says  he  intends  only  to  deal  with  the  form 
of  neuritis  which  occurs  either  in  the  Fallopian  canal  or  below  it,  un- 
accompanied by  any  disease  of  the  bone.  He  has  collected  forty-one 
cases  of  this  form  of  facial  paralysis,  and  has  full  records  of  twenty- 
five.  Formerly  it  was  thought  that  this  form  of  paralysis  was  due 
to  swelling  of  an  inflammatory  nature  in  the  sheath  of  the  nerve,  and 
was  ascribed  to  cold  and  referred  to  generally  as  rheumatic  neuritis. 
Later  researches,  however,  show  that  in  some  cases  the  lesion  is  a 
real  parenchymatous  inflammation  of  the  nerve-structure  itself,  and 
not  due  to  pressure  alone,  the  inflammation  extending  along  the 
nerve  outside  the  skull  and  even  invading  the  divisions  on  the  face, 
as  well  as  being  present  inside  the  bony  canal.  Alcohol,  lead,  and 
syphilis  have  all  been  ascribed  as  causes  of  the  affection,  but  the  last 
of  these  is  the  only  one  which  seems  to  be  probable. 

The  treatment  is  local,  general,  and  electrical.  As  regards  local 
treatment,  counter-irritation  behind  the  ear  by  means  of  a  blister 
is  of  great  service  in  an  early  condition  of  the  affection,  as  it  often 
relieves  the  pain.  Should  blisters  from  any  cause  be  inadvisable,  a 
stimulating  liniment  may  be  used  to  rub  in  over  the  mastoid  process. 
With  respect  to  the  general  treatment,  iodide  of  potassium  in  five- 
grain  doses  three  times  daily  is  usually  given,  as  in  the  treatment  of 
other  forms  of  neuritis;  but  in  a  considerable  number  of  cases  treat- 
ed without  it  the  author  did  not  think  they  were  any  worse  for  the 
lack  of  it.  At  the  end  of  the  first  fortnight  strychnia  should  be  giv- 
en, and  continued  until  the  muscular  contraction  is  almost  as  good 
as  on  the  sound  side,  and  then  stopped.  By  far  the  most  valuable 
treatment,  however,  is  the  electrical  treatment  by  stimulating  the 
muscular  fibers  with  galvanism;  in  this  way  their  nutrition  is  kept 
up  until  voluntary  action  returns.  The  author  is  of  opinion  that,  as 
a  rule,  galvanism  is  not  applied  early  enough.  No  doubt  a  few  mild 
cases  will  recover  without  the  use  of  galvanism,  but  recovery  in  such 
cases  rarely  takes  place  before  three  or  four  weeks  have  elapsed,  and 
if  the  case  happens  to  be  a  severe  one  the  best  time  for  applying  the 
treatment  has  passed  if  we  wait  until  the  end  of  this  period.  Prognosis 
based  upon  the  presence  or  absence  of  the  reaction  of  degenera- 
tion is  not  always  to  be  depended  upon,  for  in  one  of  Dr.  Short's  cas- 
es it  was  well  marked  on  the  fifth  day,  and  the  man  was  quite  well  in 
a  month's  time.  The  author  does  not  think  that  the  third  day  of  the 
paralysis  is  any  too  soon  for  the  application  of  galvanism,  and  the 
weakest  current  that  will  cause  contraction  of  the  muscles  should  be 
used.  Faradism  is  not  absolutely  necessary,  and  when  the  nerves 
on  account  of  their  irritable  condition,  respond  less  readily  to  it  than 
to  galvanism,  it  should  be  avoided.  Later  on,  when  reaction  to  fara- 
dism is  normal,  and  the  voluntary  action  of  the  muscles  is  weak,  a 
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combination  of  the  two  currents  will  be  useful,  and  will  hasten  re- 
covery. In  some  cases  in  which  electrical  treatment  has  not  been 
applied,  or  if  so,  it  has  been  carried  out  in  an  unsystematic  manner, 
so  that  at  the  end  of  four  weeks  the  condition  has  become  chronic  and 
ultimate  recovery  doubtful,  the  author  has  seen  good  results  from 
galvanic  treatment  for  four  weeks,  quite  upsetting  a  prognosis  given 
without  a  trial  of  the  continuous  current.  In  the  chronic  form  of 
case,  especially  when  a  little  voluntary  power  has  returned,  the  au- 
thor has  seen  "considerable  benefit  accrue  from  the  use  of  a  small 
silver  hook  placed  in  the  corner  of  the  mouth,  and  attached  by  means 
of  an  elastic  loop  to  the  ear  of  the  same  side.  Every  movement  of 
the  muscles  of  the  lips  and  cheek  alters  the  tension  of  the  elastic 
pull  of  the  hook." 

It  is  the  paralysis  of  the  orbicularis  of  the  mouth  and  the  buc- 
cinator which  constitutes  the  most  unpleasant  feature  of  the  affec- 
tion, as  it  impedes  speech,  interferes  with  eating,  and  allows  the 
saliva  to  run  out  of  the  corner  of  the  mouth.  The  pull  of  the  elas- 
tic is  in  direct  antagonism  to  the  action  of  the  orbicularis,  so  that 
by  using  this  apparatus,  which  has  been  called  a  "face  crutch,"  the 
muscular  work  performed  by  that  muscle  and  in  certain  positions  by 
the  buccinator  is  increased.  In  using  the  hook  the  tension  of  the 
elastic  must  be  arranged  so  that  the  pull  on  the  corner  of  the  mouth 
is  sufficient  to  widen  the  aperture  about  one-quarter  inch.  At  first 
the  apparatus  should  be  worn  for  about  ten  minutes,  and  never  for 
more  than  an  hour  at  a  time.  If  a  feeling  of  cramp  in  the  cheek  oc- 
curs, the  hook  should  be  taken  out  at  once  and  the  face  rested. 
This  artificial  method  of  exercising  the  muscles  should  also  be  com- 
bined with  ordinary  massage.  Bonar. 

The  Palliative  Treatment  of   Paralysis  Agitans   (E.   William- 
son (Practitioner,  April,  1900). 

The  author  remarks  quite  truly  that  although  there  are  no 
known  means  of  curing  the  disease  or  checking  its  progress,  yet  by 
paying  attention  to  some  points  in  the  general  treatment,  and  by 
the  use  of  a  drug  which  he  recommends,  the  distressing  symptoms 
may  be  alleviated,  and  the  patient's  condition  be  made  more  com- 
fortable. 

As  regards  the  general  treatment,  it  will  be  found  that  mental 
excitement,  the  visits  of  many  friends,  and  mental  worry  and  anxie- 
ty increase  the  tremor  and  restlessness,  and  hence  it  is  important  that 
the  patient  should  lead  a  quiet  life,  and  be  spared  from  mental  ex- 
citement and  worry  as  much  as  possible.  As  the  tremor  often  di- 
minishes markedly  when  reading  an  interesting  book,  or,  in  the  case 
of  female  patients,  when  sewing  or  engaged  in  needlework,  it  is  well 
to  advise  the  patient  to  occupy  his  time  in  some  similar  way.  The 
tremor  may  be  checked  for  a  minute  or  two  by  a  mental  effort,  or  by 
grasping  some  adjacent  object,  such  as  a  chair.  Some  patients  find 
that  they  can  check  it  for  a  time  by  placing  the  hands  on  the  sides, 
and  in  some  cases  the  tremor  can  be  arrested  if  a  friend  seizes  the 
arms  and  holds  them  vertically  above  the  head.  A  warm  bath  will 
also  often  cause  a  diminution  of  the  tremor  for  several  hours.  Wine, 
alcoholic  drinks,  and  strong  tea  and  coffee  cause  the  tremor  to  in- 
crease, and  therefore  if  alcohol  in  any  farm  is  taken,  it  should  be  only 
in  very  small  quantities  and  the  tea  and  coffee  must  be  very  weak.  It 
is  important  that  the  patient's  room  should  be  well  ventilated,  and 
not  too  warm,  as  a  warm,  stuffy  room  makes  the  restlessness  worse. 
In  the  open  air  the  patient  usually  feels  better,  and  one  of  the  best 
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means  of  relieving  uncomfortable  sensations  and  restlessness  of  the 
muscles  is  life  in  the  open  air.  During  a  railway  journey  or  a  drive 
in  a  carriage  the  trembling  is  diminished,  and  the  same  occurs  when 
the  patient  is  wheeled  about  in  a  bath-chair.  When  the  disease  is 
advanced,  the  patient  has  very  great  difficulty  in  walking  without  as- 
sistance. He  is  very  likely  to  fall,  and  if  he  falls  he  cannot  get  up 
again,  so  that  he  should  never  be  allowed  to  go  about  alone  when 
the  walking  becomes  difficult. 

With  respect  to  the  treatment  by  drugs,  the  author  has  tried 
carefully  numerous  drugs  which  have  been  recommended  by  au- 
thors, but  usually  without  obtaining  the  slightest  benefit.  He  does 
not  like  hypodermic  injections,  as  he  thinks  it  undesirable  to  give 
drugs  hypodermically  day  by  day  in  a  disease  of  such  long  duration 
if  benefit  can  be  obtained  by  other  methods  of  administration. 
The  only  drug  that  he  has  found  of  real  service  is  hydrobromate  of 
hyoscine,  which  he  at  first  gave  in  the  form  of  a  pill,  containing  from 
1-200  to  1-150  of  a  grain,  but  without  result.  At  a  later  date  he  gave 
larger  doses  in  solution  in  chloroform  water,  and  found  it  of  distinct 
service.  The  author  says  the  practitioner  should  be  cautious  and  not 
begin  with  more  than  1-150  or  i-ioo  of  a  grain  given  by  the  mouth, 
but  he  also  goes  on  to  say  that  he  has  found  small  doses  of  the  drug 
to  be  of  no  use,  but  that  when  increased  to  1-75  of  a  grain  in 
chloroform  water  good  results  have  followed.  Merck's  hyoscine 
hydrobromate,  obtained  directly  from  Darmstadt,  is  particularly  re- 
commended. Hyoscine,  the  author  says,  not  only  diminishes  the  se- 
verity of  the  tremor,  but  renders  the  patient  more  comfortable.  He 
has  given  it  to  one  of  his  patients  in  1-75  grain  doses  three  times 
daily,  with  short  intermissions,  for  three  years.  If  the  patient  suffers 
from  sleeplessness,  a  little  whiskey  and  water  may  be  given  at  bed- 
time, or  sulphonal  may  be  employed.  Hyoscine,  however,  is  also 
useful;  a  dose  containing  1-75  of  a  grain  in  chloroform  water  should 
be  put  at  the  bedside  of  the  patient,  to  be  taken  soon  after  going  to 
bed,  if  sleep  does  not  occur,  or  if  the  patient  wakes  very  early  in  the 
morning  and  cannot  get  to  sleep  again.  Jelliffe. 
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Nervenleiden  und  Erziehung.     By  Prof.  H.  Oppenheim.    S.  Kar- 

ger,  Berlin,  1901,  pp.  56. 

This  pamphlet  of  fifty  pages  is  an  address  delivered  before  the 
Berlin  Psychological  Society.  It  is  devoutly  to  be  hoped  that  oth- 
er neurologists  will  follow  Oppenheim's  example;  accept  invitations 
from  associations  of  educated  laymen,  take  this  brochure  as  a  basis 
for  their  remarks,  and  thus  spread  the  gospel  of  proper  hygiene  for 
the  nervous  system  where  it  will  do  the  most  good.  After  all,  it  is 
the  parents  and  teachers,  much  more  than  the  doctors,  who  have 
the  opportunity  to  make  or  mar  the  neurotic  child.  But  even  in  the 
profession  there  is  cause  for  propaganda,  and  Oppenheim's  address 
is  warmly  commended  to  general  practitioners  and  to  specialists. 

In  opening  he  states  with  positiveness  almost  amounting  to  as- 
sumption that  the  most  important  factor  in  the  physical  and  mental 
health  of  an  individual  is  his  congenital  tendency,  and  that  this  de- 
pends in  the  highest  degree  on  the  quality  of  the  progenitors.  To 
this  he  adds  the  very  pertinent  observation  that  the  dividing  line  be- 
tween the  influences  of  heredity  and  environment  is  generally  bridged 
by  the  circumstances  that  the  very  qualities  of  the  progenitor  which 
made  the  offspring  degenerate,  continue  in  operation  during  the  rear- 
ing of  the  child.  In  other  words,  the  parent  who  vitiates  the  fetus  in 
conception  still  further  damages  the  child  in  the  rearing. 

The  subject  naturally  falls  into  several  fundamental  questions  of 
which  the  most  important  are:  To  what  extent  may  rearing  counter- 
act a  congenital  tendency  to  nervousness?  What  kind  of  bringing  up 
aggravates  such  tendency?  May  the  manner  of  rearing,  in  the  ab- 
sence of  such  tendency,  of  itself  produce  nervousness?  These  ques- 
lios  are  not  taken  up  seriatim  but  are  answered  in  a  general  way  in 
the  succeeding  text,  as  well  as  further  questions  as  to  what  are  and 
are  not  the  important  elements  in  training  to  prevent  and  cure  ner- 
vousness. 

The  author  first  considers  the  toughening  and  hardening  of  the 
body,  not  only  for  physical  and  mental  stress  but  for  changes  of  tem- 
perature and  other  weather  effects.  Nervous  persons  are  notorious- 
ly susceptible  to  all  sorts  of  influences  which  in  the  nature  of  things 
assault  the  individual  from  birth  to  death.  Especially  is  the  child  to 
be  accustomed  to  pain  and  to  endure  it  without  yielding.  No  less 
than  pain  must  various  discomforts  and  disagreeable  sensations  be 
endured,  and  the  child  is  not  only  to  endure  them  but  is  to  be  taught 
to  endure  with  relative  indifference  if  in  his  riper  years  he  is  to 
enjoy  comfort  and  happiness.  Abnormal  reaction  to  foul  odors,  bad 
tastes,  disturbing  sounds  and  distressing  sights  is  to  be  combatted  by 
means  ptoper  for  developing  healthy  inhibition. 

Even  more  important  than  the  foregoing  is  development  of  such 
powers  and  qualities  as  control  the  emotions.  Nothing  could  be  more 
the  reverse  of  rational  than  the  advice  of  some  few  neurologists  (Le- 
villain),  that  the  nervous  person  be  carefully  shielded  from  every- 
thing that   excites   the    emotions.      A    training    along   the    lines    of 
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Buddhism  which  would  protect  the  growing  spirit  even  from  the 
sight  of  pain,  and  withdraw  it  entirely  from  the  knowledge  of  suffer- 
ing and  sorrow,  is  not  the  one  to  prepare  the  individual  for  his  battle 
of  life  and  arm  him  against  all  the  influences  that  threaten  the  ner- 
vous system. 

Among  the  emotions  fear,  in  its  various  forms,  and  anger,  in  its 
various  degrees,  are  especially  mentioned,  also  the  potency  of  "ju- 
dicious neglect"  at  critical  moments.  In  relation  to  the  foregoing 
points  the  author  aptly  calls  attention  to  the  fact  that  the  planned 
training  of  the  child  is  often  nullified  by  carelessness  of  parents, 
nurses  and  others.  Without  design  various  emotions  and  obliquities 
are  encouraged  by  incidental  behaviour  of  older  persons.  Instruc- 
tion is  made  negatory  by  imitation. 

Next  is  attacked  the  much  more  difficult  problem  of  how  to  pro- 
perly train  the  higher  faculties  and  more  refined  susceptibilities,  and 
the  author  finds  in  symmetrical  but  not  premature  development  of 
these  a  yeoman  safeguard  against  nervousness.  A  consideration  of 
religious  and  ethical  training  closes  with  the  conclusion  that  "every- 
thing that  goes  to  build  character  and  make  the  will  strong  and  true, 
conduces  to  nervous  health." 

Simplicity  of  life,  few  wants,  few  luxuries,  pleasure  in  work,  love 
of  nature,  all  conduce  to  a  healthy  nervous  system.  Enjoyment  of 
art,  music,  poetry,  fiction  and  even  more  solid  literature  is  not  to  be 
encouraged  too  early.  Stimulation  of  the  ambition,  pride  and  vanity 
of  nervous  children  in  school  work  is  roundly  condemned  and  some 
of  the  calamities  of  such  a  course  enumerated.  The  subject  of  sexual 
dangers  and  irregularities  is  touched  with  a  master  hand,  but  noth- 
ing new  is  presented,  and  the  conclusions  are  such  as  would  be 
reached  by  every  neurologist  of  standing.  Patrick. 


Anleitung  beim  Studium  des  Baues  der  nervosen  Centralorgane 
iM  Gesunden  und  kranken  Zustande,  Von  Dr.  Heinrich  Ober- 
steiner,  K.K.O.O.,  Professor,  Vorstand  des  Neurologischen  In- 
stitutes   an    der    Universitat    zu   Wien.     Vierte,    vermehrte    und 
umbearbeitete  Auflage.     Franz  Deuticke,  Leipzig  und  Wien. 
It  is  now  fourteen  years  since  the  first  edition  of  Obersteiner  was 
put  forth  and  it  has  claimed  its  position  as  a  classic  since  its  issue. 
Most  of  our  readers  are  thoroughly  aware  of  the  practical  character  of 
this  work  and  it  would  be  a  work  of  superrogation  to  point  out  its 
many  points  of  excellence.  In  its  new  edition,  however,  it  may  be  re- 
marked that  it  has  been  almost  entirely  rewritten,  a  course  rendered 
necessary  by  the  many  advances  in  the  knowledge  of  the  anatomy  of 
the  nervous  system  which  have  been  made  during  the  past  five  years. 
It  is  not  to  be  wondered  at  that  all  of  the  material  gathered 
during  this  fruitful  epoch  should  not  have  been  included  in  this  edi- 
tion.   To  have  endeavored  to  incorporate  all  the  results  of  the  nerve 
investigations  would  have  resulted  in  the  manufacture   of  a  great 
neurological  patch-work.     Happily  Obersteiner  has  avoided  this  and 
has  given  us  a  rewritten   and  thorough  revision  of  his   well-known 
work,  thoroughly  abreast  of  the   modern  period.  Smith. 


Charles  Henry  Brown,  M.D. 

Dr.  Charles  Henry  Brown,  for  many  years  the 
managing  editor  of  the  Journal  of  Nervous  and 
Mental  Disease,  died  on  October  fifteenth,  after  a 
long  illness.    In  1889  he  first  became  associated  with 


the  Journal  in  the  capacity  of  manager,  succeeding 
Dr.  Graeme  Hammond ;  and  by  his  energy  and  enter- 
prise he  has  widened  its  scope  and  extended  its  repu- 
tation, until  it  stands  today  the  official  organ  of  the 
American  Neurological  Association,  and  the  New 
York,  the  Philadelphia,  and  the  Chicago  Neurologi- 
cal Societies. 

Dr.  Brown  combined  the  knowledge  of  his  spe- 
cialty with  a  keen  business  sense,  and  an  intimate 
knowledge  of  men  and  methods,  so  that  he  was  hap- 
pily fitted  to  develop  the  interests  of  the  Journal, 
and  to  support  it  financially,  until  it  had  attained  its 
present  position  in  the  first  rank  among  the  medical 
journals  of  the  -country. 

Dr.  Brown  was  forty-five  years  old  at  the  time  of 
his  death,  and  during  his  whole  life  was  essentially  a 
New  York  man,  ^n  his  family  and  education,  and  pur- 
suits. He  was  descended  from  a  line  of  physicians, 
from  whom  he  received  the  dower  of  a  brilliant  mind. 
His  father  was  Dr.  Henry  Weeks  Brown,  who  died  in 
1864,  and  his  grandfather.  Dr.  Stephen  Brown,  was 
a  prominent  New  York  physician  in  the  days  of  Dr. 
Alfred  Post  and  Dr.  Martyn  Paine. 

Dr.  Brown  received  his  medical  education  from 
the  New  York  University,  graduating  with  highest 
honors  in  1879.  He  was  connected  with  the  New 
York  Dispensary,  the  Post-Graduate  and  the  Presby- 
terian Hospitals,  as  well  as  with  the  outdoor  work  of 
Bellevue  Hospital. 

He  was  a  member  of  the  County  Medical  Society 
and  the  Academy  of  Medicine,  as  well  as  of  several 
social  clubs  of  New  York. 

The  members  of  his  profession  and  the  editors  of 
the  Journal  lose  a  genial  friend,  an  able  physician 
and  a  keen  business  man  from  among  their  number. 


Charles  Henry  BroWxV,  M.I). 
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ON  TUMORS  INVOLVING  THE  CORPUS  CALLOSUM.* 
By  James  J.  Putnam,  M.D., 

AND 

Edward  R.  Williams,  M.D., 
OF    Boston. 

The  interest  attaching  to  the  subject  of  tumors  involving 
the  corpus  callosum  is  not  to  be  wholly  measured  either  by 
the  therapeutic  advantage  which  a  correct  diagnosis  can  give 
us,  which  is  very  sHght,  or  by  the  purely  scientific  problems 
that  are  involved,  but  also  by  the  fact  that  there  is  consider- 
able likelihood  of  mistaking  the  effects  of  such  growth  for 
functional  psychoses  of  various  sorts,  and  still  more  for  the 
symptoms  of  general  paresis. 

Strictly  speaking,  neither  of  the  three  cases  to  be  describ- 
ed— and  the  same  can  be  said  of  those  reported  by  others — are 
instances  of  pure  corpus  callosum  tumor,  since,  as  a  rule,  one 
or  both  hemispheres  or  the  central  ganglia  were  considerably 
involved  at  one  or  another  point.  Perhaps  the  only  symp- 
toms attributable  to  the  injury  to  the  corpus  callosum  itself 
are  the  mental  changes,  which  will  be  discussed  later.  In 
spite  of  this  tendency  to  the  involvement  of  adjoining  por- 
tions of  the  brain,  however,  these  growths  show,  in  certain 

*Read  before  the  American  Neurological  Association,  June,  1901. 
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parts,  a  distinct  predilection  for  the  corpus  callosum.  This  is 
especially  true  for  the  posterior  portions  of  the  diseased  area 
in  our  cases  II  and  III,  where  the  pigmentary  discoloration 
of  the  tumor  sharply  defines  the  outlines  of  the  great  com- 
missure. 

Case  I.  The  first  case  was  that  of  a  patient  who  was  un- 
der the  care  of  Dr.  Williams  during  a  portion  of  her  illness, 
and  has  been  reported  by  him  in  the  Boston  Med.  and  Surg. 
Jour,  for  May  16,  1901. 

The  facts  of  chief  interest  were  as  follows :  This  patient 
was  a  woman,  twenty-two  years  old.  Active  symptoms  lasted 
about  fifteen  months,  the  first  complaints  being  of  headaches 
and  vomiting,  followed  by  vertigo  and  well-marked  double 
optic  neuritis.  When  examined  one  year  later  these  symp- 
toms had  subsided  and  only  obscure  anemic  signs  were  found, 
but  the  optic  neuritis  had  been  followed  by  a  well-marked 
atrophy.  After  a  number  of  months  of  quiescence,  active 
symptoms  recommenced,  so  that  she  was  admitted  to  the  Bos- 
ton City  Hospital.  The  hospital  records  read:  'The  pupils 
are  equal  and  regular  and  respond  slightly  to  light.  Muscular 
movements  are  apparently  normal.  The  patient  states  that 
she  sees  nothing  with  the  left  eye,  and  with  the  right  only 
objects  held  to  the  extreme  temporal  side.  Heart  and  kid- 
neys are  normal.  There  is  no  tenderness  of  extremities,  no 
loss  of  power  in  arms  and  legs  and  no  impairment  of  sensa- 
tion." The  optic  nerve  atrophy  progressed  so  that  vision  was 
lost  in  both  eyes  before  she  left  the  hospital.  Two  weeks 
later  she  was  admitted  to  the  Carney  Hospital  in  a  serious 
condition.  The  records  say  that  the  left  pupil  was  much  dilat- 
ed and  neither  responded  to  light.  No  perception  of  light 
was  present  in  either  eye.  The  right  knee-jerk  was  absent. 
Sensation  was  apparently  diminished  over  both  legs  and  body 
up  to  the  waist  line.  The  muscular  sense  was  impaired,  and 
the  sensation  seemed  to  be  "delayed  in  both  arms ;"  but  there 
was  much  mental  dulness  which  probably  accounted  for  the 
sensory  disturbance.  On  the  following  day  the  pupils  were 
somewhat  contracted,  but  were  equal  and  responded  well  to 
light.  She  died  a  few  days  later,  but,  meantime,  optic  neuri- 
tis was  noted  in  each  atrophied  disc.    Exitus  in  coma. 

The  points  of  special  interest  in  this  case  were  the  tem- 
porary cessation  of  symptoms,  and  the  fact  that  a  well-mark- 
ed optic  neuritis  developed  at  a  time  when  optic  atrophy  had 
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been  for  some  time  complete ;  and  in  this  respect  the  case  is 
ahnost  unique.  The  autopsy,  as  performed  by  Dr.  Magrath, 
showed  a  large  tumor  lying  beneath  the  corpus  callosum  and 
reaching  with  its  apex  the  optic  commisure  at  the  base  of 
the  brain.  [Figs.  I  and  II.]  Serial  sections  of  the  har- 
dened brain  show  that  the  tumor  first  appears  at 
about  4  cm.  from  the  anterior  extremity  of  the  right 
frontal  lobe,  being  situated  in  the  very  front  of  the  an- 
terior horn  of  the  right  lateral  ventricle.  Here  it  is 
pear-shaped,  the  small  end  going  over  the  median  line  to  the 


Fig.  I.    The  corpus  callosum  was  here  cut  through  at  the  autopsy  on 

the  left  side. 


left  side,  while  the  large  end  encroaches  on  the  right  hemis- 
phere to  within  3  cm.  of  its  external  surface.  In  so  doing  it 
occupies  the  whole  of  the  right  lateral  ventricle,  which  has  be- 
gun at  this  point.  The  greatest  dimensions  of  the  tumor 
were :  width  6  cm. ;  depth  5  cm.  The  third  serial  section  shows 
the  head  of  the  nucleus  caudatus  present.  The  cross-section 
of  the  tumor  is  now  triangular-shaped,  one  corner  reaching 
to  the  base  just  in  front  of  the  optic  commisure.  At  this 
level  the  corpus  callosum  appears  as  a  thin  membrane  above 
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the  tumor.  Each  side  of  the  triangle  is  about  5  cm.  long.  The 
median  side  is  shorter  than  the  other  two,  so  that  the  exter- 
nal corner  blocks  the  right  lateral  ventricle. 

The  fifth  section  [Fig.  II]  shows  the  tumor  now  fairly  ex- 
tending to  the  base  and  completely  compressing  the  optic 
tract.    With  its  apex  it  actually  projects  into  the  interpedun- 


Fig.  II. 

■4 

cular  space,  and  in  so  doing  compresses  both  third  nerves,  es- 
pecially the  left  one. 

The  sixth  section  nearly  bisects  the  pons.  The  tumor  ap- 
pears now  only  as  a  grayish  mass  which  here  occupies  the 
floor  of  the  right  lateral  ventricle  and  is  not  seen  at  all  in  this 
section  on  the  left  side. 

Case  II.  This  case  was  that  of  a  gentleman  of  fifty,  with  a 
good  record  as  regards  health  and  mental  vigor,  except  that 
he  had  been  somewhat  liable  to  "faint  turns,"  when  slightly  ill 
from  any  cause.  Three  or  four  years  ago  he  had  fallen  to  the 
ground  in  such  an  attack,  which  was  brought  on  perhaps  by 
diarrhea.  It  may  be  that  these  were  in  fact  epileptic  attacks, 
such  as  have  occurred  in  the  early  history  of  other  cases  of 
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this  same  sort.  From  this  point  of  view  they  are  of  marked 
interest  as  pointing  to  the  possibility  of  a  very  early  begin- 
ning of  the  new  growth.  There  was  no  history  of  any  severe 
illnesses,  or  injuries,  or  of  any  exposures  which  would  have 
been  likely  to  cause  the  final  disorder. 

He  consulted  Dr.  Putnam  on  the  5th  of  August,  1898,  and 
then  stated  that  he  had  considered  himself  well  up  to  the  mid- 
dle of  June  of  the  same  year,  when  he  was  taken  down  with 
what  he  called  "nervous  prostration."  He  had  done  business 
up  to  June  29th,  but  his  wife  stated  in  response  to  close  in- 
quiry that  he  had  been  "rather  nervous"  for  two  or  three 
years,  and  more  irritable  than  formerly.  These  symptoms 
had  been  worse  for  some  months,  and  had  been  associated 
with  a  vague  sense  of  pressure  in  the  head  and  eyes,  and  an 
unusual  inclination  to  lie  down  and  rest.  On  one  occasion 
he  had  had  a  "numbness"  of  the  right  leg,  which  lasted  a  day 
or  two  and  then  passed  away.  This  had  come  on  suddenly, 
but  was  not  attended  with  loss  of  consciousness.  It  also  ap- 
peared that  his  mental  characteristics  had  gradually  under- 
gone a  certain  amount  of  change,  of  a  kind  which  suggested 
the  possible  onset  of  general  paresis.  Thus,  in  June,  he  had 
insisted,  as  a  mere  whim  and  against  the  advice  of  his  car- 
penter, on  having  an  elaborate  bicycle-house  put  up  behind 
his  own  residence.  His  plan  of  construction  for  this  was 
poor,  the  position  selected  was  unsuitable,  and  he  was  finally 
induced  to  abandon  the  enterprise  in  part.  His  business  part- 
ner had  noticed  a  falling  of¥  in  his  judgment,  and  a  tendency 
to  hastiness  in  small  matters.  Thus,  on  one  occasion,  he  had 
rushed  off  and  bought  a  lot  of  wheat,  without  sufficient  rea- 
son, and  on  another  he  had  ordered  a  quantity  of  coal  for  his 
sister,  without  having  been  asked  to  do  so,  on  the  plea  that 
it  could  be  bought  a  little  cheaper  than  usual.  For  the  past 
six  months  he  had  felt  no  inclination  for  recreation  of  any 
sort.  Letter  writing  had  become  difficult,  and  he  frequently 
repeated  himself  both  in  speech  and  on  paper,  and  occasion- 
allv  left  out  words.  Throughout  the  spring  he  had  been  trou- 
bled about  sleeping,  and,  partly  on  this  account,  partly  be- 
cause he  found  it  more  and  more  difficult  to  work,  he  had 
been  persuaded  to  go  on  a  trip  to  the  Rangeley  Lakes.  There 
he  at  first  improved,  but  after  a  few  weeks  his  right  hand  be- 
came paretic  and  at  the  same  time  his  speech  grew  somewhat 
difficult,  although,  as  on  the  occasion  when  the  leg  became 
numb,  there  was  no  apoplectic  seizure.  His  ability  to  collect 
his  thoughts  had  continued  to  fail,  and  his  mind  worked  slow- 
ly. Both  legs  had  become  somewhat  weak,  but  it  was  the 
right  hand  that  mainly  gave  him  trouble. 
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On  physical  examination  he  was  found  to  be  an  intelli- 
gent-looking man,  though  but  little  inclined  to  take  part  in  the 
conversation  which  went  on  around  him,  either  with  word 
or  expression  of  the  face.  His  speech  was  hesitating  and 
stammering  in  a  high  degree.  He  was  unable  to  give  the 
name  of  the  town  and  country  where  he  had  stayed  for  a 
long  time  during  the  previous  month,  and  made  various  mis- 
takes in  telling  the  story  of  his  illness.  The  right  hand  and 
right  side  of  the  face  were  paretic ;  the  tongue  and  lips  trem- 
bled. The  knee-jerks  were  normal,  and  the  pupils  were  equal 
and  reacted  well  to  light.  The  tongue  was  coated ;  the  bodily 
temperature  normal ;  the  heart's  action  normal.  In  spite  of 
the  awkwardness  of  the  right  hand,  he  was  able  to  write 
clearly  and  fairly  w^ell,  but  omitted  letters  here  and  there,  a 
sign  which  seemed  to  bear  out  the  notion  of  a  diffuse  degen- 
eration of  the  brain-cortex.  Ophthalmoscopic  examination 
failed,  at  that  time,  to  reveal  any  sign  of  optic  neuritis. 

The  patient  was  not  seen  again  until  about  two  months 
later,  and  by  that  time  a  marked  change  had  taken  place  in 
his  condition.  He  was  now  suffering  from  unmistakable 
signs  of  brain  tumor — headache,  nausea,  vomiting,  optic  neur- 
itis— and  besides  this  the  speech  had  become  slower  and  more 
hesitating,  and  the  difficulty  in  the  use  of  the  right  hand  had 
increased.  There  was  also  an  awkwardness  of  both  legs,  so 
that  he  toppled  over  twice  in  going  up  stairs.  The  memory 
was  considerably  impaired.  The  knee-jerks  were  now  exag- 
gerated. 

With  a  view  to  at  least  mitigating  the  effects  of  pressure, 
the  patient  was  advised  to  enter  the  Massachusetts  General 
Hospital  for  operation.  Here  he  came  under  the  care  of  Dr. 
J.  C.  Warren,  who  on  November  8th,  made  a  large  trephine 
opening  on  the  left  side  over  the  Rolandic  area,  but  without 
opening  the  dura, which  was,  however,  found  to  be  very  tense. 
The  operation  was  done  under  chloroform^,  but  in  spite 
of  this  precaution  the  shock  was  so  great  that  for  several 
hours  it  seemed  probable  that  the  patient  would  die.  After 
the  effects  of  this  shock  had  passed  away  slight  improvement 
began  to  show  itself,  both  as  regards  the  general  symptoms, 
the  speech,  and  the  use  of  the  limbs. 

This  improvement  did  not  go  very  far,  however,  and  af- 
ter lingering  for  two  months,  practically  unable  to  speak  or 

^As  specially  advised  by  Horsley  for  cases  of  operation  for  in- 
creased intracranial  pressure.  In  a  case  of  this  sort  observed  by  Dr. 
Warren  and  myself  the  patient,  a  young  girl,  died  after  the  use  of  a 
very  moderate  amount  of  ether  and  before  any  incision  had  been 
made.  Artificial  respiration  kept  the  heart  beating  for  five  hours, 
but  in  vain. 
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to  help  himself  though  not  actually  paralyzed,  and  in  a  con- 
dition of  considerable  mental  dulness  or  apathy  but  without 
pain  or  coma,  the  patient  died. 

The  autopsy  was  made  by  Dr.  Magrath,  and  the  brain 
placed  in  a  formalin  solution  for  preservation.  After  harden- 
ing a  number  of  frontal  sections  were  made,  at  intervals  of 
2  cm.,  with  the  following  result :  The  tumor  appears  first 
at  about  4  cm.  from  the  anterior  extremity  of  the  left  frontal 
lobe  as  a  blackish  mass  which  lies  towards  the  mesial  surface 
near  the  anterior  extremity  of  the  anterior  horn.    In  the  next 


Fig.  III. 


section,  about  2  cm.  further  back,  it  is  of  triangular  shape, 
each  side  being  about  6  cm.  in  length.  It  lies  mainly  in  the 
frontal  lobe,  above  the  corpus  callosum,  but  invading  it  in 
that  portion  of  its  course  which  lies  in  the  left  hemisphere 
from  the  mesial  line  outward.  [Fig.  III.]  It  also 
stretches  somewhat  across  the  mesial  line  into  the 
right  frontal  lobe/  The  fourth  frontal  section  cuts 
across  the  optic  commissure.  Here  the  tumor  has  a 
bilobular  shape,  the  larger  lobe  occupying  about  one- 
third  of  the  cut  surface  of  the  left  hemisphere.  The 
right  lobe  is  only  about  half  as  large  and  extends  across  the 
corpus  callosum  well  into  the  right  hemisphere.  The  left  lat- 
eral ventricle  is  entirely  obliterated  at  this  point  and  the  right 
ventricle  is  almost  obliterated.    The  basal  ganglia,  on  both 
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sides,  are  very  much  compressed.  The  tumor  extends  to 
within  about  0.6  cm.  of  the  base,  where  its  point  comes  op- 
posite to  the  optic  commissure.  On  the  6th  section  [Fig. 
IV],  which  transects  the  posterior  portion  of  the  thalamus, 
the  tumor  seems  to  be  confined  to  the  corpus  callosum,  but 
with  a  few  outlying  portions  in  adjacent  parts  of  the  left  hem- 
isphere also.  The  internal  capsule  is  compressed  but  not  in- 
vaded. The  last  section,  which  cuts  across  the  posterior  horn 
of  the  left  lateral  ventricle,  reveals  the  last  traces  of  the  tu- 


Fig.  IV. 

nior,  which  is  thus  seen  to  involve  the  corpus  callosum  in  its 
whole  length,  and  to  be  almost  confined  to  that  body  in  its 
posterior  half. 

Sections  for  microscopical  examination  were  made  under 
the  skilful  supervision  of  Dr.  E.  W.  Taylor,  to  study  the  ques- 
tion of  secondary  degeneration  in  the  neighborhood  of  the 
tumor  and  in  corresponding  areas  of  the  cortex.  The  meth- 
od of  hardening  had  been  such  that  the  use  of  the  Marchi 
stain  was  out  of  the  question,  but  no  gross  lesions  such  as 
could  be  shown  by  Weigert' hematoxylin  stains  were  discov- 
ered at  any  point.  This  was  true  also  of  the  previous  case, 
No.  I. 

The  tumor  itself  was  of  gliomatous  character  in  both 
cases. 
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The  point  of  special  interest  in  this  case  is  the  early  ap- 
pearance of  slight  changes  in  character  and  slight  impair- 
ment of  mental  power  and  of  memory,  coming  at  a  time  when 
neither  signs  of  focal  lesions  nor  of  general  pressure  had 
shown  themselves. 

The  very  early  occurrence  of  isolated  epileptic  seizures 
several  years  before  is  also  noteworthy,  because,  although  it 
is  not  easy  to  explain  them,  the  histories  of  several  other 
cases^  report  similar  incidents. 

The  paralysis,  when  it  did  appear,  must  evidently  have 
been  due  to  pressure,  for  which  there  was  abundant  cause 
in  the  presence  of  the  mass  on  the  left  side. 

Schupfer,  whose  observations  will  be  discussed  later, 
thinks  that  when  the  tumor  is  situated  anteriorly  as  regards 
the  corpus  callosum  the  arrangements  for  the  face  and  arms 
are  more  likely  to  be  damaged  most ;  when  more  posteriorly, 
those  for  the  legs.  The  present  case  would  perhaps  bear  out 
that  view,  but  it  is  to  be  remembered  that  the  relatively  fine 
movements  of  the  hands  and  of  the  muscles  of  speech  are  more 
apt  to  suffer  from  a  given  pressure  than  the  movements  of  the 
legs.  The  weakness  of  the  legs  in  this  case,  when  it  did  oc- 
cur, was  relatively  diffuse,  and  bilateral  in  distribution,  as  in 
the  following  case. 

Case  III  was  that  of  a  patient  under  the  care  of  Dr.  Sam- 
uel Breck^  with  whom  he  was  seen  in  consultation  by  Dr. 
Putnam  a  few  days  after  the  onset  of  his  illness.  He  was  a 
man  56  years  old,  strongly  addicted  to  liquor,  but  of  vigorous 
health.  The  first  indication  that  anything  was  wrong  was 
noticed  on  November  i8th,  1899,  when  his  conduct  was  seen 
to  be  peculiar  and  he  was  observed  to  be  very  slow  in  carv- 
ing at  the  table.  From  this  time  the  signs  multiplied  quick- 
ly, and  he  died  on  December  8,  only  about  three  weeks  after 
the  appearance  of  the  first  symptoms.  On  the  first  examin- 
ation he  was  found  to  show  a  weakness  of  movement  of  the 
left  leg.  This  soon  spread  to  the  left  arm,  and  then  to  some 
extent  to  the  right  leg,  but  did  not  involve  the  right  arm  at 
all,  or  but  little.  For  several  days  after  the  weakness  of  the 
legs  began  he  was  still  able  to  walk  and  to  empty  the  bladder 

'See  table. 

'We  owe  Dr.  Breck  our  thanks  for  his  kind  permission  to  publish 
this  case. 
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voluntarily,  but  after  the  fourth  day  he  was  confined  to  bed 
and  began  to  sufifer  with  incontinence  of  urine  and  feces. 

The  mental  disturbances,  which  had  begun  with  dulness 
and  odd  behavior,  became  more  and  more  marked,  though 
his  downward  course  in  this  respect  was  broken  by  relatively 
clear  intervals. 

At  times  he  would  seem  delirious,  and  would  talk  about 
his  wife,  who  had  been  dead  for  many  years,  as  if  she  was 
present.  For  the  last  ten  days  he  was  unable  to  feed  him- 
self, but  would  chew  and  swallow  anything  put  into  his  mouth, 
and  would  sometimes  indicate  that  he  knew  what  he  was  eat- 
ing.    Otherwise,  he  never  spoke. 

It  is  important  to  note  that  the  knee-jerks  began  early  to 
diminish  and  finally  disappeared,  and  also  that  during  the 
few  days,  when  he  was  still  able  to  walk  about,  the  gait  was 
uncertain  and  unsteady. 

The  autopsy  was  made  by  Dr.  Magrath,  and  the  report 
here  quoted  on  the  position  of  the  tumor  was  written  by  Dr. 
E.  W.  Taylor,  after  the  specimen  had  been  hardened  in  io% 
formalin  solution. 

''Frontal  sections  approximately  i  cm.  thick  were  made 
throughout  the  brain  with  the  following  result :  The  tumor 
first  makes  its  appearance  at  a  distance  of  about  2-J  cm.  of 
the  right  hemisphere,  invading  the  brain  substance  and  filling 
the*  longitudinal  fissure  at  about  the  level  of  the  corpus  cal- 
losum  and  anterior  to  it.  From  this  point  the  tumor  increas- 
es in  size  toward  the  posterior  part  of  the  brain.  The  right 
hemisphere  is  invaded  by  the  growth,  the  left  not,  although 
somewhat  indented  by  pressure.  At  about  the  level  of  the 
top  of  the  temporal  lobes  the  tumor  has  attained  its  maxi- 
mum size.  Its  shape  is  that  of  a  wedge,  its  base  lying  in  and 
involving  the  corpus  callosum,  its  apex  extending  to  within 
i|  cm.  of  the  upper  surface  of  the  brain  in  the  longitudinal 
fissure.  The  caudate  nucleus  is  not  invaded.  At  a  level  im- 
mediately anterior  to  the  optic  chiasm  the  corpus  callosum  is 
almost  completely  destroyed  by  the  new  growth,  the  corpus 
striatum  is  not  involved,  and  the  mesial  surface  of  the  right 
hemisphere  only  to  a  slight  degree.  From  this  point  the  tu- 
mor diminishes  rapidly  in  size,  involving  the  corpus  callosum 
completely  and  infringing  only  in  the  slightest  degree  on  the 
right  hemisphere  as  before  described.  The  fornix  is  involved 
for  a  part  of  its  course,  as  it  lies  opposed  to  the  corpus  callo- 
sum, otherwise  no  structures  of  importance  are  invaded.  The 
tumor  does  not  extend  behind  a  section  through  the  an- 
terior portion  of  the  thalamus.  Neither  the  lateral  nor  third 
ventricles  are  involved  in  the  growth.     The  capsules  are  in- 
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tact,  and  there  is  no  very  marked  evidence  of  pressure.  The 
greatest  size  of  the  growth  is  about  4x4  cm.  It  is  infiltrat- 
ing, though  its  extent  may  easily  be  made  out.  There  are 
various  discolored  areas  in  the  mass  of  the  tumor-necroses." 

The  report  made  at  the  time  of  the  autopsy  says  that  the 
left  half  of  the  tumor  was  soft  and  in  places  hemorrhagic,  but 
not  broken  down ;  the  right  (larger)  half  had  broken  down  in- 
to a  gelatinous  mass  containing  much  old  blood  pigment. 

The  microscopic  examination  of  the  fresh  specimen  show- 
ed many  round  cells,  mostly  fatty,  free  fat,  old  blood-pig- 
ment and  granular  debris. 

This  case  affords  a  striking  example  of  latency,  with 
eventually  rapid  outburst  of  symptoms.  Even  here,  however, 
the  damage  to  the  brain-mechanism  revealed  itself  first 
through  disturbed  mental  action.  In  this  case,  too,  both  legs 
and  one  arm  are  said  to  have  become  weak  or  awkward  with- 
out any  great  involvement  of  the  other  arm.  Presumably,  as 
in  case  II,  the  involvement  of  the  legs  came  from  pressure  on 
the  paracentral  lobule.  This  extreme  latency  of  symptoms 
has  been  noted  in  several  cases  of  this  class,  as  occasionally, 
of  course,  with  tumors  in  other  localities,  perhaps  especially 
the  frontal  lobes.  In  Zingerle's  case,  the  time  during  which 
symptoms  were  present  covered  only  seven  weeks.  Obviously, 
it  is  the  rapid  growth  of  the  tumor  or  increase  in  its  size 
through  hemorrhage,  or  edema  of  the  brain  due  to  the  in- 
volvement of  vessels,  that  underlies  this  rapid  development  of 
symptoms.  But,  as  regards  the  mechanism  of  the  collapse 
itself,  it  is  our  belief  that  it  is  due  in  part  to  psychical  causes. 
In  other  words,  the  strong  instinct  to  reorganize  and  make 
use  of  compensation  in  every  conceivably  available  form,  and 
to  maintain  the  same  sort  of  front  as  before,  even  with  a 
failing  number  of  available  cerebral  reactions,  is  due  to  the 
activity  of  memory  and  constructive  imagination,  which  are 
in  a  sense  independent  of  the  physical  life  of  the  brain  and 
are  constantly  pressing  for  expression  on  old  lines.  When 
the  time  comes,  however,  that  this  expression  is  no  longer 
even  tolerably  possible,  the  attempt  at  reorganization  is  aban- 
doned and  collapse  rapidly  follows. 

The  tumor  itself  in  this  case  was  almost  the  counterpart 
of  that  in  the  preceding  case  (II)  but  smaller,  and  involving 


656  PUTNAM  AND  WILLIAMS. 

the  right  hemisphere  more  than  the  left.  In  both  cases  the 
growths  reached  forward  somewhat  beyond  the  anterior  ex- 
tremity of  the  corpus  callosum  and  invaded  the  structures  of 
one  or  the  other  frontal  lobes,  and  the  question  arises 
whether  it  may  not  have  been  to  this  fact  that  the  mental  dis- 
turbances were  due. 

The  study  of  this  group  of  cases  falls  naturally  into  two 
parts,  the  one  purely  clinical  or  diagnostic,  the  other  physio-, 
logical  and  psychological. 

The  diagnosis  of  tumors  of  the  corpus  callosum  has  been 
fruitfully  studied  by  a  number  of  writers,  chief  among  whom 
are  Bristowe,  Giese,  Ransom,  Bruns,  Zingerle,  Schupfer. 

It  is  unnecessary,  in  view  of  the  thorough  compilations 
made  by  these  writers,  to  give  other  references  in  this  paper, 
our  object  being  only  to  indicate  the  movement  of  thought 
and  discovery.  The  aim  of  the  clinical  diagnosis,  as  noted  at  the 
beginning  of  this  paper,  is  not  to  distinguish  tumors  confined 
to  the  corpus  callosum,  but  rather  tumors  which  develop  with 
that  structure  as  their  central  point. 

The  conclusions  reached  by  these  various  writers  agree 
in  essential  respects.  The  usual  pressure-signs  of  tumor  are 
long  delayed,  and  of  positive  symptoms,  the  mental  disorder 
is  the  one  of  greatest  interest.  As  stated  by  Ransom,  this 
takes  the  form  of  a  progressive  failure ;  or  of  rapidly  develop- 
ing stupor ;  or  of  hallucinations,  irritability  or  attacks  of  ex- 
citement if  the  progress  of  the  case  is  not  too  rapid. 

The  paralysis,  when  it  is  present,  is  usually  primarily  hem- 
iplegic  and  of  the  ordinary  type,  but  becomes  eventually  more 
or  less  diplegic,  at  least  as  regards  the  legs,  and  this  is  highly 
characteristic,  though  doubtless  due  to  pressure  on  conduct- 
ing tracts  lying  outside  the  corpus  callosum.  Convulsions 
may  occur  and  these  too  are  liable  to  be  bilateral. 

On  the  other  hand,  the  usual  ''general"  or  ''pressure" 
symptoms  of  brain  tumor  often  fail  to  appear  until  relatively 
late,  and  cranial-nerve  paralyses  are  usually  wanting.  The 
tendon  reflexes*  may  become  exaggerated,  but  may  be  but 
little  changed. 

Zingerle  calls  attention  to  the  frequency  of  a  lack  of  power 

*See  Case  III  of  this  series. 
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of  balance,  sometimes  amounting  to  considerable  incoordi- 
nation, to  which  he  gives  the  term  "callosal  ataxia  ;"^  and  to 
a  lack  of  motor-initiative,  or  "poverty  of  movement"  (Beweg- 
ungsarmuth),  both  of  which  symptoms  have  been  described 
by  early  writers,  though  in  other  terms  and  with  less  insis- 
tence. 

His  account  recalls  the  helpless,  apathetic  way  in  which 
patient  No.  II  of  this  series  lay  for  the  last  two  months  of 
his  life,  not  in  pain  and  not  incapable  of  considerable  move- 
ment, nor,  apparently,  of  more  or  less  intelligent  observation, 
but  almost  without  a  spontaneous  sign  or  motion,  except  that 
he  would  follow  about  more  or  less  with  the  eyes. 

Schupfer  attempts  a  subdivision  of  the  corpus  callosum 
tumors,  and  says  that  a  growth  at  the  level  of  the  "knee''  may 
be  suspected;  (i)  when  the  disorders  of  motion  that  appear 
have  been  preceded  for  a  considerable  period  by  mental  dis- 
orders ;  (2)  when  the  lower  facial  muscles  of  one  or  both  sides 
become  paretic,  independently  or  relatively  early;  (3)  when 
the  head  turns  toward  the  paralyzed  (hemiplegic)  side,  or,  in 
general,  when  there  is  contracture  of  the  neck  and  head  mus- 
cles ;  (4)  when  the  paralysis  of  the  arms  is  relatively  greater 
than  that  of  the  legs ;  (5)  when  disorders  of  gait  are  present 
which  recall  cerebellar  ataxia,  though  when  these  signs 
are  associated  with  vomiting  and  vertigo  they  are  more  apt 
to  be  due  to  tumors  lying  posteriorly,  in  such  a  position  that 
they  compress  or  damage  the  cerebellum. 

When  the  middle  portion  of  the  corpus  callosum  is  the 
seat  of  the  growth,  vomiting  is,  he  thinks,  often  absent  or 
only  of  occasional  occurrence,  and  the  weakness  of  arms  and 
legs  is  contemporaneous  and  at  first  of  slight  degree.  Tum- 
ors lying  posteriorly,  in  the  splenium,  are  more  apt  to  cause 
impairment  of  motion  of  the  legs  before  the  arms,  the  face 
remaining  unaffected.  In  such  cases  uncertain  and  reel- 
ing gait,  such  as  has  been  called  frontal  ataxia,  oc- 
curs late.  In  general  the  symptoms  in  these  cases 
suggest    cerebellar    disease,    but    the    optic    neuritis    is    of 

'This  is  the  sign  referred  to  by  Zingerle,  and  called  by  Bruns 
"frontal  lobe"  ataxia.  Giese  considers  that  these  ataxias  are  really 
of  cerebellar  origin. 
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less  rapid  development.  The  mental  symptoms  occur  either 
contemporaneously  with  the  paralyses  or  later.  Visual  dis- 
orders (occipital)  would  be  likely  to  occur,  but  have  not  been 
noted,  and  might  sometimes  be  masked  by  those  dependent 
on  the  neuritis.  So,  too,  the  mental  disturbances  would,  he 
believes,  often  mask  an  ataxia  which  Redlich  thinks  might 
be  expected  as  a  result  of  tumors  of  the  splenium. 

In  order  to  base  our  clinical  conclusions  on  the  greatest 
available  number  of  facts,  we  have  prepared  a  summary  of 
all  admissible  cases  hitherto  published,  amounting  to  38^. 

An  analysis  of  this  table  justifies  the  following  statements 
as  fairly  though  not  absolutely  reliable. 

The  whole  number  of  cases  in  the  table  is  thirty-eight, 
but  in  about  twelve  of  these  the  growth  was  mainly,  though 
by  no  means  absolutely,  confined  to  the  corpus  callosum,  and 
these  twelve  have  been  analysed  apart  from  the  rest  for  the 
purpose  of  comparison. 

Both  groups  show  the  marked  prevalence  of  mental 
changes  and,  in  general,  their  early  occurrence.  Thus,  of  the 
thirty-eight  cases,  mental  changes  of  one  or  another  kind  oc- 
curred very  early  in  thirty-four  at  least ;  while  of  the  smaller 
group  of  twelve  selected  cases  some  sort  of  change  of  charac- 
ter or  mental  disorder  was  present  in  all  but  two.  Schupfer 
(7.C.)  gives  an  interesting  discussion  of  this  tendency,  and 
makes  out  that  of  the  twenty-five  cases  collected  by  him  some 
sort  of  mental  change  was  universally  present,  sooner  or 
later.  In  contrasting  these  cases  with  those  of  tumors  in 
oth^r  parts  of  the  brain,  he  cites  the  authority  of  Giannelli, 
who  found  mental  disorders,  with  tumors  of  the  frontal  lobes 
in  81%  of  a  large  number  of  reported  cases;  with  tumors  of 
the  parietal  lobes  in  50%  ;  of  the  temporo-sphenoidal  lobes 
in  66%  ;  of  the  occipital  lobes  in  60%  ;  with  diffuse  neoplasms 
in  59%  ;  with  tumors  of  the  basal  ganglia  in  50%.  The  signi- 
ficance of  these  facts,  as  bearing  on  the  general  subject  of 
the  cerebral  functions,  will  be  discussed  later. 

Alongside  of  the  mental  changes,  the  "physical  inertia," 

•Erb  reports  a  case  of  hemorrhage  into  the  corpus  callosum, 
which  is  reported  in  our  list  but  not  included  in  the  summary  and 

analysis. 
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01  lack  of  physical  initiative,  deserves  mention,  since,  although 
referred  by  Zingerle  to  diminution  in  number  or  force  of  cen- 
tripetal impulses,  it  might  be  due  as  well  to  mental  lethargy  or 
anesthesia. 

At  all  events,  it  is  a  symptom  on  which  future  inquirers 
must  pass  judgment,  since  it  was  only  positively  referred  to 
as  present  in  nine  out  of  the  thirty-eight  cases,  and  in  one  of 
the  selected  twelve  cases.  Paralysis  of  the  limbs,  of  hemiple- 
gic  distribution,  though  not  always  involving  arm  and  leg 
with  equal  severity,  was  present  in  fourteen  of  the  thirty-eight 
cases,  and  in  four  of  the  selected  cases.  Bilateral  paralysis, 
which  is  the  far  more  significant  sign,  was  present  in  nine  01^ 
of  the  thirty-eight  cases,  but  in  only  one  of  the  twelve  select- 
ed cases  where  the  tumor  was  mainly  confined  to  the  corpus 
callosum.  This  is  not  remarkable,  since  the  paralysis, 
whether  unilateral  or  bilateral,  is  doubtless  an  affair  of  in- 
volvement of  the  hemispheres.  In  two  cases  the  face  was 
paralyzed  alone,  and  in  one  the  tongue  was  reported  immov- 
able. In  another  case  the  face  was  not  paralyzed,  but  was  the 
seat  of  twitchings  on  the  left  side,  and  the  head  was  drawn 
round  to  the  right.  In  all  these  cases  the  tumor  lay  anterior- 
ly, and  the  localizing  rule  given  by  Schupfer  is  thus  in  a  mea- 
sure confirmed,  although,  as  might  be  expected,  the  tumors 
lying  posteriorly  may  cause  a  paralysis  of  the  face  together 
with  the  limbs.  The  term  "paralysis"  does  not  adequately 
indicate  the  motor  disorders  observable  in  these  cases. 
"Weakness"  and  helplessness  (compare  remarks  on  incoordi- 
nation) were  common  signs,  and  have  been  noticeable  as  re- 
gards the  legs.  So  too  "rigidity"  or  contracture,  either  with 
or  without  obvious  paralysis,  is  occasionally  noted,  and  in 
one  case,  where  no  paralysis,  strictly  speaking,  was  observ- 
able, the  patient  could  not  raise  the  legs  from  the  bed  while 
in  a  recumbent  position. 

As  regards  the  character  of  the  early  mental  changes,  it 
is  noteworthy,  to  begin  with,  that  no  positive  line  is  to  be 
drawn  between  the  cases  where  the  tumor  lay  relatively  ante- 
riorly and  those  where  it  lay  rather  in  the  median  or  poster- 
ior portion  of  the  great  commissure,  though,  in  fact,  the  an- 
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terior  portion  seems  to  have  been  involved  more  frequently 
than  the  posterior  in  those  cases  where  the  tumor  was  mainly 
confined  to  the  callosal  tracts.  As  a  rule,  impairment  of  mem- 
ory, dulness,  and  intellectual  failure  were  the  marked  fea- 
tures, but  many  times  changes  are  reported  which  strongly 
suggest  paresis — as  foolish  or  irrational  behavior,  irritabil- 
ity and  indifference. 

Where  alterations  of  the  emotional  tendencies  were  pres- 
ent these  were  far  oftener  of  excitative  than  of  depressive 
character,  and  outbreaks  of  violence  and  even  maniacal  ex- 
citement now  and  then  occurred,  perhaps  supervening  on 
more  chronic  forms  of  degeneration.  Ransom,  writing  in 
1895,  says  :  ''In  all  the  slowly-developed  cases  excitability  was 
marked,  maniacal  outbreaks  being  common."  In  the  sum- 
mary he  speaks  of  ''Gradual  but  marked  mental  change,  in 
the  more  acute  cases  taking  the  form  of  increasing  stupor, 
in  the  more  chronic  appearing  as  insanity,  with  delusions,  ir- 
ritability and  maniacal  outbursts." 

There  is  no  explanation,  at  present,  for  this  predominance 
of  excitability  over  depression.  At  all  events,  the  relative  fre- 
quency of  these  emotional  states  is  perhaps  much  the  same 
for  these  tumor  cases  as  for  cases  of  "general  paresis,"  which 
they  so  often  simulate.  Perhaps  the  most  striking  fact  of  all 
is  that  mental  changes  of  all  kinds  may  remain  so  long  ab- 
sent, or  may  even  not  occur  except  as  practically  premortal 
symptoms.  Examples  of  such  cases  are  those  reported  by 
Glaser,  and  those  like  our  third  case  and  Miss  Blackwell's  and 
various  others,  where  the  final  symptoms  even  though  large- 
ly mental  were  of  but  brief  duration.  Here,  too,  belongs  a 
reference  to  the  oft-cited  cases  of  congenital  absence  of  the 
corpus  callosum  unattended  by  distinct  symptoms,  and  to  the 
experiments  upon  dogs,  showing  that  at  the  least  motor  par- 
alysis need  not  result  from  longitudinal  section  of  the  com- 
missure. 

These  facts  are  to  be  stored  up,  not  as  proving  that  the 
corpus  callosum  fulfils  no  useful  function,  but  as  indications 
of  the  rich  resources  of  the  brain  in  the  way  of  compensation. 
The  experiments  of  R.  Ewald  are  here  to  be  borne  in  mind, 
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which  indicate  that  the  remarkably  rapid,  and  sometimes  al- 
most instantaneous  recovery  from  the  effects  of  localized  cor- 
tical ablations  implies  the  integrity  of  the  coordinating  appar- 
atus of  the  auditory  labyrinth,  and  fails  to  occur  if  the  latter 
has  been  damaged. 

It  is  also  to  be  remembered  that  in  the  daily  routine  of  life 
few  persons  are  tested  according  to  the  highest  standards. 
Most  individuals  of  the  age  at  which  these  tumors  usually 
cause  symptoms  are  doing  work  of  a  sort  far  inferior  to  that 
which  might  have  been  expected  of  them  if  their  brains  had 
ever  been  trained  to  their  best  accomplishment,  and  generally 
inferior  to  that  which  they  have  done  in  the  past.  Their  ma- 
chinery is  damaged,  and  the  fact  would  be  patent  if  they  were 
put  to  a  severe  test.  It  is  in  these  two  facts,  the  immense 
fertility  of  resource  of  the  brain  in  the  line  of  compensation, 
and  the  relatively  slight  test  of  efficiency  which  is  usually  ap- 
plied, coupled  with  the  third  fact,  so  often  misappreciated, 
that  memories  are  not  "stored  in  the  brain,"  but  remain  in- 
dependent, and  press  for  materialization  and  expression,  if 
only  some  machinery  for  even  passably  adequate  expression 
can  be  found,  that  the  explanation  for  the  latency  of  symp- 
toms due  to  partial  or  even  complete  destruction  of  the  cor- 
pus callosum  is  to  be  sought. 

Equally  interesting  with  the  latency  of  symptoms  is  the 
fact  that  apparently  isolated  indications  of  the  presence  of 
these  tumors  may  show  themselves  long  before  the  case  fully 
declares  itself.  Thus,  in  our  case  II  and  in  the  cases  report- 
ed by  Ransom,  and  by  Devic  and  Paviot,  isolated  epileptic 
seizures  had  occurred  several  years  before  the  final  outbreak. 
Again,  in  Miss  Blackwell's  case,  the  patient's  history  previous 
to  the  final  and  brief  illness,  only  five  weeks  in  duration,  had 
been  marked  by  several  short  attacks  of  mental  derangement, 
to  which,  it  should  of  course  be  said,  some  hereditary  ten- 
dency was  present.  It  is  needless  to  say  that  these  facts  are 
open  to  another  explanation  than  that  of  the  presence  of  the 
callosal  disase,  and  that  even  if  due  to  that  cause  the  mode 
of  production  of  the  symptoms  in  question  would  probably 
be  usually  classified  as  either  reflex  or  nutritional. 

This  latter  remark  applies  likewise  to  the  epilepsies,  con- 
tractures, tremors  and  other  irritative  motor  symptoms  which 
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occasionally  occur  in  later  stages,  provided  that  opportunity 
for  direct  pressure  is  absent. . 

General  tumor  symptoms,  that  is,  headache,  nausea  and 
vomiting,  occurred  early  in  17  cases  of  the  larger  group,  and 
late  in  5  cases.  In  5  cases  these  symptoms  were  altogether 
wanting.  Of  the  smaller  group  of  selected  cases  the  general 
symptoms  appeared  early  in  seven.  It  is  worth  noting  that 
the  knee-jerk  is  occasionally  diminished,  although  perhaps 
this  tendency  is  not  so  marked  as  Ransom  thought  it  to  be. 
Convulsions  without  very  definite  characteristics  were  present 
in  16  cases  out  of  the  38,  and  in  6  out  of  the  selected  12. 

Optic  neuritis  was  noted  as  present  in  15  cases  and  ab- 
sent in  7  cases  of  the  larger  group;  present  in  4  cases  and 
absent  in  2  cases  of  the  smaller  group.  In  the  rest  of  the 
cases  the  sign  was  not  referred  to. 

The  condition  of  the  pupils  is  too  variable  to  be  of  spe- 
cial interest. 

Other  cranial  nerve  complications  are  usually  lacking,  for 
obvious  reasons,  but  the  situation  of  the  tumors  in  several 
cases  (see  cases  I  and  II)  is  sometimes  such,  on  the  other 
hand,  that  the  nerves  of  the  base,  and  especially  the  optic 
chiasma  are  subjected  to  direct  pressure. 

The  interesting  fact,  illustratd  by  case  I,  that  even  after 
atrophy  due  to  this  pressure,  an  optic  neuritis  may  occur  as- 
sociated with  other  "general"  signs  of  cerebral  tumor,  is  of 
striking  interest. 

The  clinical  course  of  these  cases  is  important  mainly 
from  its  occasionally  striking  brevity,  as  is  shown  by  the  fol- 
lowing table : 


Under  i   month 

1  to  2  months. . , 

2  to  3  months. . 

3  to  4  months. 
About    I   year.. 

1  to  2  years 

2  to  5  years. . . 
About  IS  years. 
Doubtful 


Whole  38  cases    12  selected  cases 
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Finally,  it  would  be  germane  to  inquire  whether  the  analy- 
sis of  this  larger  body  of  cases  bears  out  the  newer  diagnos- 
tic inferences  of  Zingerle  and  of  Schupfer,  the  former  of 
whom  laid  stress  on  the  importance  of  a  sort  of  ataxia  of  gait, 
suggesting  the  cerebellar  reel,  and  of  a  marked  physical  iner- 
tia, the  latter  on  the  possibilities  of  differentiation  of  tumors 
situated  relatively  towards  the  anterior,  the  middle  and  the 
posterior  portion  of  the  corpus  callosum,  respectively,  by  the 
diagnostic  points  cited  above. 

Our  attitude  on  these  questions  is  that  the  cases  that  have 
been  carefully  studied  with  special  reference  to  these  points 
are  as  yet  too  few  to  justify  an  opinion,  but  that  future  exam- 
ples should  be  thoroughly  observed  in  these  respects. 

ANATOMY  AND   PHYSIOLOGY. 

A  good  summary  of  what  is  known  on  the  anatomy  and 
physiology  of  the  corpus  callosum  is  given  in  Schafer's  excel- 
lent discussion  on  the  cerebral  cortex,  in  his  Text-book  of 
Physiology,  published  in  1900.  It  should  be  said,  however, 
that  the  reliability  of  the  important  observations  by  Mott  and 
the  author  himself  which  are  cited  in  the  work  mentioned  as 
also  in  every  pubHcation  on  this  subject,  has  been  rendered 
doubtful  by  the  recent  experiments  of  Lo  Monaco,  to  which 
reference  is  not  there  made. 

Mott  and  Schafer  had,  namely,  found  that  excitation  by 
electricity,  either  of  the  upper  surface  of  the  corpus  callosum 
or  of  the  surface  exposed  by  longitudinal  section,  induced 
definite  movements  of  the  trunk  and  limbs,  etc.,  varying  with 
the  position  of  the  electrodes.  Lo  Monaco,  on  the  other 
hand,  finds  the  corpus  callosum  inexcitable  by  electricity, 
though  his  experiments  were  done  by  what  is  claimed  to  have 
been  a  superior  method. 

Leaving  this  question  undecided,  it  is  at  present  undis- 
puted that  longitudinal  section  of  the  corpus  callosum  pro- 
duces, in  dogs,  no  paralysis,  and  no  easily  apparent  change  in 
the  disposition  or  intelligence,  and  further,  that  although  the 
corpus  callosum  is  a  true  commissural  tract,  yet  the  neurone- 
processes  which  pass  there  do  not  connect  strictly  symmetri- 
cal areas  of  the  two  hemispheres,  but  scatter  as  they  proceed. 
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This  observation  is  significant,  because  if  it  is  true  it  becomes 
clear  that  we  cannot  assume  that  the  existence  of  the  corpus 
callosum  impHes  a  simultaneous,  or  ''twin"  action  of  homolo- 
gous areas  of  the  brain-cortex  of  the  two  sides. 

The  very  latest  investigation  with  regard  to  this  point, 
that  is,  with  relation  to  the  course  of  neurone-processes 
which  connect  the  two  sides  of  the  brain,  as  indicated  by  de- 
generation-experiments, is  recorded  by  E.  Lindon  Melius  of 
Johns  Hopkins,  in  a  paper  published  in  the  recent  issue  of 
the  Johns  Hopkins  Bulletin.  This  observer,  working  by  the 
Marchi  method,  finds  that  the  degenerating  fibers  running 
from  limited  areas  of  the  cortex,  can  be  traced  far  more  wide- 
ly than  has  hitherto  been  demonstrated. 

Reference  can  not  here  be  made  to  the  great  number  of 
highly  interesting  details  given  in  this  paper,  which  prove 
how  purely  relative  is  the  significance  of  cortical  localiza- 
tions made  through  the  use  of  electricity.  Suffice  it  to  say 
that  as  a  result  of  the  removal  of  pieces  of  cortex  one  centi- 
meter in  diameter  from  the  "hand-center"  of  the  Rolandic 
convolutions,  signs  of  degeneration  were  found  over  a  con- 
siderable portion  of  the  corpus  callosum.  It  is  also  note- 
worthy "that  distribution  of  association  fibers  to  the  convolu- 
tions of  the  two  hemispheres  is  very  nearly  equal  and  quite 
symmetrical." 

Inspection  of  the  writer's  diagrams  shows  that  the  cortex 
over  more  than  the  whole  "motor"  area  is  involved.  The  dis- 
tribution of  the  degeneration  "extends  also  upon  the  inter- 
nal (mesial)  surface  of  both  hemispheres  as  far  as  the  calloso- 
marginal  fissure." 

It  has  been  generally  believed  that  the  corpus  callosum 
does  not  carry  neurone-processes  destined  for  the  internal 
capsule  and  peduncle  of  the  opposite  hemisphere,  though  it 
is  held  by  Ferrier  and  Turner  as  well  as  by  Zingerle  that  it  is 
a  pathway  for  corticipetal  fibers  from  the  thalamus. 

Schupfer,  in  his  excellent  paper,  discusses  several  fine 
points  of  anatomy  relating  to  the  corpus  callosum,  and  shows 
that  the  tapetum  is  not  to  be  reckoned  as  a  part  of  this  com- 
missure, but  these  questions  we  cannot  now  take  up. 
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The  tumor  described  by  him  invaded  a  portion  of  the  thal- 
amus, and  it  is  to  this  fact,  he  thinks,  that  several  of  the  most 
striking  symptoms  were  due. 

The  fact  that  the  corpus  callosum  is  not  necessary  for  the 
performance  of  the  grosser  functions  of  the  brain-life  is 
shown  not  only  through  experiments  on  animals,  but  also 
through  the  oft-cited  cases  where  it  was  congenitally  absent, 
and  through  those  observed  respectively  by  Erb  and  by  Kauf- 
mann,  where  no  very  definite  symptoms  attended  its  partial 
destruction  through  hemorrhage  or  softening. 

No  one  would  be  tempted  to  assume,  however,  in  spite  of 
these  observations,  that  this  great  commissure  exists  for 
nothing,  and  they  stand  as  one  challenge  the  more  for  us  to 
find  out  what  part  it  does  subserve,  and  in  what  manner  its 
absence  is  ordinarily  made  good. 

To  do  this  with  positiveness  may  be  impossible,  but  we 
can  not  even  begin  to  understand  such  a  question  without 
adopting  more  clarified  views  than  are  now  current  as  to  the 
fundamental  nature  of  the  part  played  by  the  brain  in  the 
economy  of  the  conscious  life. 

Although  it  may  be  true  that  the  typical  psychoses  are 
at  present  best  studied,  as  is  often  maintained,  not  from  the 
standpoint  of  psychology  but  as  clinical  entities,  that  is  not 
the  case  here  where  a  typical  course  is  not  in  question.  So 
long  as  we  cling  to  the  vague,  crude,  and  misleading  idea  that 
the  brain  is,  in  any  proper  sense,  the  repository  of  the  men- 
tal functions,  so  that,  for  example,  the  cortex  is  rightly  to  be 
spoken  of  as  a  store-house  of  memories,  we  shall  remain  at 
sea  in  the  analysis  of  mental  disorders  related  to  definite 
brain-injuries  such  as  are  to  be  dealt  with  in  these  cases. 

Two  comparatively  recent  books  are  of  prime  importance 
in  this  connection,  the  one  by  Loeb,  on  the  physiology  of  the 
brain,  the  other  by  the  psychologist  Bergson,  on  the  nature 
of  memory  in  its  relation  to  the  physical  world,  so  to  speak, 
of  which  the  brain  is  strictly  a  part.  Loeb's  observations 
make  it  strikingly  clear  that  the  functions  of  the  nervous  sys- 
tem, including  the  brain,  can  profitably  be  studied  as  repre- 
senting only  the  marvelous  working  out  of  modes  of  reaction 
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already  inherent  in  all  living  protoplasm.  Bergson's  work, 
although  not  experimental,  but  speculative  and  analytic, 
goes,  in  its  own  path,  far  deeper,  and  shows,  by  a  process  of 
reasoning  of  extraordinary  subtlety,  that  the  brain  would  oc- 
cupy no  privileged  position  over  anv  other  portion  of  the  ner- 
vous system  or  indeed  of  the  whole  physical  universe,  in  re- 
spect to  the  mind,  were  it  not  for  the  fundamental  fact  that  it 
represents  a  mechanism  capable  of  responding  to  a  given 
stimulus,  not  always  in  the  same  way,  but  in  any  one  of  num- 
erous different  ways,  and  even  in  these  different  ways  all  at 
once,  if  the  nascent  responses,  most  of  which  come  to  noth- 
ing, are  taken  into  account. 

Memory,  which  is  the  primal  and  fundamental  mental 
function,  linking  together  the  past  and  the  future,  and  cloth- 
ing perception  with  all  that  gives  it  color  and  value,  is  in  a 
certain  sense  independent  of  the  brain,  though  it  would,  of 
course,  never  exist  but  for  the  fact  that  the  brain  responds 
in  the  way  it  does,  and  cannot  come  practically  and  definitely 
to  the  service  of  the  individual  except  through  the  the  inter- 
vention of  brain-activity. 

The  brain,  then,  is  to  be  studied  solely  as  a  piece  of  ma- 
chinery, and  the  greater  part  of  the  disorders  of  memory  due 
to  defects  in  its  operation  are  broadly  classifiable  under  one 
of  two  heads,  according  to  whether  the  lesion  is  one  that  af- 
fects the  general  vitality  of  the  brain  as  a  whole  (toxic  and 
nutritive  disorders),  or  is  a  local  destruction  of  brain  ele- 
ments. 

In  the  former  case  no  special  memory  may  be  lost,  but  the 
relations  of  all  of  them  to  the  outward  life  of  the  individual 
will  be  less  firm,  and  a  veritable  "rupture  of  the  mental  equili- 
brium" (impairment  of  sense  of  identity,  etc.)  may  result. 
In  the  latter  case  the  mental  equilibrium  may  not  be  broken, 
but  the  memory  will  lose  something  of  its  complexity.  The 
individual  may  present  the  same  sort  of  front  towards  the 
world,  mentally  speaking,  as  before,  and  will  strive  to  effect 
a  reorganization  of  his  functions  on  the  old  lines,  but  he  will 
be  like  a  person  trying  to  work  with  less  good  tools  than  be- 
fore, or  to  do  without  some  special  tools ;  and  from  this 
strange  results  may  ensue. 
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The  recent  work  upon  the  functions  of  the  frontal  lobes 
as  compard  with  the  rest  of  the  brain,  is  interesting  in  this 
connection.  Thus,  for  example,  Bianchi's  reasoning,  while  it 
confirms  the  doctrine  that  mental  disturbances  pre-eminently 
attend  frontal-lobe  disorders,  yet  assigns  to  this  portion  of 
the  brain  no  specific  functions,  but  only  that  of  gathering  to- 
gether again  the  same  sensori-motor  mechanisms  which  have 
already  been  utilized  for  simpler  purposes,  and  combining 
them  for  new  ends,  at  once  more  comprehensive  and  more 
specific. 

One  might,  perhaps,  use  the  simile  that  by  the  aid  of  the 
frontal-lobes  we  think  and  act  relatively  on  the  basis  of  sym- 
bols which  condense  many  details  into  a  brief  expression,  just 
as  the  mathematician  condenses  a  mass  of  figures  for  more 
convenient  use  by  the  aid  of  the  differential  calculus.  It  is 
not  however,  to  be  assumed  that  it  is  in  the  frontal  lobes  alone 
that  this  kind  of  mental  operation  goes  on,  but  only  that  with- 
out them  it  cannot  readily  go  on.  Again,  the  very  recent  inves- 
tigations of  Tonnini  on  the  comparative  effects  on  the  mental 
functions  of  removing  the  cortex  of  different  parts  of  the 
brain,  show  that  this  operation  is  followed  by  closely  similar 
results,  no  matter  whether  done  on  the  frontal  lobes  or  on 
other  portions,  but  that  a  relatively  small  removal  of  cortex 
from  the  frontal  lobe  is  equivalent  to  a  large  removal  else- 
where. It  is  not,  therefore,  necessary  to  assume  that  the 
mental  disorders  which  attend  the  development  of  tumors  of 
the  corpus  callosum  imply  always  an  interruption  between 
the  two  frontal  lobes,  or  a  cutting  off  of  one  frontal  lobe  from 
its  normal  connections  with  the  rest  of  the  brain,  though  such 
lesions  as  these  might  be  pre-eminently  effective.  Neither 
can  one  expect  to  explain,  on  anatomical  grounds,  why  hal- 
lucinations and  excitement  are  characteristic  of  one  case, 
dementia  of  another.  And  yet  it  is  certainly  instructive  to  be 
reminded  that  the  conditions  under  which  these  various  symp- 
tom-groups occur  are  of  very  varied  sorts. 

Tonnini's  experiments  bear  out  the  observations  of  Goltz 
that  removal  of  the  occipital  lobes  is  to  a  considerable  extent 
equivalent  in  its  results  to  removal  of  the  frontal  lobes.     In 
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all  these  cases,  the  individual  strives  with  force  to  reestablish 
an  equilibrium  which  will  answer  the  same  purpose  with  the  old 
one  even  though  less  efficiently.  Only  there  comes  a  time  when 
this  is  no  longer  possible,  and  this  moment  arrives  especially 
soon  in  the  case  of  toxic  or  nutritive  disorders,  by  which  the 
functions  of  the  whole  brain  are  more  or  less  impaired,  even 
though  but  slightly,^  instead  of  there  being  simply  a  reduction 
111  the  number  of  available  elements  and  connections. 

One  observation  of  Goltz,  cited  by  Loeb,  is  especially  in- 
teresting in  connection  with  the  subject  of  commissural  dis- 
ease. He  found,  namely,  that  removal  of  the  anterior  por- 
tions of  both  hemispheres  caused  more  dementia  than  that  or 
a  much  larger  part  of  one  hemisphere,  even  to  the  whole 
hemisphere.  Loeb  suggests,  as  a  possible  explanation,  that 
since  the  mechanisms  of  the  two  hemispheres  more  or  less 
duplicate  each  other,  one  set  might  be  spared  without  caus- 
ing so  great  a  disruption  of  the  sense  of  personality  as  would 
follow  the  loss  of  the  same  parts  of  both  sets,  and  thus  a  re- 
moval of  structures  that  cannot  be  duplicated. 

It  should  be  said  here  that  in  spite  of  the  very  high  value 
of  Loeb's  physiological  work  his  psychological  deductions 
with  regard  to  "associative  memory,"  which  he  makes  the 
basis  of  consciousness,  are  by  no  means  free  from  flaw. 

Finally,  the  recent  anatomical  studies  of  v.  Monakow 
should  be  called  to  mind,  especially  as  a  counterpart  to  those 
of  Melius,  from  which  it  appears  that  Flechsig's  views  are  not 
well  grounded  when  he  draws  a  sharp  distinction  between 
the  projection-tract  areas  of  the  cortex  and  the  association 
centers,  based  on  the  time  of  formation  of  the  myelin.  The 
situation  is  far  more  complex  than  this,  and  it  is  probable  that 
well-defined  differences  in  function  between  different  cortical 
areas,  in  Flechsig's  sense,  do  not  exist. 

If  this  doctrine  is  correct,  which  recognises  in  the  brain 
only  a  series  of  sensori-motor  mechanisms,  a  multitude  of 
threads  stretched  from  periphery  to  periphery,  and  as  devoid 
of  the  power  of  the  storage  of  memories ;  and  if  it  is  true  that 
there  is  no  exclusively  "intellectual"  center,  then  the  prob- 
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lem  as  to  how  it  happens  that  tumors  of  the  corpus  callosum 
are  so  prone  to  cause  symptoms  of  mental  defect  becomes 
easier  of  sokition.  We  do  not  need  to  enquire  why  such  le- 
sions do  not  cause  disorders  of  motion,  disorders  of  cerebral 
reflexes,  because  this  is  just  what  they  do  effect,  though  these 
losses  are  in  a  measure  made  good  by  compensation.  The 
sole  function  of  the  brain  consists  either  in  bringing  about  ac- 
tual motion  or  nascent  motions.  It  exists  for  nothing  else ;  and 
mental  life  consists  in  clothing  these  actions,  which  seem  to 
be  concerned  only  with  the  needs  of  the  present  and  the  fu- 
ture, with  the  colors  and  forms  drawn  from  the  life  of  the  past. 
Into  each  act  of  the  present  the  whole  of  the  actor's  past  en- 
ters in  some  measure. 

Mental  disease  means  the  failure  on  the  part  of  these  cer- 
ebral reflexes  to  recur  in  such  a  form  that  the  memories  of  the 
past  can  insert  themselves  in  the  manner  consistent  with  what 
had  been  their  previous  wont. 

But  if  the  "storage  of  memories"  is  not  a  function  of  the 

cortex,  then  it  is  not  a  function  of  the  nerve-cell,  and  in  that 

case  the  doctrine  becomes  more  reasonable  that  sees  in  the 

neurone  an  organ  of  transmission  alone. 

The  following  tables  contain  the  records  of  thirty-eight  cases  of 
tumor  implicating  the  corpus  callosum. 
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SYMPTOMS 


PUTNAM   NO.   I 


PUTNAM    NO.    II 


Age  and  sex 


Male,  50 


Male,    56 


Mental  eondi-  Lack  of  mental  Peculiar  behavior 
tion  in  early  balance  suggest-!  followed  soon  by 
stages  ing  paresis  |     delirium        with 

intervals  of 

clearness 


Mental  condi- 
tion in  late 
stages 


Speech 


WILLIAMS 


Impairment  of  Coma 
verbal  expres-i 
sion.  Failure  of 
memory.  Apa- 
thy and  mental 
dulness 

Awkward  and  im-  Unaffected 
perfect 


Physical    inertia  Present 


I  Present  (late) 


Convulsions 


Incoordination 


Paresis   or   Par- 
alysis 


Cutaneous     Sen- 
sibility 


Knee-jerk 

Optic  Neuritis 

Vomiting 

Dizziness 

Headache 

Appear-        early 
ance  of  gen- 
eral symp- 
toms late 

Condition  of  pu- 
pils 

Cranial    Nerves 

Mode  of  death 

Duration  of 

symptoms 

Remarks 


Two  years  before!  None 
other  symptoms, 
as     epileptiform 
convulsions. 
None  later 


Disturbed  equili- 
brium. Ataxia 
Indicated  but 
doubtful  (Not 
typical) 

Paresis  of  right 
hand  and  right 
side  of  face 
with  disturbance 
of  speech.  Later 
weakness  of 

legs 

Temporary  pares- 
thesia of  right 
leg  coming  sud- 
denly and  very 
early 

At  first  normal. 
Later  both  exag- 
gerated 

Present  (late) 

Present 

Present 

Present 


Yes 
Normal 


Normal 
Gradual  failure 


About  1  year 


Gait         uncertain 
and  unsteady 


Paresis  of  left  leg 
right  leg  (not 
right  arm) 


Not  noted 


Diminished       and 
finally   abolished 


Not  noted 

None 

None 

None 

Yes 

Not  noted 

Normal 
In  coma 

3  weeks 


Woman,  22 
Intellect  clear 


Mental         apathy 
and  coma 


Unaffected 

None 
None 


Slight     staggering 
(early  symp) 


None 


Not  affected  at 
first.  Value  of 
later  examina- 
tion impaired  l>y 
mental  condition 

Right  knee-jerk 
absent.  Left 

knee-jerk  nor- 
mal 

Present 

Present 
Present 
Present 
Yes 


Left  pupil  tem- 
porarily dilated. 
No  reaction  in 
either  pupil 

Normal 

In   coma 
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SYMPTOMS 

PUTNAM   NO.   II 

WILLIAMS 

Anterior  portion 

Present 

Present 

Middle   portion 

I'resent 

Present 

Posterior  portion 

Present 

Present 

Origin  apparent- 

Yes 

ly      In      Corp. 

Callos. 

Origin       outside 

In  the  right  hemi- 

Possible  origin   in 

but      Involving 

sphere 

the  region  of  the 

Corp.  Callos. 

Lamina  Termln- 
alis 

Tumor     confined 

almost  to  Corp. 

Callos.             ^ 

N  e  i  gliborlng 

The    right     Hemi- 

Both Lateral  Ven- 

parts of  brain 
involved 

sphere     involved 

tricles        almost 

to  within    1    1-2 

obliterated.        A 

centimeters       of 

small     mass   ex- 

its    upper     sur- 

tends  down  into 

face.       Left 

the     Interpedun- 

, 

Hemisphere    not 

cular   space   and 

invaded.         The 

compresses     the 

tumor      has       a 

second  and  third 

maximal   size  at 

nerves 

level  anterior  to 

optic         chiasm. 

The      Fornix     Is 

involved  in  part 

as  it  lies  opposed 

to  Corp.  Callos. 

Size   of   tumor 

Medium 

Lai^e 

Microscopical 

Glioma 

Diagnosis 

Remarks 

Neither  the  Later- 

Some   increase    in 

al  nor  third  Ven- 

1 n  t  r  a  V  e  n  - 

tricles     are     in- 

tricular fluid. 

volved. 
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CLINICAL  NEUROLOGY.      • 

Des  crises  gastriques  tabetiques   (Tabetic  Gastric  Crises).     Dr. 

Mathieu  (Revue  de  Therapeutique,  June  i,  1900). 

The  history  of  the  differentiation  of  gastric  crises  from  ordinary 
digestive  disturbances  is  given  in  extenso,  and  the  author  enumerates 
the  five  different  varieties  of  these  crises  which  were  defined  by  Char- 
cot. The  two  last  of  these  five  groups  include  those  in  which  the 
crises  occur  daily,  and  those  in  which  the  attacks  are  prolonged. 
The  author  considers  that  those  cases  in  which  the  duration  of  the 
crisis  is  lengthened  are  associated  with  the  employment  of  morphia. 
The  pain  is  soothed  by  the  use  of  the  hypodermic  syringe,  but  when 
the  patient  is  not  under  the  influence  of  morphine  he  becomes  mor- 
bidly anxious  about  the  return  of  the  crisis,  and  by  brooding  over 
each  individual  symptom,  he  ends  by  provoking  a  renewed  attack. 
This  is,  the  author  thinks,  the  great  drawback  to  the  use  of  mor- 
phine; it  tends  to  make  the  attacks  not  only  longer,  but  more  fre- 
quent. And  yet  there  is  no  other  means  at  once  so  easily  employed 
and  so  effective  against  the  terrible  attacks  which  are  known  as  gas- 
tric crises.  Another  interesting  point  concerning  gastric  crises  re- 
lates to  the  latent  character  of  the  general  symptoms  during  the  con- 
tinuance of  the  crises.  It  may  be  that  the  disease  itself  makes  little 
or  no  progress  while  the  gastric  crises  are  acute  and  frequent.  Cases 
are  quoted  by  the  author  in  which  locomotor  ataxia  has  been  present 
for  twenty  years,  and  during  this  long  period  no  other  symptoms  be- 
yond the  gastric  have  ever  appeared.  It  would  seem  to  be  that  it 
is  the  same  with  the  gastric  crises  as  with  the  eye  symptoms;  for  it 
is  well  known  that  in  cases  of  tabes  in  which  early  optic  atrophy  and 
resulting  blindness  are  present  the  general  symptoms  are  frequently 
very  mild,  and  sometimes  are  entirely  in  abeyance.  It  is  necessary, 
further,  that  in  dealing  with  periodical,  long-continued,  and  obsti- 
nate "bilious  attacks,"  the  possibilitv  of  locomotor  ataxia  being  be- 
hind the  symptoms  be  borne  in  mind,  and  in  all  such  cases  a  careful 
examination  of  the  knee-jerks,  of  sensation,  and  of  the  eyes  should 
be  ma-i^e.  Jelliffe. 

Il  trauma  nella  patogenesi  della  syringomielia  (Trauma  in  the 
Pathogenesis  of  Syringomyelia).  V.  Cito  (Gl'  Incurabili,  March 
15,  1900). 

The  author  gives  a  summary  account  of  the  identification  as  a 
substantive  disease  of  syringomyelia,  from  which  it  appears  that  the 
name  was  first  used  in  1820  by  Ollivier  d' Anger.  Many  cases  are 
brought  forward  in  which  the  symptoms  arose  in  connection  with  or 
soon  after  injuries  to  the  spinal  column.  In  sunoort  of  the  view  that 
trauma  has  much  to  do  with  the  production  of  the  symptoms  of  sy- 
ringomyelia is  the  fact  that  it  occurs  particularly  in  those  who  are 
exposed  to  accidents  and  injuries — in  males  of  adult  age  and  in  those 
who  live  by  bodily  labor.  Further,  cases  are  recorded  in  which,  as  a 
result  of  fracture  of  the  cervical  vertebra?,  cavities  resembling  those 
found  in  syringomyelia  are  developed  in  the  spinal  cord.     It  may  be. 
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of  course,  that  the  trauma  causes  a  hematomyelia,  and  that  the  syr- 
ingomyeha  follows  as  a  result  of  the  absorption  of  the  blood-clot; 
or,  again,  a  defective  development  may  be  associated  with  trauma 
in  causing  ihe  appearance  of  syringomyelia,  Jelliffe. 

Eight  Cases  of  Goiter  in  one  Family.    Samuel  Amberg  (Maryland 

Medical  Journal,  Vol.  xliv,  1901,  March,  p.  93). 

The  history  of  this  family  is  as  follows:  Florence  C,  a  white  girl, 
seven  years  of  age,  was  brought  to  the  Johns  Hopkins  Dispensary 
complaining  of  a  cold.  On  examination  of  the  somewhat  anemic 
child  a  slight  enlargement  of  the  lymph  glands  over  the  body  and  a 
slight  arhythmia  of  the  heart  action  were  found.  Besides  this,  there 
was  an  enlargement  of  both  lobes  and  the  isthmus  of  the  thyroid 
gland.  Of  the  family  history  the  following  notes  were  taken:  there 
is  no  tuberculosis,  lues,  rheumatism,  nervous  disease  or  insanity 
in  the  ascendants.  The  family  of  the  father  is  free  from  goiter.  The 
paternal  grandparents  of  the  mother  came  from  England,  from  what 
part  is  not  known.  The  father  of  the  mother  was  born  in  Newark, 
N.  J.,  and  died  in  Baltimore  sixteen  years  ago  from  typhoid  fever. 
Whether  he  or  his  parents  were  afflicted  with  goiter  could  not  be 
found  out.  Two  daughters  of  his  second  marriage  were  free  from  it. 
The  maternal  grandmother  of  the  mother  was  born  and  raised  in 
Baltimore.  One  of  her  parents  came  from  Wales;  she  was  free  from 
goiter.  Neither  was  her  husband  afflicted.  The  mother  of  the  moth- 
er was  born  and  raised  in  Baltimore.  She  died  twenty-seven  years 
ago  with  smallpox.  It  is  not  known  whether  she  had  an  enlarge- 
ment of  the  thyroid  gland.  She  had  two  sisters,  one  of  whom  died 
in  infancy,  the  other  is  living  and  has  a  goiter.  This  sister  had  nine 
children;  seven  died  young,  and  of  the  two  living  girls,  twenty  and 
twenty-eight  years  of  age,  neither  is  afflicted  with  goiter.  The  large 
goiter  of  the  sister  decreased  after  the  birth  of  her  last  child,  and  can 
now,  it  is  said,  hardly  be  noticed.  The  mother  is  thirty-one  years  of 
age;  was  born  and  raised  in  Baltimore,  .She  had  two  brothers  who 
died  in  infancy.  She  states  that  her  goiter  was  noticed  when  she 
was  about  seven  years  old.  The  tumor  involves  both  lobes,  but  the 
left  lobe  appears  larger.  It  is  about  the  size  of  a  fist  and  soft.  Her 
goiter  used  to  swell  during  pregnancy.  Of  her  eight  children,  one 
boy,  four  months  of  age,  died  two  years  ago.  The  youngest  child,  a 
girl  of  ten  months,  is  the  only  one  in  whom  the  thyroid  gland  appears 
not  to  be  enlarged.  The  gland  of  the  next  child,  a  girl  four  years  of 
age,  is  distinctly  enlarged,  particularly  the  right  lobe.  A  little  more 
pronounced  is  the  swelling  of  the  gland  of  the  five-year-old  boy,  and 
here,  too,  the  right  lobe  is  larger  than  the  left.  In  the  seven-year- 
old  girl  the  swelling  betrays  itself  very  distinctly  to  the  eye.  Both 
lobes  appear  equally  afifected.  Then  follows  a  boy,  not  quite  ten  vears 
old,  whose  gland  does  not  quite  reach  the  size  of  that  of  his  sister, 
while  the  right  lobe  appears  to  be  larger.  The  enlargement  in  the 
eleven-year-old  girl  exceeds  a  little  that  of  her  younger  sister,  and 
both  lobes  are  about  equally  afifected,  while  in  the  oldest  child,  a  girl 
twelve  years  of  age,  the  swelling  of  the  left  lobe  is  more  pronounced. 
Here  the  tumor  reaches  about  the  size  of  an  egg.  The  seven-year- 
old  girl  is  a  rather  delicate  child,  while  all  the  other  children  are 
well  built  and  well  nourished.  All  of  them,  except  the  four-year-old 
girl,  were  slow  in  learning  to  talk.  The  two  boys  and  the  seven-vear- 
old  girl  show  defective  articulation,  for  which  a  satisfactory  expla- 
nation could  so  far  not  be  made  out.  The  oldest  girl  is  somewhat 
ane*"nic.     She  and  her  next  sister  become,  like  all  the  members  of  the 
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mother's  family,  the  mother  included,  easily  excited.  Then  the  face 
flushes,  and  they  get  palpitation  of  the  heart.  The  heart-sounds  of 
the  mother  and  children  are  clear.  The  mother  has  a  "goiter-voice;" 
she  takes  cold  easily,  and  has  then  difficulty  in  breathing,  sometimes 
in  swallowing.  In  none  of  the  cases  (mother  and  children)  is  any 
sign  of  exophthalmic  goiter  to  be  found.  All  the  tumors  are  soft  and 
appear  to  belong  to  the  so-called  struma  parenchymatosa  seu  folli- 
cularis,  while  that  of  the  mother  is  probably  a  struma  colloidea  seu 
gelatinosa.  This  form  corresponds  to  the  adenoma  gelatinosum  in- 
teracinosum  of  Wolfler,  whose  classification  of  struma  is  clinically 
not  adopted  on  account  of  its  complexity.  The  difference  between  the 
struma  parenchymatosa  and  gelatinosa  is  a  difference  of  degree. 

Jelliffe. 


Ueber  Hirnblutung  bei  verrukoser  Endocarditis  (Cerebral  Hem- 
orrhage with  Verrucose  Endocarditis),  M.  Simmonds  (Deutsche 
med.  Wochenschrift,  No.  22,  1901,  p.  353). 

Seven  cases  are  reported,  most  of  them  in  children  or  young  per- 
sons, in  which  death  occurred  from  cerebral  hemorrhage  in  associa- 
tion with  verrucose  endocarditis.  Kidney  disease  or  vascular  dis- 
turbance, other  than  that  causing  the  hemorrhage,  was  not  present, 
and  no  history  of  syphilis,  alcoholism  or  other  intoxication  was  ob-' 
tained.  The  author  believes  that  the  cardiac  lesion  was  certainly  the 
cause  of  the  cerebral  hemorrhage  in  some  of  the.  cases,  and  probably 
the  cause  in  the  others.  In  two  of  the  cases  he  found  the  same 
staphylococci  in  ruptured  aneurysms  on  small  cerebral  vessels,  as  in 
the  endocardial  proliferations.  He  supposes  that  small  particles  con- 
taining bacteria  were  carried  from  the  cardiac  calves  into  the  cere- 
bral vessels,  and  produced  there  aneurysms  through  the  agency  of  the 
bacteria.  Spiller. 

PSYCHIATRY. 

Tetanie   und   Psychose    (Tetany    and    Psychosis).      Luther     (Allg. 

Zeitschrift  fiir  Psychiatrie,  1901,  Iviii.  s.  254). 

The  author,  after  discussing  in  a  general  way  the  prevailing  views 
with  regard  to  the  relation  between  tetany  and  psychoses,  expresses 
his  agreement  with  the  opinion  of  Schultze,  that  tetany  may  either 
act  as  the  exciting  cause  of  a  psychosis,  or  the  same  cause  which  pro- 
duces the  tetany  may  also  be  responsible  for  the  psychosis,  that  the 
psychosis  is  ever  the  cause  of  the  tetany  is  improbable.  The  most 
natural  and  probable  explanation  seems  to  be  that  both  conditions 
are  due  to  an  intoxication,  but  as  to  just  what  the  poison  is,  cannot 
yet  be  decided.  He  gives  the  clinical  history,  and  post-mortem  find- 
ings in  the  case  of  a  woman  of  fifty-one  which  came  under  his  ob- 
servation. In  this  woman,  contrary  to  what  has  been  observed  in 
other  cases,  the  spasm  did  not  antedate  the  mental  symptoms,  but 
came  on  during  the  course  of  the  disease.  In  its  clinical  aspect  the 
case  was  one  of  hallucinatory  confusion  with  periods  of  great  excite- 
ment, and  at  times  with  depression,  terminating  after  about  four 
weeks'  course,  through  exhaustion  after  severe  gastric  symptoms. 
The  autopsy  showed  a  leptomeningitis  with  atrophy  of  the  convolu- 
tions and  granular  ependyma,  besides  chronic  pneumonia  of  the 
bases  and  small  hemorrhages  into  the  mucous  membrane  of  stomach 
and  duodenum.  Discussing  the  relation  between  clinical  symptoms 
and  pathological  findings,  the  author  thinks  that  the  case  was  most 
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probably  an  intoxication  psychosis,  the  origin  of  the  poison  being  in 
the  gastro-intestinal  canal,  and  that  the  same  poison  which  acting 
on  the  brain  produced  the  mental  symptoms,  also  set  up  the  spasm. 

Allen. 

Ueber  die  klinischen  formen  der  Wochenbettspsychosen  (The 
Clinical  Forms  of  Puerperal  Insanity).  Aschaflfenberg  (AUg. 
Zeitschrift  fiir  Psychiatric,  1901,  Iviii,  2  and  3,  s.  ZZ7)' 
The  author  has  analyzed  118  cases  of  insanity  occurring  in  con- 
nection with  pregnancy,  the  puerperium  and  lactation,  which  were 
under  treatment  at  the  Heidelberg  clinic  during  nine  years.  The 
clinical  forms  were  as  follows:  Maniacal-depressive  insanity  25;  de- 
mentia prsecox  46;  and  in  ten  cases  an  already  existing  dementia  prae- 
cox  was  made  much  worse;  general  paresis  (beginning)  7  cases;  epi- 
lepsy I  case;  hysterical  delirium  i  case;  hallucinatory  confusion  6 
cases;  while  in  22  cases  an  exact  diagnosis  was  impossible  on  account 
of  the  early  death  or  too  early  departure  of  the  patient.  His  con- 
clusions are  as  follows:  In  Germany,  at  any  rate,  there  exists  no  spe- 
cific puerperal  insanity,  but  all  clinical  forms  may  be  observed.  Any 
characteristic  common  to  all  puerperal  cases  he  failed  to  observe, 
the  strongly  exotic  coloring,  often  insisted  upon,  being  no  more 
frequent  than  in  psychoses  due  to  other  causes.  In  the  maniacal-de- 
pressive form  (circular  insanity)  hereditary  predisposition  played  an 
important  role.  Age  seemed  to  exert  little  influence.  In  illegiti- 
mate pregnancies,  anxiety  for  the  future,  shame,  conflict  with  the 
family  and  bad  care  may  play  a  role,  but  eliminating  several  cases 
not  properly  belonging  to  this  class,  the  author  found  no  great  dif- 
ference from  the  general  percentage  of  illegitimacy  for  the  dis- 
trict. Since  there  is  nothing  specific  in  form  or  manifestations,  we 
must  look  upon  the  function  of  reproduction  as  frequently  an  excit- 
ing, but  not  a  predisposing  cause  of  psychoses.  In  a  general  way  the 
prognosis  of  puerperal  insanity  is  not  so  unfavorable,  more  than  half 
the  cases  tending  to  recover.  Allen. 


Boof^  IReviewe 


A  Topographical  Atlas  of  the  Spinal  Cord.  By  Alexander  Bruce, 

M.A.,   M.D.,   F.R.C.P.E.,   F.R.S.E.     Williams   &   Norgate.    1901. 

16  p.,  32  plates,  with  explanations. 

Dr.  Bruce  has  furnished  us  in  this  volume  illustrations  of  sec- 
tions of  the  spinal  cord,  one.  or  if  necessary  two,  from  each  seg- 
ment. A  cord  was  cut  in  serial  sections;  evory  tenth  one  was 
stained  for  myelin  sheaths  with  a  modified  Heller's  method, 
and  the  section  next  to  it  with  toluidin  blue,  and  the  most 
typical  level  from  each  segment  was  photographed,  the  Hel- 
ler preparation  enlarged  ten  times,  the  toluidin  blue  pre- 
paration enlarged  twenty  times  and  covering  only  the  gray 
matter  of  one  side.  The  photographs  were  made  by  Mr.  Rich- 
ard Muir  and  are  splendidly  executed.  In  the  text  Dr.  Bruce  shows 
that  the  type  of  form  of  the  gray  matter  is  altogether  characteristic 
for  the  segment  with  the  partial  exception  of  the  more  monotonous 
dorsal  region.  He  gives  an  analysis  of  the  cell  columns  with  the  di- 
gest of  the  existing  literature  on  the  anatomical  side  of  this  topic 
and  without  entering  deeply  upon  the  functional  explanation  of  the 
groups.  Bruce  finds  the  cell-groups  of  the  spinal-accessory  in  C  i, 
C  2,  C  3,  and  C  4b;  in  C  4  and  C  5  just  outside  of  the  anterior  mesial 
group  there  is  a  group  in  all  probability  belonging  to  the  phrenic 
nerve.  An  antero-mesial  group  is  visible  throughout,  with  the  ex- 
ception of  S  I,  the  upper  part  of  S  2  and  S  5;  hence  it  is  most 
probably  associated  v.^ith  the  trunk-muscles.  The  antero-lateral  col- 
umn begins  in  C  4,  and  in  C  5  it  occupies  the  antero-lateral  angle  of 
the  gray  matter;  an  upper  division,  antero-lateral  i,  extends  down 
to  the  upper  part  of  C  7  with  the  maximum  in  C  5;  a  slightly  lateral 
division  of  the  column,  antero-lateral  2,  extends  from  the  lower  third 
of  C  6  to  the  middle  of  C  8,  with  the  maximum  in  C  7.  In  C  5  and 
in  C  8  the  antero-lateral  i  and  antero-lateral  2  respectively  show  a 
slight  subdivision  into  an  anterior,  an  inner,  and  a  posterior  cell- 
group. 

The  postero-lateral  group  begins  in  the  lower  part  of  C  4,  reach- 
es the  maximum  at  C  5  and  C  6,  diminishes  in  C  7  under  retraction 
of  the  lateral  angle,  again  increases  in  C  8  in  number  and  size  of  the 
cells,  and  in  the  lower  part  of  C  8  and  in  Th.  i,  a  post-oostero-later- 
al  column  is  found;  its  cells  are  smaller  in  the  first  thoracic  region, 
which  may  be  correlated  with  the  small  muscles  of  the  hand. 

In  the  lumbo-sacral  segments  Bruce  distinguishes  a  small  an- 
terior cell-group  in  L  I,  L  2,  and  L  3.  The  lateral  group  is  divided 
into  an  antero-lateral  group  (L  2-5  2,  especially  large  and  project- 
ing in  L  4  and  L  5),  and  a  larger  postero-lateral  group  (L  2-5  3,  also 
at  its  maximum  in  L  4  and  L  5).  At  the  lower  end  the  postero- 
lateral group  is  pushed  forward  into  the  position  of  the  antero-later- 
al group.  A  post-postero-lateral  group  extends  from  S  i  to  S  3,  and 
a  central  group  from  L  2  to  S  2  at  its  maximum  in  L  5  and  S  I. 

The  shape  of  the  gray  columns  of  the  cord  is  also  described. 

Both  the  text  and  the  illustrations  with  their  explanations  have 
the  clear  form  we  have  grown  accustomed  to  in  the  publications  of 
Bruce.  The  work  is  a  very  valuable  starting  point  towards  the  es- 
tablishment of  topography  of  the  elements  of  the  cord,  which  seem 
to  offer  far  less  variation  from  case  to  case  than  would  generally 
be  expected.  Adolf  Meyer. 
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Charles  Henry  Brown,  M.D. 

Dr.  Charles  Henry  Brown,  for  many  years  the 
managing  editor  of  the  Journal  of  Nervous  and 
Mental  Disease,  died  on  October  fifteenth,  after  a 
long  illness.  ^In  1889  he  first  became  associated  with 
the  Journal  in  the  capacity  of  manager,  succeeding 
Dr.  Graeme  Hammond ;  and  by  his  energy  and  enter- 
prise he  has  widened  its  scope  and  extended  its  repu- 
tation, until  it  stands  today  the  official  organ  of  the 
American  Neurological  Association,  and  the  New 
York,  the  Philadelphia,  and  the  Chicago  Neurologi- 
cal Societies. 

Dr.  Brown  combined  the  knowledge  of  his  spe- 
cialty with,  a  keen  business  sense,  and  an  intimate 
knowledge  of  men  and  methods,  so  that  he  was  hap- 
pily fitted  to  develop  the  interests  of  the  Journal, 
and  to  support  it  financially,  until  it  had  attained  its 
present  position  in  the  first  rank  among  the  medical 
journals  of  the  country. 

Dr.  Brown  was  forty-five  years  old  at  the  time  of 
his  death,  and  during  his  whole  life  was  essentially  a 
New  York  man,  in  his  family  and  education,  and  pur- 
suits. He  was  descended  from  a  line  of  physicians, 
from  whom  he  received  the  dower  of  a  brilliant  mind. 
His  father  was  Dr.  Henry  Weeks  Brown,  who  died  in 
1864,  and  his  grandfather,  Dr.  Stephen  Brown,  was 
a  prominent  New  York  physician  in  the  days  of  Dr. 
Alfred  Post  and  Dr.  Martyn  Paine. 

Dr.  Brown  received  his  medical  education  from 
the  New  York  University,  graduating  with  highest 
honors  in  1879.  He  was  connected  with  the  New 
York  Dispensary,  the  Post-Graduate  and  the  Presby- 
terian Hospitals,  as  well  as  with  the  outdoor  work  of 
Bellevue  Hospital. 

He  was  a  member  of  thi  County  Medical  Society 
and  the  Academy  of  Medicine  as  well  as  of  several 
social  clubs  of  New  York. 

The  members  of  his  pro^  ssion  and  the  editors  of 
the  Journal  lose  a  genial  friend,  m  able  physician 
and  a  keen  business  man  from  among  their  number. 
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